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QUALITY ASSURANCE UNDER PROSPECTIVE
REIMBURSEMENT PROGRAMS

FRIDAY, FEBRUARY 4, 1983

U.S. SENATE,
SpeciaL COMMITTEE ON AGING,
Washington, D.C.

The committee met, pursuant to notice, at 10:02 a.m., in room
SD-538, Hon. John Heinz, chairman, presiding.

Present: Senators Heinz, Wilson, Melcher, and Bradley.

Also present: John C. Rother, staff director and chief counsel;
Becky Beauregard, deputy staff director; Diane Lifsey, minority
staff director; Bill Halamandaris, director of oversight;
David L. Holton, chief investigator; Robin L. Kropf, chief clerk; and
Angela Thimis, staff assistant.

OPENING STATEMENT BY SENATOR JOHN HEINZ, CHAIRMAN

Chairman HEeiNz. Today, the Special Committee on Aging will
examine quality of care protections as they relate to our Federal
health insurance programs, especially medicare. But before I pro-
ceed any further I want to welcome a new member to the commit-
tee, Senator Pete Wilson of California. Pete, we are delighted to
have you on this committee. Your State is the largest in the United
States, you have a tremendous number of constituents who are af-
feztedd by the work of the committee, we are proud to have you
indeed.

Senator WiLsoN. Thank you very much, Mr. Chairman. I eagerly
look forward to participating in the important work of the commit-
tee.

Chairman HEeiNz. Earlier this week the Congress began its
- formal review of the administration’s proposal to implement a na-
tional prospective payment system for hospital reimbursement
under medicare. Our hearing today will look at the role of mecha-
nisms which assure that patients receive a certain minimum level
or adequate quality of care, and we will review this issue in the
context of the proposal to reform our method of health care reim-.
bursement.

Over the past 15 years, this committee has uncovered extensive
and dramatic examples of the problems inherent in our present
cost-based retrospective payment system of health insurance. We
have documented shocking examples of fraud, waste, and abuse,
which I estimated last fall to amount to the stunning total of $10
billion annually in both medicare and medicaid. But more impor-
tant than these unwarranted costs to the program is the fact that
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these abuses are invariably linked to patient mistreatment and
mismanagement. It is a measure of the failure of our present reim-
bursement system that these fraud, waste, and quality of care prob-
lems have proved resistant to all of our determined efforts to elimi-
nate them. A more basic reform is clearly necessary.

Recognizing this fact, this committee has long called for the de-
velopment of a prospective payment system associated with more
cost-conscious financial incentives on the part of providers. I ap-
plaud the administration’s action in proposing such a reform for
hospitals, based on the diagnostic-related group system as it has
been tried in New Jersey. While we look forward to moving the leg-
islation establishing a prospective system for medicare, we cannot
ignore its potential implications for quality of care. A prospective
payment system is in essence a contract. The Government agrees
to pay a specific amount for a specified service. At that point, it
becomes the Government’s responsibility to insure.performance,
that is, were the essential services delivered? The purpose of our
hearing today is to assess our ability to meet this responsibility.

Regrettably, we have before us today a flagrant case where this
responsibility was not met in a skilled nursing facility operating
under a medicaid prospective reimbursement system in Texas.
Fifty-six people are alleged to have died needlessly in the Autumn
Hills Convalescent Center in Galveston, Tex. Thirty-eight indict-
ments charging murder have been issued by a county grand jury
against the corporation operating the facility and eight of its cur-
rent or former employees.

In a sense, this grand jury action represents a failure of more -
traditional remedies. Problems in this facility have repeatedly been
noted by health inspectors, surveyors, and the public. Sanctions
were ordered without result. An attempt to decertify the facility
proved unsuccessful. Finally, faced with the impotence of the exist-
ing quality assurance mechanisms, plaintiffs took their complaint
to the grand jury. '

In all, three grand juries have examined this matter over the
last 4 years. Two have brought indictments calling for prosecution
of the corporation and its principals under homicide statutes. It
now appears that a fourth grand jury will be called.

Whatever guilt or innocence is determined in the judicial proc-
ess, the fact is, that the delay in reaching any conclusion is totally
inexcusable. This delay reflects an indifference to the fate of older
Americans simply because they are growing old. If half a dozen of
my coal miners in the State of Pennsylvania were to die in a mine
accident, it would be cause for an immediate investigation. Respon-
sible State and Federal agencies would spring into action and not
rest until the reason for the accident was identified and some cor-
rective action were ordered and taken. And if a gross safety viola-
tion were involved, it would be a national scandal; it would be cov-
ered for weeks and months on the nightly news. Yet somehow
when 56 people die needlessly in a nursing home it is largely ig-
nored. I fear, frankly, that it is ignored, somehow, for no better
reason than the horrible presumption that human life somehow
has less value as it nears its end; that people who are old are going
to die soon anyway, so who cares.
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Fairness to those who died, their families, and the corporation
that stands accused demands a full judicial review of the allega-
tions raised by this case and a decision on its merits. This commit-
tee will do everything in its power to assure that outcome.

I want to emphasize that as we hear testimony on Autumn Hills,
these specific quality care problems are not an indictment of the
prospective reimbursement methods per se. These problems are not
unique. These same kind of problems have repeatedly occurred
under our current restrospective payment methods. What the
Autumn Hills’ case illustrates is that the prospective reimburse-
ment alone will not take care of our quality care problems. As we
implement a new system, we must learn from, rather than repeat,
our past mistakes.

We are also going to hear this morning from those with hands-on
experience in_ prospective -reimbursement systems at the State
level. Currently, over three-fifths of all States reimburse nursing
hemes for medicaid patients prospectively. Within the State of New
Jersey, the quality assurance standards of two professional review
organizations merit our review as potential Federal models. We
will also review the quality assessment mechanisms developed by
the prosecutors, the State medicaid fraud investigators, and Rice
University experts in connection with the Texas cass.

I look forward to hearing the testimony today, some of which I
regret will be unsavory, and to working toward the development of
both cost-effective and quality-assured health care for our Nation’s
older population. ‘

Before we hear from Senator Wilson and our witnesses, I am
going to insert, without objection, the statements of Senators
Charles. Grassley and Larry Pressler. Unfortunately, due to prior
commitments, they will not be able to participate in today’s hear-
ing.

[The statements of Senators Grassley and Pressler follow:]

STATEMENT OF SENATOR CHARLES E. GRASSLEY

Thank you Mr. Chairman for calling this hearing that will take a look at the fea-
si_l()iility of prospective payment to hospitals, skilled nursing facilities, and other pro-
viders.

The real key to this hearing is not whether formulas, computers, and medical pro-
cedural expenses can all be combined to accurately predict the cost of care to diag-
nosis-related groups. The marvels of this computer era will no doubt accomplish this
sort of high-tech formulization. What we here this morning want to learn is will the
quality suffer during and after a transition from retrospective to prospective care?

There is no doubt in my mind that all here this morning care very much that
quality not suffer while TEFRA directives are carried out, but we need to know how
quality assurance activities are made an integral part of prospective payment sys-
tems.

What allowances are made for small rural hospitals and SNF’s who are the sole
community providers for wide areas of rural America? Will these areas be further
abandoned by medical professionals?

I know that Ms. Davis and her staff have worked hard on this plan. The staff of
this committee, and Senators’ staffs, have been briefed well and at length by HCFA
professionals, and I want to thank you, Ms. Davis and your staff, for helping so thor-
oughly. Hopefully, this morning will see more questions answered and facts shared
on a plan that is bold in concept and fiscally responsible. Both qualities that are
needed to stem the skyrocketing medical costs facing citizens, health care providers,
and their Government alike.
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STATEMENT OF SENATOR LARRY PRESSLER

Mr. Chairman, I would like to commend you for calling this hearing. One of this
committee’s most important functions is its responsibility to act as an advocate for
the Nation’s 26 million older Americans. The recent proposal with regard to pro-
‘spective reimbursement under medicare should be analyzed carefully before it be-
comes effective. I understand and support the need to control the growth of medi-
care expenditures, but I think we would be in error if we did not thoroughly exam-
ine the means by which we propose to do so. Many good intentions have been trans-
lated into regulations which have had other, unintended, effects. As a result, I be-
lieve that this morning’s hearing is very timely and important.

Earlier this week I met with several hospital administrators from my home State
of South Dakota. There are 58 hospitals in my State, and many of them are small,
community facilities. They are concerned, justifiably, that setting prospective limits
on reimbursement will force them to either cut back in services or pass on any addi-
tional costs to other patients. The proposed regulations note that the Secretary will
make special adjustments or exceptions for sole community providers. I am con-
cerned about the details of any such provisions, and would hope that they can be
made public before these regulations go into effect.

The issue of quality of care will be addressed by several witnesses this morning.
The committee has identified certain problems that have arisen in relation to exist-
ing prospective reimbursement systems, and we will be hearing more about those.
While I realize that the potential for fraud exists in any system, it seems that there
should be steps taken to minimize these opportunities. I remain sure that the major-
ity of our hospitals and nursing homes conscientiously provide a high level of care,
but we must eliminate fraud and abuse wherever we find it, so that our taxpayers’
dollars are spent for the care of those who need and deserve it.

Again, Mr. Chairman, I thank you for bringing together this morning’s hearing,
and I look forward to the testimony of our witnesses.

Chairman HEINz. Senator Wilson, do you have an opening state-
ment that you would like to make?

Senator WiLsoN. No, Mr. Chairman, I would only echo the senti-
ments that you have just voiced, and I think that you are quite
right in drawing the distinction that you have between the prospec-
tive method of payment, which I think has a great deal to recom-
mend it, not just the abuse, but the incredible story that appears to
be unfolding in the instance of this provider.

But I would now eagerly await the testimony.

Chairman HEinz. Very well. Our first witness is David Marks,
former assistant district attorney of Galveston, Tex.

Mr. Marks.

STATEMENT OF DAVID MARKS, FORMER ASSISTANT DISTRICT
ATTORNEY, GALVESTON, TEX.

Mr. Marks. Good morning, Mr. Chairman. On October 22, 1979,
a young Galveston prosecutor, while moving some belongings into a
new office, discovered a small dusty file which had been placed
behind some books on a shelf. Contained within this file were docu-
ments reporting extensive practices of fraud and patient neglect by
a nursing home located in Texas City, Tex.

This file, which upon discovery was less than 1 inch thick, subse-
quently grew to occupy six full rooms of evidence, and became
known as the State of Texas v. Autumn Hills.

My name is David Marks, and I am the young prosecutor who
discovered this file and who conducted the inquiry into the allega-
tions contained in it.

I come before you now, 3 years and 4 months later, not for the
purpose of trying this case, not for the purpose of divulging confi-
dential grand jury information, which I cannot do, nor to call at-
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tention to one more physical atrocity against the elderly in Ameri-
ca’s nursing homes only to be added to an unending list of horror
stories which have been elicited before this very committee over
the past decade. But rather I am here today, at your request, to
call attention to another kind of atrocity, an atrocity of perhaps an
even greater magnitude which involves the failure of a system, of
an enforcement system to protect the sick, helpless, and dependent
elderly in nursing homes.

Permit me to begin my remarks in this vein by telling you a
little bit about the origin of this case.

When I found the Autumn Hills file in October 1979, my initial
reaction was that of curiosity twinged somewhat with a smattering
of annoyance, annoyance at the fact that this was a file which had
not even been shown the dignity of being placed in the file cabinet
with the rest of the cases in the misdemeanor division. However, as
I began to review and read the documents contained in the file, T
became perpiexed. The reports in the file indicated that the facility
had defrauded the State of Texas some $67,000. Other reports sug-
gested that essential services had not been provided patients and,
as a result, death had been caused.

The question I had, the perplexing question I had, was what was
this matter doing in the misdemeanor division. I spent the next 2
days analyzing the material contained in the file, wallpapered my
office with butcher paper——

Chairman HEeiNz. Mr. Marks, could you withhold for a minute.
Because you are talking about a case here, I think I ought to swear
you in.

Mr. Magks. Certainly.

Chairman HEINz. So please stand and raise your right hand.

Do you swear the testimony you are about to give will be the
truth, the whole truth, so help you God?

Mr. Magrks. I do swear.

Chairman Heinz. Please proceed.

Mr. Magks. Thank you. I was saying that in reviewing the file I
approached it by reviewing the information, outlining it both
chronologically and by subject, and then began to place the rela-
tionships between the subjects on butcher paper, which I had wall-
papered my walls with.

Later, every record relating to the operation of the nursing home
over a 2-year period of time were subpenaed.

As the focus of the investigation began to shift from initially the
fraud aspect to the death aspect, because originally my first reac-
tion was, this is a fraud case with a peripheral issue of deaths re-
lated to the fraud. However, that changed within the first 2 weeks
to a death case with a peripheral issue of the fraud. As that began
to change, and as the information began to develop, over 200 wit-
nesses were interviewed and subsequently presented, or their testi-
mony and summaries thereof presented, before a Galveston County
grand jury beginning October 16, 1980.

Subsequently the grand jury returned indictments against the
Autumn Hills Corp., and certain high managerial agents. These ul-
timately were redrafted with the theories and the allegations being
essentially as follows:
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No. 1, that high managerial agents and the corporation knowing-
ly omitted essential nursing care, basic Red Cross care, thereby
causing the death of patients.

No. 2, was a felony murder theory that in the course of commit-
ting a felony; that is to say, in the course of tampering with a nurs-
ing home chart and record, by representing that services had been
provided, when in fact they had not been provided, in the course of
committing this felony, the corporation and high managerial
agents committed acts clearly dangerous to human life which
caused death.

The third theory was also a felony murder theory, and was essen-
tially that in the course of committing medicaid fraud, to wit, b
representing that services had been provided when they hadn’t
been provided and thereby accepting money for this, and in the
course of committing this felony, high managerial agents in the
corporation recklessly acted, thereby causing the death.

Having briefly described the origin and also the theory utilized
in this case, let me next turn to the facts of this case and the meth-
odology utilized to uncover them. :

In 1979, a multidisciplinary team of experts consisting of forensic
pathologists, geriatricians, gerontologists, epidemiologists, geriatric
pharmacologists, geriatric nurses, auditors, system research engi-
neers, and medicaid fraud investigators, as well as a medical
records administrator, statistician, dietician, and numerous other
medical specialists began to extensively review literally every
record compiled by the nursing home in the course of its operation.
These experts were selected on the basis of their high standing and
achievements within their respective fields.

The documents reviewed included all patient medical records for
a 2-year period of time, patient medication reviews, census reports,
consultant reports, nursing supply invoices, food supply invoices,
payroll, cost reports, all financial records, and facility policies and
procedures.

Independent documents secured from sources outside the nursing
home and analyzed included prior and subsequent hospital records
of the nursing home residents, pharmacy prescriptions, drug de-
struction records, medicaid nursing evaluations, financial audits,
and all Texas Department of Health inspections, complaints, and
n;‘emorandums relating to the nursing home for the 2-year period
of time.

During the course of this 3-year investigation, each of the above
groups of documents was reviewed numerous times by this multi-
disciplinary team. The goal of these experts was to dissect the
records and to identify all key components, all key variables in the
provision of nursing home care. The resulting data sets were in
turn coded and then loaded onto computers located in Washington,
D.C., Los Angeles, Houston, and Austin, Tex., for the purposes of
systematic analysis.

Such analysis of the nursing home configuration; that is to say,
_ the "analysis of all ingredients which go in to make up nursing
home care, revealed that there were two primary ingredients nec-
essary in the provision of nursing care. Those two primary ingredi-
ents were adequate staffing and adequate supplies. Essentially,
what I am speaking of and worth talking about is adequate re-
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sources. These resources or these two essential ingredients were
necessary in order to meet the six basic needs of patients—the
need for nutrition; the elimination needs; the sanitary needs of the
patient; the movement needs of the patient; the medical and treat-
ment needs of the patient.

In approaching the cases at hand, it was my goal to retrospec-
tively review the quality of services provided and to attempt to
measure quantitatively, if possible, what portion of these services
were provided, what portion of the nutritional and elimination
needs, et cetera, were provided, and what were not provided.

An assessment of the facilities’ capacity to meet these needs
based on this analysis is displayed on the charts before you now, or
will be displayed. We will be using easels A and B, easel A being
the easel closest to myself;, B being the easel closest to you, Mr.
Chairman.

Chairman HeinNz. Mr. Marks, before you proceed, let me just an-
nounce ihe presence of Senator Bradley of New Jersey.

Bill, we are delighted to have you here. As you may know, some
of your constituents will testify in a few minutes.

enator BRADLEY. Thank you.

Chairman HEINz. Mr. Marks, please proceed.

Mr. Marks. With respect to the essential ingredients of licensed
staff available, analysis revealed that in a period of time from
March 1976 to May 1978, 65 percent of the days, Autumn Hills was
not minimumly staffed, did not have the adequate or the minimum
licensed number of staff on hand, and I emphasize the word “mini-
mum.” Sixty-five percent of the days, or in this timeframe, a total
of 512 days; the chart before you broken down by month and by
reading from ‘left to right you can see the number of days per
month where there was violation of minimum licensed staffing re-
quirements [see chart 4].

3O[j&ll charts referenced appear at end of testimony, pages 25 to

Mr. Magrks. With respect to the essential ingredient of supplies,
one of the most essential, obviously, is nutrition; and we have used
as an example of the supply shortage in this particular facility an
analysis of a feeding formula which was used for patients. This for-
mula was the only formula which these patients could or were pro-
vided at the particular facility. It was their sole means of caloric
intake, their sole means of a meal, a liquid meal. A zero point was
identified wherein there was absolutely no feeding formula within
the facility. From that point, a supply-demand analysis was con-
ducted whereby the amount of supplies purchased, the amount of
feeding formula purchased, was compared to the amount of feeding
formula necessary, as determined by adding up all the treatments
by the physician and all the units of feeding formula needed within
the entire patient population by day.

A comparison revealed—and the comparison is broken down by
receipt date of the particular supply—comparison revealed that
during the period of time from May 6 through May 28, Autumn
Hills needed 999 units of feeding formula. Purchased were 480
units. The next receipt of feeding formula came on May 27. The
timeframe next is, that receipt date, the 27th to June 3, the next
receipt date; and during this timeframe, 360 units of the feeding
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formula were purchased. Needed during this small time, 422. As
you can see, reading from left to right, the discrepancies are quite
large; 360 needed—or 360 rather, bought or purchased; 622 units of
feeding formula necessary; 360 compared to 463 needed by the pa-
tient population [see chart 1].

On June 24, 1980, 360 again was purchased; what was needed
during the timeframe before the next shipment came in, 853 units
of the feeding formula. Finally, 360 again purchased; again, what
was needed during this timeframe, 652 units.

If I could direct your attention now to the next chart, we will ex-
plore what the response of this facility was to these gross inadequa-
cies in these two very key and important ingredients [see chart 3].

Through an extensive investigation and review, it was deter-
mined that during the period of time from March 1976, to May
1978, Autumn Hills falsified 45 percent of the licensed staffing
levels during this timeframe. The days falsified are indicated, again
left to right, an example being in March 1976, 16 days, falsifica-
tions were found during that particular month; 23 days and so on,
until April of 1978 were 15 days.

Cumulatively, it was determined that 354 days during this partic-
ular timeframe were falsified. In other words, 45 percent of the li-
censed staffing levels were falsified, so as to indicate that the re-
quirements for minimum licensed staff levels were indeed satisfied.

What was the response with respect to this crucial ingredient of
supplies? Let’s turn back to our feeding formula example.

Autumn Hills response to falsification of 43 percent of the feed-
ing formula. In other words, it was represented in the charts that
100 percent of the particular feeding formula, the sole caloric
means of intake for these patients, that 100 percent was provided.
Forty-three percent of those representations during this timeframe
were false, or cumulatively of 1,731 units of feeding formula, cru-
cial nutritional substance for these patients during this particular
timeframe.

Directing your attention again to easel B, the one closest to you,
Mr. Chairman. I will wait until she catches up with me. Let me
elaborate a bit on what the effect of this feeding formula shortage
was [see chart 2].

The effect of the supply-demand differential during this particu-
lar period of time was one of two things. There were two alterna-
tives. Either 43 percent of the patient population depended upon
feeding formula, the liquid nutritional substance, did not receive
such substance. The first portion of the patients, as indicated by
the charts, being fed, the last 43 percent not. Or, the entire patient
population who was dependent upon this feeding formula as their
sole means of caloric intake, received only 57 percent of what was
ordered by their physician.

What was the Texas Department of Health response? We will
come back to it in a second, but let me briefly touch upon it now.
Analysis of the Texas Department of Health action, with respect to
the facts which I have just communicated, revealed that from a
period of time of January 1978 until August 1979, the facility was
on some form, or placed on some form of sanction, 61 percent of
those days, 61 percent for either life-threatening, dangerous level of
patient care, or was placed on sanction for inadequate level of pa-



tient care falling below the minimum standard of care [see chart
5]. The larger columns or bar graphs indicate the sanction days for
dangerous level and life-threatening care; whereas, the smaller bar
graphs suggest and indicate the sanction days for below minimum
standard care. Again, 61 percent of the days during this period of
time this facility was on sanction for either dangerous, life-threat-
ening care or below minimum standard care.

What was the financial outcome? In other words, what do the
analyls;s of the medicaid revenue of Autumn Hills and their profits
reveal?

Directing your attention to easel A first, this graphic presents a
medicaid revenue schedule for the Autumn Hills facility, which
had a capacity of 120 beds [see chart 6]. As you can see, the facility
revenue is broken down, and I will briefly summarize, because I
know my time is short.

In 1976, the total revenue for Autumn Hills was $799,000; in-
creasing to $841,000 in 1977; and finally, $830,000 in 1978. Eighty-
six percent of this total revenue was medicaid money. As you can
see by the chart displayed on easel B, a hypothetical facility has
been mentioned and referred to so as to draw a comparison for you
[see chart 7]. .

Assuming that we had a hypothetical facility by the name of
Spring Valley who provided 100 percent of all requirements, who
provided 100 percent of the services of the patient, a like-patient
population as that of Autumn Hills. They would have received the
exact same amount of money as Autumn Hills, even though in
light of the 61 percent of the days during this timeframe I've men-
tioned that Autumn Hills was on sanctions for inadequate life-
threatening care.

In summary, the financial penalty was zero for Autumn Hills,
zero during this period of time. If I may very hurriedly direct your
attention finally to what this means. What is being—in a relation-
ship between services provided and medicaid revenue, is there a
positive correlation between medicaid reimbursement and services
provided?

The chart on easel A depicts using the hypothetical Spring
Valley who provided 100 percent, it depicts the dilemma we are
presently in.

Spring Valley, on your left, providing 100 percent of the services,
representing a full beaker, receives the exact same amount of
money as Autumn Hills, represented on your right, presenting very
inadequate services [see chart 8]. There is a cost incentive present-
ly existing, I submit, to provide inadequate care under the present
reimbursement system, at least in the State of Texas.

" What was the response of the Texas Health Department through
all of this, the department that was supposed to be the safety
mechanism, guaranteeing and protecting these rights and safe-
guarding the lives of these individuals? Our review of the record,
related to this case, indicated that the Texas Department of Health
was well aware of the many problems illustrated in these charts.
As I have discussed, 61 percent of the days sanction imposed. Al-
though inspectors were pleading for decertification of the facility as
early as August 1978, reporting large numbers of deaths, inhumane
treatment and abuse, and a gross neglect on the part of the facility,
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no action was taken by the Texas Department of Health except to
temporarily withhold medicaid funds. The facility was in no way
prevented from accepting patients or conducting business, nor did
it receive, as I have stated, a single financial penalty.

The field staff had identified the problems; however, when their
reports were transmitted through the heirarchy of the health de-
partment, they were misvalued. The impotence of the department
was further exhibited by its acceding to the wishes of Autumn
Hills in transferring the inspector who had been most vocal in
criticizing the quality of care provided at the facility. And by suc-
cumbing, succumbing to the influence of State legislators, who, at
the request of Autumn Hills, sought to circumvent the system by
requesting reinspections.

This course of conduct effectively pulled the last tooth from a
nearly already toothless inspection process. As a result of the impo-
tence of the department of health and the absolute failure of this
safety mechanism, this matter subsequently wound up in the crimi-
nal justice system. Unfortunately, Mr. Chairman, I am unable to
say that the response of the criminal justice system has been much
different.

This case, like the nursing home residents it reflects, was intend-
ed from the beginning to die of neglect. Throughout the course of
the investigation and the pendency of the case of the State of Texas
v. Autumn Hills, which lasted from October 22, 1979, through De-
cember 1982, we were plagued by critical logistical problems; a
statement of the degree and nature of these problems is contained
in the affidavits, which will be appended to my testimony, and for
brevity, I will submit them to the record.

Chairman Heinz. Without objection, of course.!

Mr. Marks. The response finally of the criminal justice system is
further demonstrated by the events which transpired on December
27, 1982. On that day, the corporation was allowed to plead no con-
test to the reduced charge of reckless homicide and granted a form
of probation under Texas law. Approximately 265 counts of murder
were dismissed. More importantly, not one single individual who
was responsible and engaged in the conduct which I have suggested
and presented before you, not one single individual received a sanc-
tion, a criminal sanction. They left the courtroom with nothing but
big smiles on their faces on December 27.

I think the emptiness of the plea bargaining arrangement is ex-
emplified by the deferred adjudication of the probationary terms.
The corporation was granted a form of probation wherein if it was
a “good boy” for the next 10 years, then all charges that they had
pled to, would be dismissed, and it would be as if 56 people had not
died; as if the things which I have presented to you today had
never occurred.

However, the irony of this arrangement was that 4 days later,
the facility changed hands and a new corporation assumed control.
The effective probation lasted 4 days.

In light of the gravity of the facts of this case, I deem this plea to
be an absolute insult to our system of justice. Had these victims

!Retained in committee files.
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been infants as opposed to elderly residents, the thought of a plea
would have never entered a prosecutor’s mind.

In conclusion, Mr. Chairman, after extensively examining a fa-
cility which repeatedly refused to respond to the extensive and se-
rious warnings about life-threatening care; after reviewing the fail-
ure of the Texas Department of Health and their impotence in re-
sponding to these crucial and critical conditions; and, finally, after
personally experiencing the near failure of the criminal justice
system to react to the situation at hand, I cannot help but conclude
that justice stops at the nursing home door.

No department, office, or industry seems to. be willing to accept
the role as guardian for American nursing home residents.

Mr. Chairman, that concludes my prepared remarks.

Chairman HEeINz. Mr. Marks, thank you very much.

You were describing at the end the circumstances under which
the plea bargain was entered into between the State of Texas and
Autumn Hills Nursing Home, On January 24, iast month, I an-
nounced that these hearings would be held, that we would call you
and others as witnesses. Could you tell us what has happened to
the 12’1‘??3 bargain that was entered into on December 27 , since Janu-
ary 247

Mr. Magks. Yes, sir.

The plea bargain which was consummated on December 27 was
subsequently annulled—I don’t have the exact date, but a short
time ago and, as a result, the cases of the State of Texas v. Autumn
Hills have been apparently resurrected, setting the stage for per-
haps a public inquiry and finally public adjudication as to the facts
which transpired with respect to this decision.

Chairman HEiNz. I think an examination of the actual dates will
show that 2 days after this committee announced that we would
hold this hearing, the plea was vacated, on January 26.

Mr. Marks, what has happened to you? You were a—you have
been an aggressive prosecuting attorney, assistant D.A. Are you
still the assistant district attorney? Will you prosecute this case?

Mr. Marks. No, sir. On December 16, it came to my attention, or
immediately prior thereto, that a bargain had been struck with re-
spect to this case, a plea bargaining arrangement. As lead prosecu-
tor, I had never been informed of any such negotiations. I think
those aspects are beyond the scope of this hearing, but suffice it to
say, I felt that the arrangement had the appearance of impropri-
ety, so on December 16, I attempted to restrain the district attor-
ney of Galveston County, Tex., from taking any part in the pro-
ceedings which were planned to take place on December 17.

The court of appeals subsequently heard the restraining or the—
we sought a restraining order. The court of appeals subsequently
restrained temporarily all parties involved in the agreement for 10
days, to December 27. Since December 16 when I was terminated, I
have worked literally night and day inquiring into the plea bar-
gaining agreement itself, which I deemed not to be supported by
facts and law of the case, as well as preparing for this particular
hearing.

Chairman HEeiNz. In sum, you were fired for your prosecution of
this case?

Mr. Marks. That’s correct.
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Chairman HEINz. Mr. Marks, for the record, you have been dis-
cussing the activities of Autumn Hills Convalescent Center, Inc. As
I understand it specifically, most of the testimony that you have
given us relates to just 1 of 17 facilities that the corporation con-
trols; is that correct?

Mr. Marks. That's correct.

Chairman Heinz. Now, I also understand that several of the
other facilities have received excellent ratings from the State of
Texas; is that correct?

Mr. Makgks. It is my understanding that under the system exist-
ing in the State of Texas that certain or many perhaps Autumn
Hills’ facilities have received what is known as a superior grading
in the State of Texas.

Chairman HEINZ. Are those ratings therefore indicative of those
being substantially different than this facility?

Mr. Marks. I believe that the superior grading system in the
State of Texas is an absolute farce.

Chairman HeiNz. Why?

Mr. Magrks. No. 1, the grading takes place annually. It takes
place at the annual Federal survey, known as the big book survey.
The facility is able to gage not only from a year from the date of
their last particular inspection and also through the grapevine,
they are able to know specifically when the inspection or the grad-
ing is to take place. That provides them an opportunity to put on
their Sunday best and as a result, first of all, this Sunday best does
not reflect the level of care being provided during the other 365
days and so they——

Chairman Heinz. They receive advance notification to get ready?
Are there any other problems? .

Mr. MaRgks. I need to qualify. They don’t receive advance notifi-
cation but they know.

Chairman HEiNz. They get it somehow?

Mr. Marks. They get it. Yes, sir.

Second, and most importantly, I believe, that an inspector who is
rating that facility is not allowed to consider any of the historical
data concerning the facility. Two weeks before, they could have ne-
glected a patient to death and yet the inspectors—blinders are
placed on the inspectors and they are only allowed to make their
grade based on the 3 days that they are in the facility. In fact,
there are examples where facilities in the State of Texas have been
scheduled for decertification which is the strongest sanction which
can be imposed in the State of Texas, decertification 3 months
before a superior grading is to take place, and yet, then they have
subsequently received a superior grade, which indicates and repre-
sents to the public that this particular facility is providing superior
nursing care. That is not correct.

Chairman HEeinz. Let me ask you this. One of the most frequent
responses we get when we examine nursing home problems is that
the payment rates are inadequate, that they encourage abuse be-
cause they are inadequate.

What do you know of the profitability of nursing homes based on
your experience with Autumn Hills? Would you say that there is a
profitability, that is the reason that the services may have been
withheld rather than delivered?
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Mr. Marks. Mr. Chairman, one of the prime concerns I had was
to determine whether or not the reimbursement system itself was
in any way responsible for the inadequate care provided at
Autumn Hills. And if I may direct your attention to easel B, there
is a chart which presented the question: Is the reimbursement rate
to blame? [See chart 9.]

What has been done is the 758 proprietary nursing homes in the
State of Texas have been compared to the major industries in the
United States, utilizing the Value Line Investment Survey as a
basis for such a comparison. As you can see, the 1979 net profit
margin places the 758 proprietary nursing homes well within—ap-
proximately within the middle of the net profit margin of major in-
dustries.

More importantly, however, is return on capital, the return on
equity. As you can see, the nursing home industry in the State of
Texas is more profitable, or the return on equity is greater, than
the oil industry, than retail stores, natural gas fast food, Texas
banking, and medical services. It leads.

Now, specifically the Autumn Hills Corp.—and if you will take a
look at the average return in equity for the proprietary nursing
homes in the State, it is 33.8 percent; in 1978, the Autumn Hills'
return on equity prior to taxes was close to 111 percent.

Chairman HEINz. Is the 33.8-percent return on equity before or
after taxes? _

Mr. MaRrks. I believe that’s before taxes. ,

The 95 percent or—excuse me—in 1979, Autumn Hills’ return on
equity, which compares to the 1979 return on equity here, was 95
percent. "

Chairman HEeiNz. Three times.

Mr. MARKs. Three times that of the average return in the indus-
try.

Chairman HEeiNz. It would be a little hard to say that they were
having difficulty making a profit, then that was the reason services
might have been withheld?

On the other hand it suggests that there may have been other
moti(\irr?.tions beyond necessary, proper and necessary profit, such as
greed’

Mr. Magks. Yes, sir.

Mr. Chairman, if I might add one thing, you were inquiring with
respect to the superior rating system, and I think the major point
to be made here, if I may go back to that point very briefly, is that
the grading system is not an index of nursing care. Bonus points,
you get bonus points from all areas. There are six or seven areas,
one of those being nursing care. And what is important to note
here, that the crucial aspects of the nursing process are not
brought out, are not utilized in the grading tool which is presently
being utilized in the State of Texas.

For example, while the inspectors are in the facility, while they
are there, they’can fail to observe a patient during the entire 3-day
period the inspection takes place, fail to observe, and more impor-
tantly, fail to intervene, thus resulting in a critical condition. And
there is no place in the grading system to give either the nursing
home a demerit and more importantly, a nursing home can be
given the bare minimum care, even have demerit points in the

19-314 0—83—-2.
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nursing area and still receive a superior rating under the Texas
rating system.

Chairman Hemnz. Mr. Marks, the bottom line on all this is that
as we move toward a prospective reimbursement system for health
care in this country, we want to learn how to avoid the kind of ex-
periences just described.

What should we do about it? I think you made reference to an
enforcement tool that would reverse what you have described as
the toothless inspection process.

Can you enlighten us a bit on how you would suggest that the
authorities, whether they be State or Federal, attack this kind of a
problem, monitor it so that we don’t get into a situation where 5
years from now we are having another hearing with the same kind
of tragic implications?

Mr. Magrks. Yes, sir, I will be happy to discuss with ycu the
system which was developed, and I believe you have before you a
cutdown version of this system. And I will go through it and ex-
plain briefly how it works and relate it back to some of the graph-
ics which have been displayed here today.

Essentially, this system presents for examination a large and
comprehensive menu of variables operating within a nursing home
configuration. Analysis of variable relationships is facilitated by or-
ganization of all this data, all the ingredients of nursing home care,
into major categories, subcategories and specific categories. And if I
may direct your attention specifically to chart 10.

As you can see listed here are the major analytical categories.
These are the major categories necessary and which are the catego-
ries appearing in the provision of patient care. These are relevant.

First, we have patient inputs or patient assessment; second, what
are the patient demands? What services does each patient need;
third and fourth, what happened to the patients, which is patient
outcome or, going down the matrix, what type of failures occur,
what nursing intervention failures, medical intervention failures
occur? Fifth, what was the Autumn Hills’ input. In other words,
what staff did they provide? What supplies did they provide, what
training did they provide? Sixth, what was the Texas Department
of Health’s input? In other words, what was their analysis of the
care being provided; and, finally, seventh, what was the financial
array or the paralleling financial condition of the facility.

These are broken down on chart 11 into more specific categories
and a location matrix is provided, which I will demonstrate its use
momentarily; and, finally, looking to page 1A of your sheet, the
detail matrixes. You have only, I believe, two pages of detailed
matrix. There are numerous and many of these pages and we have
included only two for purposes of illustration.

Let’s go through and see how this system works. And if I may
direct your attention to chart 1, and let’s take a look at the graphic
display appearing in the upper left-hand corner. As you can see,
that is one which was utilized earlier today and compares facility
resources versus the patient demand, or the patient needs.

Chairman Heinz. Do you want to have your assistant put that
same chart back up?

Mr. Marks. That would have been, I believe, 1A, the first chart.
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No, I believe it’s 1B. No, it would be either one of the others.
That'’s it. Thank you. All right.

Directing your attention both to easel B and the graphic display
in your version.

As you can see, we went through and expounded upon the
supply-demand differential. Now, how was that arrived at?

Let’s first take a look at the major analytical category. What are
we really talking about here. Directing your attention back to
chart 10, the analytical, major analytical category, we see, looking
down the matrix, the first thing we see is patient demand profile.
OK. What that simply signifies is what are the demands of the pa-
tient. And since we'’re talking about supplies, what are the supply
demands? Now, we are comparing the supply demands to the
Autumn Hills’ input configuration, and if you will look at the
labels running vertically, we find that running vertically in the
matrix. So we know we are comparing inputs of Autumn Hills to
demand. Now, then, let’s go to the location matrix, which is found
on chart 11.

Looking under and looking for the major category which we
spoke of, Autumn Hills’ input configuration. Going down vertically,
we find and see the major category, Autumn Hills’ input configura-
tion. Has everyone found that? It’s located again on chart 11.

Chairman HEeINz. In sum, what I think you’ve done, Mr. Marks,
is to array for each individual patient a tracking system, a system
where you clearly identify what the patient’s diagnosis or problem
was, what the physician prescribed, what kind of nursing, what’s
happened to the patient, and so forth. And what you're suggesting
is that if there was a followup system by the State, or by medicare,
or by somebody we trusted, that this would in effect, avoid the
kinds of problems that we have seen, not just of the kind that
you've set forth and described today, but we’ve seen in other situa-
tions. That in sum is what you are saying.

Mr. MaARKS. Yes, sir.

Chairman HEiNz. And you've given us a very concrete, very de-
tailed matrix with which to work.

I want to commend you for having gone far and above the call of
duty in this, not just in drawing to our attention the problems that
you've been specifically associated with, but most specifically to
making the kind of detailed suggestion to the committee that you
have as to how we can, as we move toward a prospective reim-
bursement system, minimize these kinds of problems.

I suspect that there is no perfect solution that will avoid every
single problem. We have got problems now under the retrospective,
cost-pay system; I'm sure we’ll have some, no matter how hard we
try under any new system. But I just want to take this opportunity
to commend you on your testimony and on your help to the com-
mittee. And I do want to call on Senator Wilson for any questions.

Senator Wilson.

Senator WiLsoN. Thank you, Mr. Chairman.

Mr. Marks, as the net result of your prosecution in the detailed
investigation that you conducted into this, what specific recommen-
dations do you have for improving the mechanisms which exist for
the monitoring of the adequacy of health care, and specifically for



16

dealing early in a preemptive and preventive way, for the kind of
situation that unfolded in this case.

Mr. Marks. Well, I believe the problem existing today with the
present evaluation system are that they focus upon inputs, and
they focus upon things which have not been weighted, inputs
which have not been weighted. We do not know, and responsible
governmental agencies are unable to understand the relationship,
whether these inputs are crucial or noncrucial to the provision of
care. There is no weighting presently in the inspection process.
There are no evaluative indices, so as to allow those responsible for
fiscal oversight for the $24.2 billion being provided annually in
nursing homes; there is no way or mechanism for them to monitor
what type of services they are receiving in return for the money
they are providing. And the system which was utilized to uncover
the facts and to ferret out the evaluative indices possibly may be
gtilized not only in this particular situation, but across the United

tates.

I am not here suggesting that I am an expert in nursing home
care. I have given 3% years of my life to it. But I definitely feel
that at the very minimum, this system merits some inquiry and
further study to determine whether or not it can be used as an aid
to help this committee, and other responsible governmental agen-
cies, to determine that very thing, what services are we getting for
the money we are providing.

Senator WiLsoN. Is it a fair statement from your experience in
Texas, which I think—you say you're not an expert—but having
given 3% years, you have clearly developed some expertise.

Is it a fair statement based on your experience that even though
the State, in this instance, the department of health, has an official
role in certification and in imposing some sanctions, that what hap-
pened here was that it was almost accidentally, that really an egre-
gious case came to light. And what you have recounted to us really
is details of neglect in two different ways: First, on the part of the
subject institution and second, on the part of both the State health
system and also, according to your testimony, the criminal justice
system in your county. :

What I think we need to be concerned with, wholly apart from
the specifics in this instance, is to determine whether or not the
system for monitoring health care is adequate, and whether or not
there is an early warning system that can prevent this kind of
thing. I think we have really got two issues: Those occasioned by
your uncovering these specific abuses, separate, and from the way I
gather the subject of our inquiry this morning is prospective sys-
tems of payment; and I gather really that there is no particular re-
lationship, that what you have found here could have occurred if
we were looking at a system of reimbursement.

So I am asking two questions. It seems to me those issues are
clear and distinct and second, with respect to abuses of the kind
that you have spent these 3%z years on, is there, after your exami-
nation of the specifics in this instance, specific suggestions that you
would have to see that this doesn’t occur again in Galveston
County, or any place else in Texas, or the Nation?

Mr. MARkS. Yes, sir. I believe that the issue here is that of en-
forcement and accountability; some teeth have got to be placed into
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the enforcement system. This case should have never fallen into
the criminal justice system. It should have been stopped long
before that. If the agencies who were supposed to have been the
safety mechanism to prevent this type of situation had been acting
in accordance with the mandates of Congress to assure safe and
adequate care to these individuals, we would have never reached
this stage.

Again, I believe that the issue is not more strict laws, but some-
thing has got to be done with respect to the enforcement. My sug-
gestions are that a study be implemented to determine what type
of enforcement is existing today, whether this situation, in other
words, is symptomatic of situations across the United States. And
then some resolutions as a result of that study be determined and
made for how to bone up what I believe to be a very weakened
system.

Senator WiLsoN. Well that, ohviously, is the cther question that
your testimony presents, and being new to the work of the commit-
tee, I am in no position to respond, except that a casual reading of
the newspapers from time to time discloses abuse in senior citizen
health care facilities is not uncommon, and I would have to say I
think in defense of the industry, and the many practitioners who
deliver quality care, that many are doubtless tarred with the brush
of what I hope are only a few violators, but our focus properly this
morning is on the violators.

One of the questions that occurs to me, Mr. Chairman, is how
whatever deficiencies may have existed in this instance are pecu-
liar to the State of Texas, or whether they relate to a pattern. I
don’t know whether the system of enforcement which Mr. Marks
has found deficient here is pretty much the same from State to
State, or whether or not in this particular case there is something
that needs correction that is not universal.

Chairman HEeinz. I might suggest, Senator Wilson, that we will
have some witnesses from the GAO, General Accounting Office,
and from the Health Care Financing Administration who may be
in the best possible position to answer those questions.

Senator WiLsoN. Fine. I will await their testimony.

Thank you, Mr. Marks.

Chairman HEeiNz. Senator Bradley.

Senator BRADLEY. Thank you very much, Mr. Chairman, and Mr.
Marks, for your testimony.

. Before asking the witness any questions, Mr. Chairman, I have a
statement that I would like to submit for the record.
- Chairman HEeinz. Without objection, the statement of Senator
Bradley will be inserted in the record at this point.
[The statement of Senator Bradley follows:]

STATEMENT OF SENATOR BILL BRADLEY

Mr. Chairman, colleagues, and guest. Everyone wants to insure that the sick and
the elderly receive the best possible care. And we must be particularly concerned
that Federal funds are properly spent. How to achieve those ends is the question we
must resolve. We are holding a hearing today to review what went wrong in quality
care assessment that resulted in the deaths of so many elderly residents of a long-
term care facility in Texas. Was there no monitoring of the care rendered or were
the standards and process blatantly ignored?
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During the 97th session of Congress we discussed the need for a stringent certifi-
cation process for long-term care facilities, particularly in light of the administra-
tion’s suggestions to relax what may be already inadequate standards of review.
This year we will consider a prospective payment propesal, DRG by popular name,
to cover hospital costs reimbursed by medicare. In all of the hearings and discus-
sions of this proposal, I have been concerned about how we will make sure that our
most vulnerable citizens receive quality care and are not used or abused.

One of my efforts has been to expand opportunities for community-based alterna-
tives for institutionalized long-term care. When our family members are cared for in
their own environment, we feel reasonably secure that the best care possible will be
given, since that care is under our own personal review. Providing for that level and
kind of care is what my legislative initiative is all about. I fully recognize that when
we place our elderly within institutions, an unavoidable event in many cases, we
entrust care to a third party who hopefully is as concerned as we are in caring for a
family member. But we cannot maintain that oversight, rather we depend on State
or Federal authorities to certify that the care rendered meets certain standards. It
is in this process that we experience problems.

In New Jersey, we have a two-tiered quality assurance mechanism for long-term
care facilities, licensure and certification. Both employ onsite unannounced visits, at
least annually. New Jersey uses a professional team, reviews individual patient
care, and follows a set of standards more stringent than the Federal guidelines. I
am pleased and assured by the process used in New Jersey but recognize that it
takes commitment and resources.

Although I would hope that my own legislative proposal for community-based
home health services will ultimately have the support of my colleagues as it would
address some of these quality concern issues, I recognize the need to maintain and
develop a suitable monitoring process that assures quality of care and prevents the
human catastrophe that we will hear about today.

On Wednesday during the Senate Finance Committee hearing, I raised with Sec-
retary Schweicker the very issue of monitoring for quality within the DRG prospec-
tive payment system. Today I express those same concerns: .

Whag sort of quality assurance program is necessary in a prospective payment
system?

How should quality monitoring be performed and by whom?

How do we assure quality within long-term care facilities?

Should quality assurance be linked to reimbursement?

Should quality assurance be a State or Federal responsibility?

Who should pay for this process?

Will quality review prevent a recurrence of this Texas tragedy?

I would hope that the witnesses appearing before the Aging Committee today will
address the questions I have posed. Although we are all concerned about containing
the rising cost of health care, none of us should forget that those efforts must be
made without endangering the health—and very lives—of those who depend on
these institutions for needed care. We cannot allow our quest to reduce the budget
deficits to jeopardize the care given to our elderly.

Senator BrapLEY. I must say that as I sat here and heard this
story unfold, I was somewhat sickened by the message. Of course I
am anxious to hear the other witnesses, but this made me feel very
uneasy about an increasing movement in America to push senior
citizens into institutions of any form that are supervised by any
level of government. While I know that is the direction, I nonethe-
less come away from this testimony with a kind of reinforced
desire to see the Congress enact some kind of long-term home
health care bill. If we did not have the problem of third parties
dealing with elderly Americans, we might be able to make the rea-
sonable assumption that families caring for their own members as
it used to be in this country, would perhaps provide the kind of
care that is a little more sensitive to the human needs of those el-
derly Americans.

I would hope that at some point in this Congress we might ad-
dress that question more fully than we have in the past. I know the
chairman has been supportive of the bill that I have introduced on
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long-term home health care, but I think that the quality of home-
rendered care is a very clear message from your testimony.

The second message, I think, is that the Aging Committee last
year was correct in rejecting the administration’s proposal toward
a more lax enforcement of nursing homes, in providing a 2-year
certification, and in turning over that certification process to the
private sector instead of Government agencies.

Would you agree that the Aging Committee last year took the
proper step, based on your experience?

Mr. MaRrks. Most definitely.

Senator BRADLEY. Why?

Mr. Mazks. I believe what is needed is not a weakening in the
system of enforcement, but a stronger system of enforcement. I
think an example perhaps of what is taking place might provide
some insight.

In 1978, there was a nursing home in Harris County, Tex., who
was indicted, particular members were indicted in Harris County,
for falsifying staffing records. Formally there was a form called or
known as the 615 staffing form, which was required to be submit-
ted monthly by the administrator, and this was an extensive staff-
ing pattern report whereby the administrator had to set forth all
sthalffﬁng present in the facility, every day of the month, all three
shifts.

Now, this present staffing report or the staffing report which I
referred to was utilized until 1979. After which the requirement
was dropped.

Now, it is interesting to note the parallel course of this case, this
prosecution to the dropping of this particular requirement or staff-
ing evaluation report, which I deemed to be very crucial.

Senator BRADLEY. Yes.

Mr. Marks. When the corporation, or the particular facility was
convicted shortly thereafter, and it was the basis of the conviction,
the staffing report falsification, the falsification of that staffing
report. Shortly thereafter, the requirement was dropped.

Now, whether this is going in relation to your question is, the
GAO, I believe, did an evaluation of the Autumn Hills facility.
They did not have the particular 615 report to rely on in 1980.
However, nevertheless, they found I believe a large percentage of
inadequate staff during a 2-week period of time. The message to me
is clear: That without the very mechanisms which enable the in-
spectors to evaluate the care, that the problem is going to persist.
There has got to be some form of evaluative indice allowing respon-
sible governments to evaluate the services provided.

Senator BRADLEY. Let me ask you this: If the Congress doesn’t
act on long-term home health care bill and provide some way of
keeping senior citizens out of these third-party nursing homes or
even acute care hospital beds, it is government’s responsibility to
assure that the health and safety needs of senior citizens are met
in those nursing homes. I think that you very correctly point out
that it is our responsibility, under the license and certification

rocess, which is a dual process, State and Federal, at least in my
gtate of New Jersey.

Now, we in the Finance Committee and Congress will this year
be considering a whole new approach to payment under medicare
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for hospital services. It is based on establishing 467 different cate-
gories for which there will be a flat fee. If the hospital is able to
provide care cheaper, it keeps the money; if more expensively, it
loses the money. The goal in this process is to assure quality care
in those hospitals before going to this route. In New Jersey, we
have had this DRG demonstration, and we think we are working it
out well. But a national program presents a whole myriad of other
complexities. Based on your nursing home experience, do you think
that it would make sense to make reimbursement contingent on
quality care, and do you have any specific suggestions?

Mr. MARks. Yes, sir, I do. I definitely believe that it-should be
corrected and I believe what has to be done is to focus upon the
services necessary. There are valuable inputs but the key element
here is what services are necessary for the patients, and what per-
cent of those services are being provided.

Senator BrabpLEY. Now, how would you recommend that data be
transmitted? You told the story of the review visit. On that an-
nounced day, when inspectors come, all parties are prepared and
everything appears all right. Past records cannot be examined;
they can only look at the 3-day visit. Now, it seems to me that a
first step would be the real possibility of unannounced, onsite visits
and inspections.

Would you not agree?

Mr. MARks. Yes, sir.

Senator BrapLEY. What other suggestions might you have for the
transmission of data? You have developed a very comprehensive
matrix. How can we be assured that that matrix will be transmit-
ting valid data? :

Mr. Marks. All right.

One of the bases of the evaluative system developed was a com-
parison of resources available to demands. And for instance, you've
mentioned the system in New Jersey. Well, one of the systems and
tools utilized here identified, there are 66 possible services—66,
maybe a few more—possible services necessary for a nursing home
patient. Each patient in our particular situation was assessed, what
services, what portion of those 66 services does he need? Further-
more, what staff was available then in order to meet those services.

In literally most industries across the United States, time and
motion studies are being utilized. In hospitals, time and motion
studies are being utilized. Validated studies exist in the United
States concerning how much time it takes to provide each one of
these services. It's a simple matter of plugging in the times neces-
sary for the services, the demands necessary for the patient popula-
tion and comparing it to the staffing available to determine wheth-
er it’s even feasible that one of the crucial ingredients, staffing, can
be met and that services can be provided.

It provides us with an evaluative indice and an objective indice
by which we can make objective decisions as to the quality care,
not just a subjective decision, which many times is misvalued be-
cause we are transmitting the communications from health care
professionals, the governmental people, the people in government,
who do not have a health care background.

People can understand objectively something is simple as a feasi-
bility study. We have, in literally every aspect, of live evaluative
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indices which are employed. You look at sports, we have batting
averages as an evaluative indice, to measure the quality of a base-
ball player. We have even in—for used cars. We have blue books,
which give us an evaluative indice—— .

Senator BrADLEY.What you are saying is that other than the
time and motion study that you have specifically suggested, you
feel that there is a way to establish an evaluative index.

Now, do you think this should be done at Federal or State level?

Mr. MaRks. At the Federal level.

Senator BRADLEY. At the Federal level?

As it is now, the Federal Government has responsibility for certi-
fication with some overlap, and the State has responsibility for li-
censure. Is that not correct? A

Mr. Magrks. Yes, sir.

Senator BrADLEY. You think that overlapping responsibility
should be retained?

Mr. MARKs. Yes, sir.

Senator BrapLEY. What do you want from the Federal Govern-
ment? More than what they are not doing now?

Mr. Magks. I think a uniform system must be developed.

Seq?ator BraDLEY. National uniform system of quality assess-
ment?

Mr. MaRks. Yes, sir.

Senator BraDLEY. And you have made suggestions today as to
what components might be in that assessment?

Mr. MARks. Yes, sir.

Senator BRADLEY. Do you feel that the process should be applied
to nursing homes, or do you feel that the components that you
have mentioned today would also be applicable to hospitals under a
DRG, diagnostic related group, proposal of payments?

Mr. MaRks. Well, I'm——

Senator BRADLEY. You don’t know about that?

Mr. MARks. Yes, sir.

Senator BRADLEY. OK. You would just leave it in nursing homes?

Mr. MARks. Yes.

Senator BRADLEY. Thank you very much.

Mr. Marks. Thank you.

Chairman HEeiNz. Senator Melcher.

Senator MELCHER. Thank you, Mr. Chairman.

Mr. Marks, I read your testimony, and I listened to your com-
ments or answers to the questions, and your suggestions.

Senator BRADLEY. Would the Senator yield just for a minute?

Senator MELCHER. Yes; I would be glad to.

Senator BrapLey. If I could say to the chairman, I will have to
leave. I won’t be able to remain, but I did want to at least welcome
the two New Jersey witnesses to the committee. I know the com-
mittee will benefit from their testimony about what is being done
correctly in New Jersey.

Thank you.

Senator MELCHER. Mr. Marks, this following up, the following up
of the answers to the questions made by other Senators, this inter-
facing of Federal regulations with State regulations, from your ex-
perience, has not worked in Texas; is that correct?

Mr. Magks. That’s correct.



22

Senator MELCHER. Now, does the method of correction that you
have suggested, how do you get away from that interfacing of Fed-
eral and State regulations to make sure that it does work? I mean,
what’s the watchdog here or what’s the enforcing arm, or what
really—how can you be sure if those suggestions were followed that
there would be enforcement?

‘Mr. Marks. Well, one of the things which I believe is crucial is
that there must be an evaluation of the evaluators. The Federal
Government in supplying, or the fact that $24.2 billion is supplied
in the care of nursing home patients has a definite interest to see
that those agents, those local departments of health who are sup-
posed to be monitoring, are indeed doing just that. And our—hope-
fully, if a national system was developed which would allow com-
parison from one home, one State to another, hopefully that the
national system was being implemented uniformly.

Senator MELCHER. All right. In other words, progress, uniformity,
hopefully enforcement.

Mr. Marks. You have to, I believe, and this case is a fine illustra-
tion. Someone has to take note and measure the quality of the as-
sessment. In pursuing this case, I have contacted experts all across
the United States, geriatric experts, and in communicating to them
the reports of the Texas Department of Health, they are almost
uniformly—almost uniformly their initial question has been: What
in the world is the allegiance of the Texas Department of Health to
this facility? Someone has to, or I believe the Federal Government
has to somehow monitor and assure itself that those people who
are acting as its agents are, in fact, performing.

Senator MeLcHER. Well, in this particular investigation you are
involved with, the results that you have indicated so far have been
devastatingly minimal; is that correct?

Mr. MaRks. Yes, sir.

Senator MELCHER. You have made in your testimony, in your
prepared testimony, a comparison or an allusion to the victim. If
the victim had been an infant, the results would have been differ-
ent.

Mr. Magks. Yes, sir.

My remarks in that vein were that the criminal justice system
would have regarded the case in a different light.

Senator MELCHER. In other words, the criminal justice system is
geared to protecting infants but not necessarily geared to protect-
ing the elderly in nursing homes?

Mr. Magks. I don’t know so much about geared to protecting in-
fants as opposed to elderly nursing home patients, but I think that
the—for some reason that the two victims, if you will, hypothetical
victims, are treated differently. I do not think that in this particu-
lar case had there been 56 infants who died, who were covered with
ulcerated, puss-infested sores, that a plea bargain would in any
way have been considered in this case; whereas, what took place
was that a plea bargain was considered. Why? I could not help but
come to the conclusion that it is the—perhaps the difference in the
way society regards elderly nursing home patients.

Senator MeLcHER. Well, it is tragic if in our society we have
taken the attitude that infants must live because they have a
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whole life ahead of them, but the elderly must die because their
life is over with. Yet, your testimony suggests that to be the case.

Now, I tend to believe that that is the case. I tend to believe that
what you have experienced in this investigation is only one of a
series that has been going on for over a generation in nursing
homes, that the elderly are somehow expected to die, and therefore
their needs are not to be as dramatically protected as we protect
the other age group. But that seems to me to be entirely contradic-
tive to the 14th amendment which supplies the equal protection of
the law to all citizens.

What should be the penalty? Should it be a Federal penalty? Are
there criminal penalties separate and distinct from Jjust decertifica-
tion? Could that be one of the tools that is used in this entire proc-
ess and to be properly identified as a penalty in order to get com-
pliance?

Mr. Marks. Well, criminally, in the State of Texas at least, the
laws allow fur the prosecution of nursing homes and agents who do
not comply with the mandates of Congress, who do not provide safe
and adequate care. ’

An individual in the State of Texas who causes the death of a
resident in a nursing home can be prosecuted for murder and is
subject to the same penalties as any individual is.

Senator MELCHER. I understand that. That’s basic and elemen-
tary in all State law and is elementary in our Constitution, but
your experience is that it hasn’t been applied. And I think it is fair
to say that during the last 10 years and at least the last dozen
years there has been plenty of investigation by Congress that indi-
cates indeed that it has not been applied in many instances. Now,
there seems to be a breakdown in the social mores and the con.
sciousness of the country itself, that somehow the acts that contrib-
ute to an individual’s death are not applied the same in nursing
homes for the elderly.

And my question is specifically based on your own experience:
How tough should the penalty be? In other words, the Federal pen-
alty is not there just by decertifying.

Mr. MAERkS. Yes, sir.

I don’t think the penalty can be tough enough for the things
which occurred at the Autumn Hills’ facility.

Now, as I mentioned earlier, I believe what needs to be done is
something must be done in the enforcement area. Perhaps some
type of Federal branch of the Justice Department assigned solely to
look at cases such as this. The problem in a small district attor-
ney’s office when a case such as this is presented is when the
victim or the family member of the victim comes in, the response
is, that sounds like a civil case. We handle rapes, murders, one-shot
shooting. This is just over and beyond what we are capable of per-
forming. We don’t have the medical, the nursing knowledge, to
look into, investigate, and put together a case like this. And yet,
under the Texas law, any complaint of the abuse and neglect are
transmitted to the district attorney’s office for some form of dispo-
sition.

I think the problem is perhaps highlighted by the remarks of the
comissioner of health of the State of Texas, who commented that, I
believe in 1979, he transmitted some 58, 59 cases of recommended
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neglect to district attorney’s offices across the State of Texas with
no action. Someone, I believe, has got to develop some background
in this particular area and assign solely to inquiry, and to enforce
the existing law. Just as we have divisions for Federal fraud, there
must be, I believe, a division created for nursing home abuse.

Senator MELCHER. I think that's the most meritorious and worth-
while suggestion we could have. We have divisions within the Jus-
tice Department dedicated to continuing an ongoing presence in
water law, and in public land law, and in various types of fraud
and criminal activity, as well as in antitrust law. Surely the elderly
are worth an ongoing division, an ongoing entity, within the Jus-
tice Department to protect them, because it’s obvious that we have
received testimony like yours in various committees of Congress, to
my knowledge, for at least a dozen years, and it is an area that is
not being protected. The elderly should be protected, they still are
people, and they still have, under the 14th amendment of the Con-
stitution, the same protection as all other age groups.

Thank you very much, Mr. Marks.

Mr. Magrks. Thank you.

Chairman HeiNnz. Mr. Marks, I've just got one last question for
you, and it’s really a personal one.

Why, after everybody in the State of Texas that had responsibil-
ities in this area, be they regulators or law enforcement people,
seem to have ignored the Autumn Hills nursing home, did you in-
dividually take it upon yourself to get involved? What motivated
you, why did you do it?

Mr. MaRks. I believe it was initially my exposure to a very grave
set of circumstances, the longevity of the conduct, the extensive-
ness, and the seriousness of it. Second, I guess, as a personal note, I
have always been and perhaps always will be attracted to those oc-
casions and those causes wherein the victim appears to have the
smallest voice, where there appears to be no advocate. And I was
more than willing to be that for these people.

Chairman HEINz. Well, your testimony has been extremely help-
ful. As Senator Bradley said, it is a distressing situation, a depress-
ing example, but hopefully out of the distress that you have high-
lighted here in a variety of ways, this committee and our col-
leagues in the Senate will be able to bring about a better system
than either the one we have now, or the one we hope to move to.

We are deeply indebted to you. Thank you very much.

Mr. Magks. Thank you, sir.
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CHART 1

FACILITY RESOURCES v. PATIENT POPULATION DEMAND
EXAMPLE: SUPPLY/DEMAND ANALYSIS FOR "ENSURE"
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CHART 3

EXAMPLE: FALSIFICATION OF LICENSED STAFF LEVELS
MARCH, 1976 THROUGH APRIL. 1978
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CHART 4

EXAMPLE: VIOLATION OF MINIMUM LICENSED STAFF LEVELS
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CHART 5

SANCTIONS IMPOSED FOR POOR PATIENT CARE

SANCTION DAYS:
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CHART 6

MEDICAID REVENUE SCHEDULE FOR SUBJECT FACILITY

CAPACITY: 120 LICENSED BED FACILITY

PATIENT DAYS' PATIENT CROSS REVENUE
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CHART 7

COMPARISON: SUBJECT FACILITY v. "SPRING VALLEY”

"SPRING VALLEY™ IS A HYPOTHETICAL FACILITY WITH A
PATIENT POPULATION COMPARABLE TO THAT OF THE
SUBJECT FACILITY! "SPRING VALLEY" DELIVERED 100%
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CHART 9

INDUSTRY COMPARISONS: NET PROFIT, RETURN ON EQUITY

INDUSTRY GROUP
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CHART 10

\.

MAJOR ANALYTICAL CATEGORY MATRIX
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Chairman Heinz. Our next witness is Michael Zimmerman. Mr.
Zimmerman, please identify yourself and your associates, and
please proceed.

STATEMENT OF MICHAEL ZIMMERMAN, WASHINGTON, D.C, AS-
SOCIATE DIRECTOR, HUMAN RESOURCES DIVISION, U.S. GEN-
ERAL ACCOUNTING OFFICE; ACCOMPANIED BY JAMES BAR-
NETT, DALLAS, TEX., REGIONAL OFFICE, GAO; AND ROBERT
IFFERT, HEALTH CARE FINANCING ADVISER, GAO

Mr. ZiIMMERMAN. I certainly will. Mr. Chairman, my name is Mi-
chael Zimmerman, I am an Associate Director of the Human Re-
sources Division of the General Accounting Office; and to my right
is Jim Barnett of our Dallas regional office. Mr. Barnett was re-
sponsible for the audit work at Autumn Hills. To my left is Robert
Iffert. Bob is our Health Care Financing Adviser. and he is quite
knowledgeable on medicaid reimbursement practices.

Mr. Chairman, members of the committee, we are pleased to be
here today to discuss certain features of the prospective payment
systems developed by various State medicaid programs to pay nurs-
ing homes, particularly the system developed by the State of Texas
and discussed in our October 14, 1982, report on Autumn Hills.

For fiscal year 1981, medicare reimbursements to the 5,000
skilled nursing facilities participating in that program were about
$400 million. In contrast, medicaid payments to the 7,300 skilled
nursing facilities participating in that program were about $4 bil-
lion, and another $7 billion in payments were made to the several
types of intermediate care facilities. Thus, medicaid is clearly the
predominant public payer of nursing home services.

As of late 1982, at least 36 States had some type of cost-based
prospective system in place, to pay for these services.

The Tax Equity and Fiscal Responsibility Act of 1982 provides
that HHS, in consultation with the Senate Committee on Finance
and the House Committee on Ways and Means, shall develop pro-
posals for legislation, which wouid provide that hospitals, SNF’s,
and, to the extent feasible, other providers be reimbursed prospec-
tively under medicare. The proposals were to be provided to these
committees by December 31, 1982,

Although the department provided a report to the Congress in
December 1982, concerning a proposed prospective payment meth-
odology for hospitals under medicare, we understand that a com-
palniondproposal for prospective payments to SNF’s is still being de-
veloped.

In view of the States’ broad experience in developing and using
prospective payment systems, we believe that their systems should
be seriously looked at in developing a Federal system.

The current Texas medicaid payment system for nursing homes,
which went into effect January 1, 1979, prospectively develops per
diem payment rates which are uniform statewide for each level or
class of nursing home care. All homes in the State receive payment
based on the same rates for each respective day of skilled—and the
two levels of intermediate—care provided.

The per diem rates are determined by using financial and statis-
tical information from annual cost reports submitted by about 900
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participating facilities. The costs are adjusted for various factors,
such as minimum occupancy rates and inflation. These adjusted
costs are then divided into four categories—patient care, dietary,
facility, and administrative cost. The patient care costs are further
subdivided into the three levels of care. The actual per diem rates
for each level of care are determined by selecting the 60th percen-
tile cost from the appropriate patient care cost array and the di-
etary, facility, and administrative cost arrays and summing them
up to arrive at the statewide base rate.

In our opinion, this ratesetting methodology makes it very diffi-
cult for individual homes or small groups of homes to manipulate
the system to receive higher medicaid payments by overstating or
inflating reported allowable costs. The insensitivity of the system
to unallowable costs is illustrated by the results of the State’s and
our own audits of Autumn Hills’ costs.

The State had audited the 1978 cost reports for the 17-facility
Autumn Hills’ chain, 13 of which had been included in the data
used to set the statewide rates for the period January 1 through
August 31, 1980. The State identified unallowable costs of about
$204,000, including $187,000 in unallowable administrative costs.
However, because the Autumn Hills’ homes were over the 90th
percentile on the data arrays, none of these unallowable costs af-
fected the State’s payment rates set at the 60th percentile.

Similarly, our audit of the 1980 central office costs, which were
included in the data to set the rates for the period beginning in
September 1981, identified about $250,000 in unallowable, question-
able, or undocumented costs, but, again, because Autumn Hills’
facilities were above the 80th percentile on the data arrays for ad-
ministrative costs, none of these questionable costs affected the
State’s payment rates.

The major area of concern I have with these relatively signifi-
cant amounts of questionable costs is that the money was apparent-
ly not being spent on patient care.

Another area of concern is that the Texas ratesetting methodolo-
gy is insensitive both to the costs associated with the needs of indi-
vidual patients within the three broad levels of care and to the
case mix of individual facilities. This could provide incentives to re-
strict access for those patients needing more expensive care.

In our view, a nursing home financial auditing system should be
designed to support the payment system a State elects to adopt. In
Texas, the ratesetting methodology minimizes the number of nurs-
ing home audits needed because the costs of the facilities around
the 60th percentile actually determine the rates. We see little bene-
fit in terms of reducing costs from auditing facilities near the
bottom or top of each array, because these facilities will have little
opportunity to affect the rates regardless of the allowability of
costs they report or the audit results. -

In our October 1982 report, we recommended that Texas concen-
trate its nursing home audit activities on the facilities grouped
around the 60th percentile levels of each data array since the costs
reported by those homes are likely to affect the accuracy of the
State’s per diem rates.

It appears that a prospective payment system can contribute to
restraining the increase in nursing home costs by providing an in-
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centive for facilities to operate within the preestablished payment
rates. On the other hand, this same incentive places an increased
obligation on the responsible Federal and State agencies to insure
that patients are receiving care that meets the appropriate stand-
ards for quality. One possible approach to achieving this objective
would be to adopt a system of financial penalties for facilities pro-
viding substandard care as determined through the existing quality
contr%l programs. Several States have adopted such a payment ap-
.proach.

In 1979, the Texas Health Department, which conducts nursing
home inspections, began a system of grading individual nursing
homes annually to identify and recognize those that were deemed
superior. Fifteen of the 17 Autumn Hills’ homes have received su-
perior ratings in at least 1 year over the period 1979 to 1981. Three
homes were rated superior all 3 years, but two have never received
a superior rating. One of the latter was the Texas City home that
we were asked to audit. This home, which was one of the higher
cost homes in the chain in the patient-care category, has had a his-
tox(‘iy of lack of compliance with medicaid health and safety stand-
ards.

The State withheld medicaid payments to the facility on four oc-
casions during 1978 and 1979 for serious health and safety deficien-
cies and the failure to correct them. In fact, the health department
had recommended that the facility be excluded from the medicaid
program in August 1979, but decided not to exclude it after the
home made a number of improvements. Among the problems was a
shortage of licensed nurses on duty to meet the various State and
Federal staffing standards. The shortages occurred in 52 percent of
the days tested by the State in 1978, and 14 percent of the days
tested in 1979. For 1980 and 1981, the State identified no shortages.
We examined nurses’ timecards for January, June, and October
1980, which were different periods than the State tested that year,
and identified 32 days where shortages occurred, principally in the
- ICF section.

Autumn Hills has strongly disputed our findings by pointing out
that in the aggregate, for the periods we reviewed, the facility had
more than enough licensed nursing personnel to meet the State’s
minimum staffing standards. However, we do not believe that the
aggregate number of nurses is the issue. We believe that the issue
is whether for each day, for each part of the facility, and for each
shift, the appropriate number of licensed nursing personnel were
on duty to meet the State’s minimum standards. '

In light of Autumn Hills’ comments, we have reexamined the
timecards from which the nurses were paid and concluded that our
findings are essentially accurate.

This concludes my statement. We will be pleased to answer any
questions the committee may have.

[The prepared statement of Mr. Zimmerman follows:]

PREPARED STATEMENT OF MICHAEL ZIMMERMAN

Mr. Chairman and members of the committee, we are pleased to be here today to
discuss certain features of the prospective payment systems developed by various
State medicaid programs to pay nursing homes, particularly the system developed
by the State of Texas and discussed in our October 14, 1982, report entitled “Audit
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%f Medicaid Costs Reported by Autumn Hills Convalescent Centers, Inc., Houston,
'exas.”

My testimony today will focus on four issues. First, in contrast to the Federal
medicaré program which continues to reimburse skilled nursing facilities (SNF’s)
retrospectively based on actual allowable incurred costs, about 36 States have adopt-
ed some form of prospective system, in which the payment rates for a particular
period are set in advance based on costs incurred during a prior period. Because, in
1982, Congress mandated that the Department of Health and Human Services devel-
op legislative proposals to provide for reimbursing SNF’s prospectively under medi-
care, and because medicaid is the dominant governmental payer for nursing home
care, we believe that these existing State systems should be seriously looked at
when developing the Federal medicare system.

Second, under the system developed in Texas, the per diem rates are determined
on a statewide basis and are extremely insensitive to the costs reported by individu-
al facilities. Thus, it is highly unlikely that a facility or small group of facilities can
manipulate the system to receive higher medicaid payments by overstating or inflat-
ing reported costs. This was illustrated by our audit of the Autumn Hills’ central
office costs in which we questioned about $250,220 (or about 18 percent) of $1.4 mil-
lion total costs reported there. None of the costs we considered unallowable or ques-
tionable had any impact on what the company and other nursing homes in the
State were paid under the State’s ratesetting methodology. On the other hand, this
methodology is not sensitive to the costs associated with the needs of individual pa-
tients.

Third, certain prospective payment systems, such as in Texas, can lessen some-
what the need for financial audits as compared with the retrospective systems,
which reimburse each facility based on its allowable incurred costs. Prospective sys-
tems do not eliminate the need for such audits, but the audits should be designed
and implemented to support the reimbursement methodology a State chooses to
employ.

Finally, and most important, prospective payment systems, such as in Texas, can
apparently succeed in restraining rising health care costs by providing an incentive
for nursing homes to operate within the overall rates. This same incentive also cre-
ates a greater need for the States to review and monitor the quality of patient care
being provided. Because direct patient care represents the largest component of
costs, it provides the greatest opportunity for cost reductions. Therefore, it is essen-
tial :;lha:;1 cost savings not be achieved by providing care that fails to meet program
standards.

EXTENT OF PROSPECTIVE PAYMENT SYSTEMS UNDER MEDICAID

For fiscal year 1981, medicare reimbursements to the 5,000 SNF’s participating in
that program were about $400 million. In contrast, medicaid payments to the 7,300
SNF’s participating in that program were about $4 billion, and another $7 billion in
payments were made to the several types of intermediate care facilities (ICF’s).
Thus, medicaid is clearly the predominant public payer of nursing home services.

As of late 1982, at least 36 States had some type of cost-based prospective system
in place to pay for these services. Attached as an appendix to my statement is a
summary analysis of the principal types of nursing home reimbursement systems
employed by 49 States and the District of Columbia.! It should be recognized, how-
ever, that under the broad classification of prospective payment systems, the rate-
setting methodologies used vary widely.

Section 101(c)3) of the Tax Equity and Fiscal Responsibility Act of 1982 (TEFRA)
provides that the Department of Health and Human Services, in consultation with
the Senate Committee on Finance and the House Committee on Ways and Means,
shall develop proposals for legislation which would provide that hospitals, SNF’s,
and to the extent feasible, other providers be reimbursed prospectively under medi-
care. The proposals were to be provided to these committees by December 31, 1982.

Although the Department provided a report to the Congress in December 1982,
concerning a proposed prospective payment methodology for hospitals under medi-
care, we understand that a companion proposal for prospective payments to SNF’s
is still being developed.

In view of the States’ broad experience in developing and using prospective pay-
ment systems we believe that their systems should be seriously looked at in develop-
ing a Federal system.

1 Arizona not included.
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In this regard, section 249(b) of the Social Security Amendments of 1972 author-
i the Department to use the SNF medicaid rates in any State as the basis for
making medicare payments to such facilities, with appropriate increases for the
items or services covered by medicare but not included in the State rates. One pur-
pose of this provision was to enable medicare to move toward prospective payment
for nursing home services to lessen the substantial auditing and cost-reporting ex-
penses associated with medicare’s retrospective system. However, medicare has
never used this authority as a basis for paying nursing homes.

THE TEXAS NURSING HOME SYSTEM AND RATESETTING METHODOLOGY

The current Texas medicaid payment system for nursing homes, which went into
effect January 1, 1979, prospectively develops per diem payment rates which are
uniform statewide for each level or class of nursing home care. All homes in the
State receive payment based on the same rates for each respective day of skilled
and the two levels of intermediate care provided.

The per diem rates are determined using financial and statistical information
from annual cost reports submitted by about 900 participating facilities. The costs
are then adjusted for various factors, such as minimum occupancy rates and infla-
tion. These adjusted costs are then divided into four categories—patient care, di-
etary, facility, and administrative cost—and ihe patient care costs are further subdi-
vided into the three levels of care. The actual per diem rates for each level of care
are determined by selecting the 60th percentile cost from the appropriate patient
care cost array and the dietary, facility, and administrative cost arrays and sum-
ming them to arrive at the statewide base rate.

In our opinion, this ratesetting methodology makes it very difficult for individual
- homes or small groups of homes to manipulate the system to receive higher medic-

*aid payments by overstating or inflating reported allowable costs. For example, even
if the home at the 60th percentile included unallowable or inflated costs, the net
effect on the rate would depend on the adjusted cost of the facility immediately
below it on the data array—which, when rounded to the nearest penny, would likely
be the same. The insensitivity of the system to unallowable costs reported by indi-
}'-Iit}lllal facilities is illustrated ﬁy the results of the State’s and our audits of Autumn

ills’ costs. .

The State had audited the 1978 cost reports for the 17-facility AutumirHils’
chain, 18 of which had been included in the data used to set the statewide rates for
the period January 1 through August 31, 1980. The State identified unallowable
costs of about $204,000, including $187,000 in unallowable administrative costs; how-
ever, because the Autumn Hills' homes were over the 90th percentile on the data
arrays, none of these unallowable costs affected the State’s payment rates set at the
60th percentile. Similarly our audit of the 1980 central office costs, which were in-
cluded in the data to set the rates for the period beginning in September 1981, iden-
tified about $250,000 in unallowable, questionable, or undocumented costs, but
again, because Autumn Hills’ facilities were above the 80th or 90th percentiles on
the data arrays for administrative costs, none of these questionable costs affected
the State’s payment rates.

The major area of concern associated with these relatively significant amounts of
unallowable or questionable costs is that the money was apparently not being spent
on patient care.

Another area of concern, of course, is that the Texas ratesetting methodology is
insensitive both to the costs associated with the needs of individual patients within
the three broad levels of care and to the case mix of individual facilities. This could
provide incentives to restrict access for those patients needing more expensive care.

FINANCIAL AUDITS SHOULD BE DESIGNED TO SUPPORT THE STATES’ RATESETTING
METHODOLOGY

As indicated the States have adopted a wide range of reimbursement or payment
systems to pay for nursing home care. In our view, a nursing home financial audit-
ing system should be designed to support the payment system a State elects to
adopt. In Texas, the ratesetting methodology minimizes the number of nursing
home audits needed because the costs of only a relatively few facilities around the
60th percentile actually determine the rates. We see little benefit, in terms of reduc.
ing costs, from auditing facilities near the bottom or top of each array because these
facilities will have little opportunity to affect the rates regardless of the allowability
of costs they report or the audit results.

In the past, the State has not taken advantage of this situation in developing its
audit plans. This resulted in part from the Federal medicaid regulations, effective in

—
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January 1978, which required the State to audit all participating nursing homes by
the end of calendar year 1980 and 15 percent each year thereafter. The Omnibus
Budget Reconciliation Act of 1981 modified these financial auditing requirements to
give the States more flexibility. In our view, in these times of scarce Federal and
State dollars, it is even more important that the costs of administering and auditing
th(lase programs be focused on areas that can produce the most cost-beneficial re-
sults.

In our October 1982 report, we recommended that this could be accomplished
under the Texas nursing home program if the State were to concentrate its nursing
home audit activities on the facilities grouped around the 60th percentile levels of
each data array since the costs reported by this group of homes are more likely to
affect the accuracy of the State’s per diem rates.

NEED TO MAINTAIN APPROPRIATE STANDARDS OF QUALITY

Since the current prospective payment system in Texas was put into effect in Jan-
uary 1979, the per diem rates have increased by an average of about 6 percent a
year. By way of contrast, in Massachusetts, which employs primarily a retrospective
reimbursement system, the rate of increase has been about 10 percent a year since
1979. Thus, it appears that a prospective payment system can contribute to restrain-
ing the increase in nursing home costs by providing an incentive for operators to
minimize their costs so as to operate within the preestablished payment rates. On
the other hand, this same incentive places an increased obligation on the responsi-
ble Federal and State agencies to insure themselves that patients are receiving care
that meets the applicable standards for quality. One possible approach to achieving
this objective would be to adopt a system of financial penalties for facilities provid-
ing substandard care as determined through appropriate quality control programs
such as periodic inspections and utilization control mechanisms which are required
under existing law. Several States have adopted such a payment approach.

QUALITY OF CARE PROBLEMS ASSOCIATED WITH THE TEXAS CITY HOME

The Autumn Hills’ chain operated 17 nursing homes in 13 cities located principal-
ly in southeast and central Texas. .

In 1979, the State health department, which conducts the nursing home inspec-
tions, began a system of grading individual SNF and ICF sections of nursing homes
annually to identify and recognize those that were deemed superior. Fifteen of the
Autumn Hills’ homes have received superior ratings in at least 1 year over the
period 1979 to 1981. Three homes were rated superior all 3 years, but two have
never received a superior rating. One of the latter was the Texas City home that we
were asked to audit because of allegations of poor patient care. This home consisted
of two distinct parts—one for each of two levels of care consisting of 60 SNF beds in
one wing and 60 ICF beds in another.

The Texas City home, which was one of the higher cost homes in the chain in the
patient care category, has had a history of lack of compliance with medicaid health
and safety standards.

The State withheld medicaid payments to the facility on four occasions during
1978 and 1979 for serious health and safety deficiencies and the failure to correct
them. In fact, the health department had recommended that the facility be excluded
from the medicaid program in August 1979, but decided not to exclude it after the
home made a number of improvements. Among the problems was a shortage of li-
censed nurses on duty to meet the various State and Federal staffing standards. The
shortages occurred in 52 percent of the days tested by the State in 1978, and 14 per-
cent of the days tested in 1979. For 1980 and 1981, the State identified no shortages.
We examined timecards for January, June, and October 1980—which were different
periods than the State tested that year—and identified 32 days where shortages oc-
curred, principally in the ICF section.

Autumn Hills has strongly disputed our findings in this regard by pointing out
that in the aggregate, for the periods we reviewed, the facility has more than
enough licensed nursing personnel to meet the State’s minimum staffing standards.
However, we do not believe that the aggregate number of nurses is the issue. We
believe that the issue is whether for each day, for each distinct part (SNF and ICF),
and for each shift, the facility had the appropriate licensed nursing personnel on
duty to meet the State’s miminum standards.

In light of Autumn Hills’ comments, we have reexamined these timecards, which
were the basis on which the nurses were paid, and concluded that our findings were
essentially accurate.
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This concludes my formal statement, and we would be pleased to respond to any
questions the committee may have.

Appendix I

NUMBER OF STATES USING VARIOUS TYPES OF REIMBURSEMENT SYSTEMS UNDER THEIR MEDICAID
NURSING PROGRAMS AS OF LATE DECEMBER 1982

Types of facilities
Types of reimbursement system . . ntemediate care
Sk"fligm'ld"ff e lntergg{ﬁit:s care facilities for mentally
- Tetarded
Prospective 3 2 %
Retrospective . 1 1 -
Combination? 9 2 ’
Negotiated 3 3 ;

! Some categories of costs are paid for on a prospective basis and others are reimbursed on a retrospective basis. o
2 Although cost-based. the rates are not hawed oo 2 spacific formuls & melldology, bil are negoiiated with ihe ingustry.

Source: State plans on file at Health Care Financing Administration.

Appendix II

PrincipAL TyPes oF REIMBURSEMENT Systems USEp BY THE STaTES UNDER THEIR
Mepicaip NursiNG HOME PROGRAMS AS OF LATE DECEMBER 1982

Prospective —Alabama, Arkansas, California, Colorado, Connecticut, Delaware,
District of Columbia, Florida, Georgia, Illinois, Indiana, Kansas, Kentucky, Louisi-
ana, Michigan, Minnesota, Mississippi, Missouri, Nebraska, New Jersey, New York,
North Carolina, North Dakota, Rhode Island, South Carolina, Texas, Virginia,
Washington, West Virginia, Wisconsin, and Wyoming.

Retrospective.—Alaska, Hawaii, Idaho, Towa, Maine, Maryland, Massachusetts,
Montana, New Hampshire, New Mexico, Oregon, Pennsylvania, Tennessee, and Ver-
mont.

Combination.—Nevada and Ohio.

Negotiated. —Oklahoma, South Dakota, and Utah.

Note.—Based on method of paying skilled nursing facilities.

Chairman HEiNz. Mr. Zimmerman, thank you very much. First,
a point of clarification. On page 11 of your statement, you note
that in 1980-81 the State identified no shortages of licensed nurses
on duty; you identified the timecards yourselves, you examined the
timecards yourselves for 3 months to spot check in 1980, and found
32 out of 90 days, one-third, where there were shortages.

How could the State find that there were no shortages?

Mr. ZiMmMERMAN. Well, let me say this: We examined a different
period, and so there was no overlap in period. But I might ask Mr.
Iffert to elaborate on the basis that he sees for the difference.

Mr. IrrerT. Well, one possible difference—I really don’t know—
could be that historically the State shows up for its annual inspec-
tions the same time every year, 1978, 1979, 1980.

Chairman HEINz. Like the swallows returning to Capistrano.

Mr. IrFerT. Well, I don’t know if they are swallows. They return
to Capistrano at the same time.

Chairman HEeINz. And everybody down there waiting for them.

Mr. IFFERT. Yes.

Chairman HEeiNz. I'm told that one of the reasons the State
didn’t know about this is they abolished the form on which it had
been reported in previous years, is that true?
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Mr. IrFerT. We have a number of those forms in our workpapers,
and we were focusing on 1980, so I really can’t confirm that. I
think Mr. Marks is referring to the X-15.

Chairman Heinz. Maybe you could just check into that, because I
understand that one of the reasons it didn’t show up is that they
stopped the reporting system that caused it to show up.

Mr. IrrerT. Well, maybe I can clarify that a little bit. As for ver-
ification, the State did not rely on the forms; when they make their
annual survey, they look at staffing for a 3-week period, they use
essentially the same methodology that we did, which is the time-
cards that were used in the payroll system. And then you can tie
that in with timeclocks as to who was actually where at the time.

[Subsequent to the hearing, Mr. Iffert submitted the following
information:]

The form referred to is the quarterly staffing report—State form X-15 (formerly
form 615), which the nursing homes are required to submit to the Texas Depart-
ment of Health setting forth from payroll records the names and types of personnel
on each tour of duty during at least 1 week each calendar quarter. The week is to be
selected by the department of health. This procedure was effective April 1, 1979,

and replaced the requirement that nursing homes make monthly submissions of the
X-15. This change was in accordance with Federal regulations (42 CFR 431.610(g)).

Chairman Heinz. Now, Mr. Zimmerman, you have questioned
the appropriateness of $250,000 of Autumn Hills’ expenditures.
That was about 18 percent of total expenditures during that partic-
ular period of time, a very significant amount of money proportion-
ate to that which was expended.

What was the nature of the kind of costs disallowed, were they
travel, personal—what were they?

Mr. ZIMMERMAN. Well, as you may also recall, the State in 1978,
questioned about $200,000 in costs. What I can do is give you a col-
lective rundown of what we questioned and the State questioned
for both periods of time. And starting with personal travel, we and
the State questioned about $15,000 of personal travel, primarily of
the primary owner of the facility, which included trips to New
York, Vancouver, and Manila in the Philippines.

In addition, we and the State questioned about $43,000 of ex-
penses, including interest on personal loans and purchases, and
purchases of bank stock. We also questioned about $30,000 of other
nonnursing home business expenses, which included about $13,000
of employee salaries for time spent on other business-related mat-
ters.

We also questioned about $85,000 or $86,000 of employee meal,
. party, and gift expenses, including about $5,000, or $4,500, in liquor
expenses, about $2,700 in expenses for flowers, and about $60,000
_ worth of expenses in the way of gifts and meals for officers and em-
ployees of the company.

Chairman Heinz. Now, what is happening here is that these are
being considered legitimate costs of running a nursing home.

Mr. ZiMmMERMAN. They were considered by the nursing home as
its cost. The State questioned a number of the costs, and they
were——

Chairman HeiNz. That amounts to $250,000 being spent on travel
to the Philippines, on parties for the personnel, at the same time
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as you have documented and the State has documented, I should
- say, shortages of nursing personnel, is that correct?

Mr. ZIMMERMAN. Yes.

Chairman Heinz. Now, the GAO has endorsed moving to pro-
spective reimbursement. I think we all, as realists, know that no
matter how good a system we devise, there are always going to be
those who will find ingenious methods of abusing it.

But, on the other hand, that doesn’t remove from us the respon-
sibility of designing the very best possible system we can. ,
What do you suggest that we do about the fraud and abuse, as
you have seen it, from this and other audits under prospective pay-
ment? What should we pay most attention to? I note in your testi-
mony on page 7 you said that the Texas ratesetting methodology is
insensitive—insensitive is your word—both to the costs associated
with the needs of individual patients within the three broad levels

of care, and to the mix of individual facilities.

So maybe you can particularly address those two problems.

Mr. ZimMerRMAN. Why don’t I have Mr. Iffert respond to that
question, based on his broad knowledge of medicaid reimbursement
issues.

Mr. IrrErT. Well, when we told you there were some 36 States
roughly that had some sort of prospective reimbursement system
for nursing homes, that is correct. But those can be divided into, I
guess what we call two broad classes. One class would be, consist-
ing of about 15 or 16 States, are like Texas, where it’s a class-rated
system where you put a large quantity of numbers into a computer
and, depending on what methodology is applied, a rate emerges
which will be used for that class of care all over the State or an
area.

The other type of system is what we call the New York type of
system, which a number of other States have used, where it is fa-
cility-rated; in other words, what a facility reports in its costs for a
prior year is then used, adjusted and used, to pay that particular
facility for the following year.

Traditionally, nursing home operators have gotten themselves
into difficulty under medicaid by filing false cost reports, claimed
reimbursement for payments or expenses not incurred. This was
particularly a problem in New York, where, in fact, most of the
convictions for nursing home fraud have occurred. -

So this really suggests to us that, depending on the type of rate-
setting methodology being used, whether you use a facility-rated or
a class-rated, your problems with dealing with fraud and the ap-
proaches needed to control fraud and abuse may be different.

In a facility-based system, the traditional incentives are still
there to overstate or inflate the reported costs, whereas in the
class-rated system, the incentives are entirely different, because an
individual home or group of homes from a practical standpoint
really cannot impact on the rates that are paid, particularly when
you have a broad data base like in Texas, with 3,600 or so numbers
in various data arrays. We think that in this type of system, a dif-
ferent approach and different controls are probably needed which
would focus on the service end of the process, to insure that the
program is getting the quality of the services that is being paid for.
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Chairman HEiNz. So, in sum, what you are saying is there is
going to have to be some kind of a system that insures that the
services that would normally be associated with the diagnosis or
prescription of care for the particular class of patients is, in fact,
delivered, is that in sum what you are telling us?

Mr. IrreRrT. Yes; I guess in sum what I am saying is that in some
of these class-rated systems, there is really no practical way they
can get you going through the front door, so I think you have got
to lock the back.

Chairman Heinz. Well, what we have heard—I am going to yield
to Senator Wilson here in just a few seconds—in sum is this: A
quarter of a million dollars in costs disallowed. As I understand it,
none of it was ever recovered—is that right?

Mr. IFrFerT. None of it ever impacted on the rates that were de-
termined.

Chairman HEeiNz. The rate was never adjusted.

Mr. IFFerT. No; it shouldn’t have been.

Chairman HEeiNz. A quarter of a million dollars went for such
things as meals for staff at the same time; as Mr. Marks has identi-
fied, nutritional intake of patients was being cut back, as the in-
dictments are alleging, that people are dying for, among other
things, due to starvation—these costs are being passed on, being
charged off, for trips and meals of nursing home staff, not nursing
home residents; and that, second, while all of this is going on, this
particular nursing home, according to Mr. Marks at any rate, is
making a 100-percent return on equity, which means the investors
have gotten their entire investment back in 1 year.

You are saying, on top of it, we are going to have to find some
new ways of making sure that services, not just the basic services,
like making sure that people get enough to eat, but that health
care services and nursing services, which are supposed to be there,
in fact are there, and it is not going to be all that easy because the
State of Texas has found that they were there and you found that
they probably weren’t.

Do you have any additional advice, Mr. Zimmerman?

Mr. ZimMERMAN. No; I don’t, not with regard to what you said. I
do believe, however, that your opening remarks concerning the fact
that prospective reimbursement does make new challenges for us
in the quality area—and I think that is definitely so—and I think
it opens up new doors and new horizons for us, and new endeavors
to make sure that the patients are receiving quality care.

Chairman Heinz. Thank you very much. Senator Wilson.
~ Senator WiLsoN. Thank you, Mr. Chairman. Mr. Zimmerman,
perhaps you can elaborate for me. As I have indicated, I am new to
- the work of the committee. It’s not quite clear to me why it should
make a difference in terms of inspection and steps to assure ade-
quate quality of care whether the payment system is prospective or
one of reimbursement.

Looking at your statement on page 9, at the middle of the page,
you said: “On the other hand, this same incentive”’—the incentive
for cost-reduction given by the prospective payment system—
“places an increased obligation on the responsible Federal and
State agencies to insure themselves that patients are receiving care
that meets the applicable standards for quality. One possible ap-
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proach,” you go on to say, “would be to adopt a system of financial
penalties for facilities providing substandard care * * *.”

First, maybe you can clear up for me why there is a difference,
why you think that the prospective payment system creates an in-
creased obligation, and, second, just specifically how this approach
of financial penalties would work. I would think whichever system
you employed, you need a system of inspection that allows you to
assess a definite penalty, a financial penalty or a licensing penalty.

Mr. ZimmErRMAN. Well, with regard to the first question, Senator,
under the retrospective system, providers are usually paid for the
costs that they incur, so there is an incentive to incur health care
costs with the understanding that you are probably going to be re-
imbursed for them. Under a prospective system of reimbursement,
a limit is established usually, and the incentive shifts. If the limit
is, say, $25 a day for health care, for nursing home care, and the
provider’s costs are exceeding that, there would he a tendency to
lower his costs or get his costs below the limit that has been estab.
lished. In essence, the incentive shifts from providers wanting to
provide as much care as they can to maximize their income to a
situation where providers may be reluctant to provide care simply
because they are going above the limit that they are going to re-
ceive in the way of payment.

Concerning the second question, which I believe addressed the
issue of some type of penalties for facilities that provide substan-
dard care, as it was pointed out in Mr. Marks’ testimony, there
were periods of time when the Texas City home received the same
reimbursement for care as a hypothetical home would have re.
ceived, even though there were indications that it was not provid-
ing quality care as set forth by the State.

What we have in mind here is similar to mechanisms that have
been adopted by a few States that in essence assesses a penalty
when the care falls below the level, or the standard, that the State
has established, with the idea being that payments should not con-
tinue as if the level of care was being received, when in fact it was
not. .

- Senator WiLsoN. No one can argue with that. My point is simply
I would think, regardless whether it is retrospective or prospective,
you need a sufficient system of inspection to reveal the quality of
care, and then you need penalties.

But I would think that, just as is alleged in this instance, that
there was a falsifying of the services and reimbursement for serv-
ices not actually rendered, that that can be true really in either
situation.

Mr. ZimmerMAN. That is correct. The only point I was trying to
make in my statement is that there are new incentives in the game
now when you go from a retrospective system to a prospective
system from the standpoint that the incentives now are to spend
less rather than to spend more, and to the extent that spending
* moneys to provide care enhances the quality of care, then there is
the possibility that quality care may not be received or be received
in a less-than-desirable amount.

Senator WiLson. Well, given that concern—and I understand it—

* do you think that there is really a difference, though, in terms of

what your costs will be for an adequate system of inspection? What
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you are saying is that there is a temptation on the part of the pro-
;ider to skimp because he won't be fully reimbursed, or may not
e.

Mr. ZimMERMAN. That’s correct.

Senator WiLsoN. That because of that temptation there may be
need for greater efforts to keep him honest.

Mr. ZIMMERMAN. Greater efforts to keep him honest and greater
efforts to make sure that the beneficiaries are receiving the appro-
priate level of care.

Senator WiLsoN. The thing I am having difficulty with is it
would seem to me that regardless of which system you used, you
have got to have a system that gives you the assurance that people
are receiving quality care and that there is not, in that connection,
fraud being committed by people being paid as providers for serv-
ices they are not rendering, and I wouldn’t think that the mecha-
nism would be different, regardless of whether it is prospective or
retrospective reimbursement. .

Mr. ZIMMERMAN. Whatever mechanism that would be used to
assess quality would obviously have to look at what kind of care
the patient is receiving and equate that to what the standards re-
quire.

So in that sense of the word there probably wouldn’t be a differ-
ence.

I think all we are trying to highlight in the statement here is
that, again with the increased emphasis on prospective reimburse-
ment and the inclination I believe that would take place for provid-
ers to try to keep their costs below the payment rate, there may be
a tendency on the part of those providers to skimp on the patient
care, which is usually the biggest part of nursing home costs.

Senator WiLsoN. GAO is recommending the prospective system,
did I understand that?

Mr. ZimMerRMAN. Well, we are in support of the concept of pro-
spective reimbursement, not just in nursing homes but across the
whole industry.

Senator WiLsoN. To all providers:

Mr. ZIMMERMAN. Basically.

Senator WiLsoN. So what you are saying is, while you think
that’s a good idea, it may involve some heavier burden and some
increased cost of inspection.

Mr. ZimMeERMAN. That’s correct.

Senator WiLsoN. Is there any way that you can quantify that?

Mr. ZiMMERMAN. I can’t, but maybe Mr. Iffert has some insight
into that.

Mr. IrrFerT. Well, I think it would help to understand that the
inspections we are talking about, the annual surveys that the
States make of facilities, really don’t measure quality of care as
you and I would talk about it and Mr. Marks was talking about it.
It measures the ability of the facility to deliver quality care. It fo-
cuses on things like fire safety, the number of nurses there. It is
facility specific; it is really not patient specific.

Now, there is another mechanism in the medicaid program re-
quired by 1903(g), which requires each State to have what they call
a utilization control program, where each of the nursing home pa-
tients is examined annually by professionals, either employed by
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the State or under contract to the State through medical societies,
or PSRO’s, or whatever. And that really is your quality control
mechanism which is patient oriented, seeing that the patients, the
ones that are still there, were being provided care consistent with
the plan of care as required for each patient upon admission.

Quite frankly, we did not examine those reports in connection
with our review of Texas, so I can’t really respond as to what went
wrong. But I am pointing out that there is a mechanism in the
Federal statute which is patient oriented. And maybe that needs to
be beefed up a little bit.

Senator WiLsoN. Do the States, in your experience, go beyond
what is required in the Federal regulations with respect to either
facility or patient standards?

Mr. IrrerT. Well, on the survey, the procedures are highly stand-
ardized, because—the standards for SNF’s are the same with re-
spect to medicare and medicaid—so the survey requirements are
highly standardized.

On the utilization control mechanism that I was talking about,
there is more flexibility for the States as to how they do it. If they
don’t do it at every home, then there are more or less financial
penalties that the Federal Government imposes on the State for
failure to comply with that provision. :

Senator WiLsoN. What I am really driving at, in line with the
desire to see an improved system of monitoring, I am wondering
whether or not there is a uniformity, as between the States, in
terms of the procedures that they employ?

Mr. IFFerT. On the federally mandated inspections, I would say
“Yes.” On the inspection function, I would say “Yes.”

Senator WiLsoN. How about the overall question of determining
quality of care?

Mr. IrrERT. Then I would have to say simply, “No.”

Senator WiLsoN. Have you addressed that with any specific rec-
ommendations for change?

Mr. IrrERT. I think the best way to answer that is in the past we
have compared the findings, in ICF’s, that a survey inspector come
up with the findings that the team that was involved in evaluating
the needs of individual patients came up with that second part of
the system, and there were wide discrepancies in the findings of
both, so there were definitely an incompatibility there, and we
made some recommendations that were aimed at trying to elimi-
nate that incompatibility. I don’t know how successful we were.

Senator WiLsoN. Thank you.

Chairman HEeinz. Thank you. Senator Melcher.

__Senator MELcHER. Is it fair to say, Mr. Zimmerman, that the

General Accounting Office recommendation for prospective pay-
ment is made out of a combination of improving the mechanics of
payment and also to bring about circumstances where costs are
held down?

Mr. ZimmeRMAN. I think, generally speaking, it has been suggest-
ed that the prospective payment systems do accomplish both.

Senator MELCHER. Well, it’s been suggested, but the General Ac-
counting Office recommendation to the Congress is to make sure
that that is implemented, is in fact good, that you feel confident to
recommend it to Congress without just saying there is merit to it;
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you say, yes, we find enough merit in it to recommend to the Con-
gress to make sure that it is done that way.

Mr. ZiMmMERMAN. I am not sure that we made a recommendation
and based it on the specific points you have raised. However, let
me again refer the matter to Mr. Iffert and maybe he can recall
the basis for the position we took on prospective reimbursement.

Mr. IrFerT. Well, I think it was essentially supporting the idea of
moving away from the retrospective system that has been blamed,
I guess, for most of the ills in the health care business in terms of
rising costs, and moving to some sort of prospective system which
would attain the incentives of holding down costs.

But we have never come up with a specific formula or a specific

-+ methodology for doing that.

Senator MELCHER. You are not at that point.

Mr. IFFERT. No, sir.

Senator MELCHER. I want to pursue that a little bit. Have you
reached the conclusion that there should he a national standard
price established for each diagnostic-related group?

Mr. ZiMMERMAN. I would say that we have not. As Mr. Iffert in-
dicated to you, we have not taken-a position on a proposal for pro-
spective reimbursement.

Senator MELCHER. Because your work is incomplete?

Mr. ZiMMERMAN. Well, to be perfectly frank with you, we are
really waiting for the administration to come forward with its pro-
posal before we will comment on it. I understand they have submit-
ted a report; we are waiting for the actual proposal. At that point
in time I am quite sure the Office will offer comments on what we
think about it.

Senator MELcHER. Well, maybe we should have been ahead of
that and asked the General Accounting Office to make such an
evaluation without having to wait on the administration. But, be
that as it may, as I understand it, there will be a certain number of
diagnostic-related groups and a prospective payment will be made
based on a national payment. That has a certain amount of attrac-
tion to me, and I would like to be advised as quickly as possible
how the General Accounting Office finds the specific proposals.

Mr. ZiMMERMAN. Senator, we would be more than glad to convey
t}ilat information to you after we get a chance to look at the propos-
a

Senator MELCHER. All right, thank you very much. Thank you,
Mr. Chairman.

Chairman HEINz. Mr. Zimmerman, thank you very much We ap-
preciate your very helpful testimony.

{Subsequent to the hearing, Mr. Zimmerman submitted the fol-
lowing material related to prospective reimbursement:]
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UNITED STATCZS GENERAL ACCOUNTING OFFICE
WASHINGTON, D.C. 20548

HUMAN RESOURCES
DIVISION

B-207300

MAY 10, 1982
The Honorable Bob Packwood
United States Senate

Dear Senator Packwood:

Subject: 1Information on Prospective Reimbursement
Systems (GAO/HRD~82-73) i ’

¥our January. 6, 1982, letter posed three questions relative
to the use of a prospective reimbursement system under Medicare.
Specifically: What savings could be achieved? Which Government
procurement policies would be appropriate under such a system?
And how do various procurement policies handle payments for pro-
fit and property-related costs? Briefly stated, our responses
to these questions are:

-=-Prospective reimbursement is more a concept than a system.
A particular set of rules to pay providers prospectively
could be designed to achieve almost -any level of program
savings desired. Of course, there is a point when a re-
duction in reimbursement could adversely affect access
to care and/or quality of care. Also, if the prospective
reimbursement does not apply to all payers, a facility
can have an incentive to shift costs to non-covered
payers.

--Currently, Medicare reimbursements are based on princi~
ples very similar to those used by the Government to
negotiate the purchase of other goods and services.
Medicare would need to continie using these.or similar
principles under a prospective reimbursement system
if such a system were to have any assurance that reason-
able payments are made.

-

——In general, Government procurement policies recognize
property-related costs as part of the cost of doing
business and recognize it through depreciation pay-
ments. Whether or not profit is specifically addressed
normally depends on the type of contract., Firm fixed
price contracts resulting from advertised procurement
actions normally would not specifically address profits
while negotiated cost-plus-a-fixed-fee contracts would.

(106227)

19-314 0—83—14
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Our detailed responses to your questions follow. Our anal-
ysis was based primarily on a review of existing Department of
Health and Human Services (HHS) and GAO studies, Government con-
tract procurement policies, and Medicare reimbursement regula-
tions and guidelines. Because Medicaid is the primary payer of
nursing homes, we used State reimbursement systems as examples
in the report. Also, we held discussions with officials of the
administering agency within HHS--the Health Care Pinancing
Administration (BCFA). As instructed by your office, our re-
sponse is limited to reimbursement for hospitals and nursing
homes. Our work was performed in accordance with the Comptroller
General's current standards for audit of governmental organiza-
tions, programs, activities, and functions.

HOW MUCH CAN A PROSPECTIVE
REIMBURSEMENT SYSTEM SAVE?

Medicare currently pays most hospitals and nursing homes
on a retrospective cost basis; that is, at the end of a period
(usually a year) a facility's actual reasonable and allowable
costs of providing care to Medicare patients are determined and
payments made during the year are adjusted to equal that amount.
Under a prospective reimbursement system, ‘Medicare would deter-
mine before the services are provided the amount or rate it
would pay a facility to provide care.

Under prospective reimbursement systems, facilities normally
retain as profit all or part of payments received which exceed
costs and normally suffer a loss if costs exceed payments. 1In
theory, a prospective system provides incentives to facilities
to be efficient because (1) they know in advance how much they
will be paid and that they will suffer a loss if costs are higher
and (2) they can make a profit if their costs are below the
amount of payments they will receive. Medicare has participated
in several localities' prospective reimbursement systems on an
experimental basis. The results of these experiments continue
to be evaluated. '

A prospective system can be designed to achieve almost any
level of program savings desired by selecting the appropriate
set of rules. However, there is a point when a reduction in reim-
bursement could adversely affect access to and/or quality of care
for beneficiaries. Also, if the prospective reimbursement does
not apply to all payers, a facility can have an incentive to shift
costs to non-covered payers.

A number of States have established prospective reimburse-
ment systems for hospitals. 1In establishing these systems, the
specific techniques used vary but can be classified broadly as
budget-review, formula, and negotiation.

EA
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--Under the budget-review approach, the reviewing agency
evaluates the projected annual budget and rate schedules
of each hospital and sets or approves the budget and rates
using the criteria established by the reviewing agency.

--The formula method uses a formula or group of formulas to
determine the appropriate reimbursement rate for a facility.
Formulas include those using averages, indices, or projec-
tions of established cost trends. New prospective rates
or rate changes are usually computed annually and may be
derived by adding a standard percentage to an institution's
base rate or by relating the rates to pne or more indices
that reflect various rates of cost increase in the general
economy.

- ==The negotiation method usually begins with a budget~-review
or a formula-derived rate, followed by negotiations between
the hospital and the ratesetting authority.

Hany States pay nursing homes a fixed per diem rate estab-
lished on a prospective basis for the care of Medicaid patients.
States use various techniques, some of which are very complex, to
develop the rates of payment. Some States have established uniform
rates by type of facility or level of care while others have estab-
lished rates on the basis of additional characteristics, such as
nursing home size and location. Examples of the techniques used
are as follows:

-=In Texas, the rates by type of facility (SNF--skilled nurs-
ing facility, ICF--intermediate care facility) are developed
based on the allowable costs for patient care, dietary, fa-
cility, and administration. The State arrays the patient
care costs by type of facility and sets the costs of the fa-
cility at the 60th percentile as the patient care subrate.
Using the same procedure, separate subrates applicable to all
types of facilities are developed for dietary, facility, and
administrative costs. The sum of the four subrates becomes
the statewide rate for each type of facility.

--California establishes rates for SNFs based on the 50th
percentile of the costs of facilities arrayed by several
bed size groups and regions within the State. ICFs receive
80.5 percent of the SNF rate for the applicable bed size
group. Special amounts are added to the rates for facili-
ties providing special services to the mentally disordered
and separate rates are established for the developmentally
disabled.
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--In Minnesota, prospective payment is based on each fa-
cility's cost experience plus its projected cost increases.
The maximum amount payable is limited to 125 percent of
the average costs of facilities providing the same level
of care, with the same type of ownersth, and within the
same region of the State.

Setting a rate in advance (prospective reimbursement) theore-
tically provides a health care provider the incentives to better
plan and manage because it knows the amount it will receive and
that it will suffer a loss if it exceeds that amount. Conversely,
under a retrospective system, planning and management is said to
be less important because final payment reflects the actual costs
incurred with little consideration of whether the costs were in-
curred economically or efficiently. However, Medicare's present
retrospective system does contain some features which should
provide an incentive to be efficient.

Section 223 of the Social Secﬁrity Amendments of 1972 au-
thorizes the Secretary of HHS to prospectively establish limits

“* * * on the direct or indirect overall incurred
costs or incurred costs of specific items or
services or groups of items or services to be
recognized as reasonable based on estimates of
the costs necessary in the efficient delivery

of needed health services to individuals covered
by the insurance programs established under this
title."

Using this authority, the Secretary has established prospective
maximum amounts Medicare will pay for hospital per diem costs,
home health visits, and skilled nursing home care.

Regarding the certainty of payment amount issue, retrospec-
tive adjustments to rates established under a prospective reim=-
bursement system have taken place. For example,  in Maryland and
wWashington, periodic adjustments are made if projected hospital
revenues and expenses substantially increase or decrease beyond
what was projected. Also, in New York State, where a ptospective
ratesetting system has been implemented for a private insurer
and Medicaid:

"the typical hospital experienced approximately
seven rate changes in 1974, six rate changes in
1975, and five rate changes in 1978 for its
inpatient care activities. Thus, it appears
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that the implied benefits of prospective reim-
bursement were eroded by the frequency of the
rate changes.” 1/

Several studies have been made of prospective reimbursement
systems and all have discussed differences in how these systems
are implemented. In August 1980, HCFA's Office of Research,
Demonstrations, and Statistics published a report entitled "The
National HBospital Rate~Setting Study: A Comparative Review of
Nine Prospective Rate-Setting Programs.” The report pointed
out that prospective reimbursement systems can and do vary
greatly from State to State. Also, the report stated that:

"Rising Medicaid budgets and insurance premiums
were the two primary reasons for adoption.
Secondary objectives for adoption were to reduce
payer cross-subsidization and to demonstrate a
viable, decentralized, nonfederal approach to
hospital regulation,

“The greater the perceived financial crisis in
Medicaid budgets and insurance premiums, the
greater the authority vested in the rate-
setting body. o

®The political orientation of states toward
government regulation influenced the type of
program adopted: the more laissez-faire,
antirequlation the state, the more decen-
tralized and voluntary the approach."®

In a September 1980 report to the Congress, we made a com
parison of States using retrospective reimbursement systems with
those States using various types of prospective systems. The.
report is entitled “Rising Hospital Costs Can Be Restrained by
Regulating Payments and Improving Management® (ERD-80-72,

Sept. 19, 1980). For the years 1975-77, the average expenditures
per case for all community hospitals increased 14.9 percent
annually; for States having retrospective systems, the annual
rate of increase was 17.9 percent, and for States using a pros-
pective system, the expenditures increased on the average 13.9
percent per year.

1/Ruchlin, Hirsch S, and Rosen, Harry M. “The Process of Hospital
Rate Regulation: The New York Experience," Inquiry, Vol. 18,
No. 1, Spring 1981.
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We concluded that while the hospital expenses per case
continued to grow in all States in recent years, the rate of
increase had generally been lower in States with prospective
ratesetting programs. This lower growth rate suggested that
the ratesetting programs had successfully diminished the cost
escalation spiral. In some States, the rates of increase in
hospital costs had dropped dramatically. This was especially
true for States with mandatory-regulatory-type 1/ prospective
ratesetting programs. Thus, it appeared that the mandatory-
regulatory-type program offered the greatest potential for
controlling hospital costs.

A more recent study published in the ®Health Care Financ-
ing Review/Winter 1981* also shows differences in prospective
reimbursement systems and that they have had some success in
reducing hospital expenditures, The study--entitled "An Analysis
of the Effects of Prospective Reimbursement Programs on Eospital
Expenditures*—concludes that

“The statistical evidence indicates that some PR
[prospective reimbursement] programs have been
successful in reducing hospital expenditures per
patient day, per admission, and per capita.

Eight programs--in Arizona, Connecticut, ‘Maryland,
Massachusetts, Minnesota, New Jersey, New York,
and Rhode Island--have reduced the rate of in-
crease in expenses by 2 percentage points or
more per year and, in some cases, by as much as

4 to 6 percentage points. There are indications,
although less strong, that PR programs also re-
duced expenses in Indiana, Kentucky, Washington,
western Pennsylvania, and Wisconsin. There are
no indications of cost reductions for programs

in Colorado and Nebraska.

*An analysis of the relative effectiveness of

the various programs suggests that mandatory
programs have a significantly higher probability
of influencing hospital behavior than do volun-
tary programs. Some voluntary programs, however,
are shown to be effective.®

1/Mandatory-regulatory indicates that the program was created
to comply with the requirements of a State governmental act
or resolution either distinct from or as an addition to an
existing law. Such programs have the authority to determine
or alter rates, charges, costs, or revenue of a health care
institution.
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The study cautioned, however, that only part of the evidence
that deals with the effects of prospective reimbursement has .
been examined and that the results must be considered prelimi-
nary.

With respect to nursing homes, in October 1981, the Office
of Research, Demonstrations, and Statistics published a report
on prospective reimbursement entitled "An Overview of Medicaid
Nursing Home Reimbursement in Seven States.® The report examines
the experience of seven States using prospective reimbursement
and while it does not estimate any savings, the report again
provides considerable insight to the widely varying ways that
a prospective reimbursement system can be implemented. Also,
among other things, the study concluded:

°* ® * although reimbursement procedures are tech-
nical in nature and replete with specific account-
ing procedures and reports, they are, in fact, the
end result of political decisions made by the state
with or without the involvement of the industry.

* * * desgignating a system prospective or retro-
spective provides not only incomplete but often
misleading descriptions of payment system. Both a
facility independent system without adjustments
(e.g., a flat rate) and a facility specific sys-
tem with a host of pass throughs, exceptions and
adjustments can be termed prospective although the
latter in fact bears closer resemblance to a retro-
spective payment method because it makes such large
allowances for costs incurred after the fact.®

WHICH GOVERNMENT PROCUREMENT
POLICIES COULD BE APPLIED TO MEDICARE?

Although Medicare reimbursements are based on principles
very similar to those used by the Government to negotiate the
purchase of other goods and services, they differ in some cases
because of program differences. Medicare would need to continue
using similar principles under a prospective reimbursement systenm
if such a system were to have any assurance that reascnable pay-
ments are made. This is because reasonable prospective rates can
only be set based on a knowledge of current reasonable costs of
efficient and economic providers. Therefore, a set of rules
establishing what constitutes reasonable costs would still be
necessary.

The Federal Procurement Regulations (FPR) are issued by the
General Services Administration and are contained in chapter 1
of subtitle A of title 41 of the Code of Federal Regulations
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(CFR)=--Public Contracts and Property Management. Chapters 2
through 49 of subtitle A contain procurement regulations issued
by individual government agencies which implement and supplement
the FPR. Chapter 3 contains these for BHS programs.

The Medicare law states that providers of health services 1/
shall be reimbursed "reasonable costs.® The implementing reg-
ulations are contained in 42 CFR 405 subpart D=-Principles of
Reimbursement for Provider Costs and for Services by Hospital-
Based Physicians. Additional program guidance is provided in
Medicare's Provider Reimbursement Manual. As a condition of par-
ticipation in the Medicare program, providers of health services
agree to abide by applzcable Medicare laws and requlations. This

"provider agreement®” in effect could be viewed as a 'contract'
between the Medicare program and health care providers.

A general comparison of the FPR with Medicare's reimburse-
ment regulations shows a great deal of similarity. For example,
both provide that cost be reasonable and related to the activity
at hand and both allow certain costs while disallowing others.
some differences exist between the two. The FPR, for example,
do not allow interest or bad debts' expense. Conversely, Med-
icare allows interest expense, and allows bad debts to the ex-

. tent that they result from Medicare patients' failure to pay
deductible and coinsurance amounts.

The similarities and differences between Medicare and the
FPR with respect to the recognition of profit and depreciation
are discussed below.

HOW ARE PROFIT AND PROPERTY=-
RELATED COSTS HANDLED UNDER
VARIOUS PROCUREMENT POLICIES?

Generally, both Government procurement policies and Med-
icare allow profit for proprietary organizations. Also, both
recognize property-related costs as part of the cost of doing
business and allow reimbursement for depreciation.

Profit or return on
owner's equity

Under Medicare, for-profit health care providers are allowed
a return on owner's equity. Equity return is computed at 1-1/2
times the average rate of interest on obligations held by

1/Providers of service are defined as consisting of hospitals,
skilled nursing facilities, and home health agencies.
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Medicare's Hospital Insurance Trust Pund. This rate is applied
to the provider's equity capital which generally consists of the
provider's investment in plant, property, and equipment less
depreciation, and working capital maintained for the operation
of patient care activities. The current rate used in the equity
capital computation is about 20 percent. Also, in recent years,
some nonprofit hospitals have attempted to obtain reimbursement
for a return on equity; however, they have not been successful.
Several cases are currently being appealed in the courts on this
issue. : ‘

The FPR allow profit organizations a profit on negotiated
fixed-price and cost-reimbursement contracts. The amount of the
profit allowed is largely left to the discretion of the contract-
ing officer; however, he/she is required to consider such factors
as contractor efficiency, difficulty and nature of the work, and
total investment required.

Depreciation

Under the FPR, depreciation is generally based on the acqui-
sition cost of the asset or the fair market value of a donated
asset at the time of the donation. Commercial firms may use any
depreciation method that is acceptable for Federal income tax
purposes.

The Medicare regulations provide that the asset value be
based on the historical or acquisition cost, except that histor-
ical cost cannot exceed (1) current reproduction cost less
straight-line depreciation or (2) fair market value at the time
of purchase. 1/ The regulations generally provide for using
only the straight-line method of depreciation. Assets purchased
before August 1, 1970, may be depreciated on an accelerated
basis.

Accelerated depreciation for assets acquired on or after
August 1, 1970, may be authorized only where the cash flow
from depreciation on the provider's total assets does not sup~
ply funds sufficient to meet the amortization of a reasonable
amount of principal on debts related to the total depreciable
assets.

A major difference between the FPR and the Medicare regula-
tions for determining the basis of depreciation is that, while

1/Providers can also depreciate assets donated to them. Similar
rules apply to the valuation of such assets for depreciation
purposes.
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the FPR use acquisition costs, Medicare uses historical cost
limited to current reproduction cost less straight-line depre-
ciation or fair market value at the time of purchase. Before
1970 the Medicare basis for depreciation was the lower of (1)
cost or (2) fair market value at the time of purchase. The reg-
ulations were revised, however, to add current reproduction
cost less straight-line depreciation at the time of purchase
as a criterion for limiting the basis for computing future
depreciation. This criterion was established in recognition
of the higher program costs that resulted when facilities were
sold for prices substantially exceeding the selling providers'
costs.

On February 2, 1982, before the Subcommittee on Health,
House Committee on Ways and Means, HCPA's Associate Administrator
" for Policy summarized HCFA's views on the shortcomings of retro-
spective reimbursement and expressed the hope that a viable pros-
pective system could be developed. She stated:

*This Administration is philosophically opposed
to retrospective cost reimbursement. The present
system of cost reimbursement of hospitals and
skilled nursing facilities for services provided
to Medicare beneficiaries stifles competition,
carries with it the need for extensive Federal
regulation, and is a major factor in the rapid

- growth of health care costs. In large part, the
system of retrospective cost reimbursement has
been one of the major contributors to thg high
rate of inflation.

*"We are working to design a system of prospec-
tive reimbursement, but this is a difficult and
complicated process and it will take time to
develop. We are working with a variety of both
internal and external groups to develop new ap-
proaches to reimbursement, and we would certainly
welcome this Committee's advice and suggestions.®

Along these lines, the Administrator of HCPA received a
report from a Task Force she established to study various op-
tions with respect to establishing a prospective reimbursement
system for Medicare's hospital and skilled nursing benefit. The
options presented are now being reviewed by the Administrator.

As requested by your office, we did not obtain comments from
HHS on this report. As agreed with your office, we plan no
further distribution of this report until 30 days from its issue
date. At that time, we will send copies to interested parties
and make copies available to others upon request.

Sincerely yours,

Gre . Ahart
Director
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Chairman Heinz. If Senator Bradley were here, he would be
pleased to know that our. next witnesses are from New Jersey.
Marc Allen and Dennis Duffy.

STATEMENTS OF B. MARC ALLEN, EXECUTIVE DIRECTOR, ESSEX
PHYSICIANS REVIEW ORGANIZATION, INC., SOUTH ORANGE,
N.J.; AND DENNIS J. DUFFY, EXECUTIVE DIRECTOR, SUBURBAN
MEDICAL REVIEW ASSOCIATION, INC., KENILWORTH, N.J.

Mr. ALLEN. Thank you, Mr. Chairman. My name is Marc Allen, I
- am the executive director of the Essex Physicians Review Organi-
zation in South Orange, N.J. My associate is Dennis Duffy, execu-
;ilv:]a director of Suburban Medical Review, located in Kenilworth,

The Essex Physicians Review Organization and the Suburban
Medical Review Association are federally designated professional
standards review organizations under Public Law 92-603, and are
designated as utilization review organizations under chapter 83 of
Public Law 78 of the statutes of the State of New Jersey. It is our
responsibility to review medicare inpatients under the Federal stat-
ute, and all other patients entering New Jersey hospitals under
State statutes, to determine appropriateness of care, lengths of
stay, services rendered, with emphasis on quality of care, and to de-
termine whether the hospital level of care is the most appropriate
and economic setting.

The two PSRO’s we represent have over 2,000 physician mem-
bers representing 70 percent of the actively practicing M.D.’s and
D.Os in our service area. Our counties comprise a mix of urban
and suburban populations with many cities and towns. There are
over 1% million people served, 27 hospitals, and approximately
175,000 medicare eligibles in the two-county area.

We have been reviewing medicare patients since 1976, and, as of
this time, have reviewed approximately one-half million discharges
of same, and 1 million patients in total. Statewide, throughout New
Jersey, there are eight PSRO’s reviewing all patients in approxi-
mately 100 hospitals. The combined program is now reviewing 1.2
million cases annually and has physician membership and involve-
ment of approximately 6,500.

With the passage of the Tax Equity and Fiscal Responsibility Act
of 1982, including the peer review improvement section, the Essex
Physicians Review and the Suburban Medical Review are prepar-
ing for the implementation of that program by pursuing plans to
merge with one or more other local PSRO’s into a more cost-effi-
cient administrative structure for review. We anticipate and hope
to save the Health Care Finance Administration an additional 25
percent of our administrative costs and overhead of our grant
through this consolidation.

The New Jersey PSRO’s expanded their role beyond the tradi-
tional review of medicare and medicaid in 1981, with the imple-
mentation of the New Jersey prospective reimbursement by the
case regulations. That regulation included a requirément for utili-
zation review of all patients in New Jersey hospitals by an organi-
zation that looks very much like a PSRO, or a peer review organi-
zation, a PRO. In New Jersey, there is another acronym—they call
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us utilization review organizations, and we have been reviewing pa-
tients of all pay sources in all hospitals in New Jersey as they
come into the reimbursement mechanism.

It is well known that the prospective by-the-case reimbursement
system envisioned by Health Care Financing Administration
changes incentives to hospitals and physicians with regard to the
delivery of health care, as opposed to the reasonable-cost reim-
bursement system now in effect. It will no longer be in the best in-
terest of the hospital to render more services so as to receive more
reimbursement. On the contrary, the incentive is for the hospital
to restrict services to a minimum because it will receive the price
per case regardless of the length of stay or the resources consumed.

Obviously, it is the intent of HCFA to reduce hospital expendi-
tures within the medicare program. The trick is, however, to make
sure these services are reduced only to the appropriate minimum
and not below that line. Only local physician-directed peer review
can assure that that line will not be crossed.

We, as experts in utilization review and quality assurance, are
concerned that a climate will be created in which three situations
might occur. The first is the possibility that questionable or unnec-
essary admissions will be encouraged by hospitals or physicians in
order to receive the price per case available for any patient ad-
mitted within a given DRG. The second is the reduction or depriva-
tion of quality of care caused by the lessening of needed resource
consumption or hospital ancillary services, as we call them, in
order to maximize profit-per-case reimbursement. The third fear is
the manipulation of diagnosis coding and DRG assignment so as to
maximize reimbursement beyond what might be expected. You
may have heard of this phenomenon in the literature—it is called
“DRG creep.”

In New Jersey, we have already begun to address these changing
incentives and influences through our concurrent physician-direct-
ed utilization review program. Because of the quality, the integrity,
and the honesty of the review process by local physicians, these
three fears do not appear to be coming to pass. We are afraid to
con_sider what the situation might be without the mandated peer
review.

Our system utilizes nurse review coordinators and physician
review advisers who are basically volunteers from the active M.D.’s
and D.O.’s in the community who review on a daily basis the medi-
care cases while they are in the hospital.

The review process includes review for the necessity of admission
and continued stay as well as the review for the use of services,
such hospital ancillaries as laboratory, X-ray, physical therapy, in-
halation therapy, surgical procedures, and others, with special at-
tention to over- and underutilization of those services.

This combined utilization and quality assessment approach clear-
ly identifies unnecessary services and poor quality of care, and
gives opportunity for the immediate correction of same.

It is not uncommon, through the process described, to identify
patterns, for example, of unnecessary surgery, such as many D&C’s
found to be performed and later determined to be unnecessary and
of marginal value, and these have been stopped. In fact, our physi-
cian reviewers have on occasion come to be considered consultants
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by attending physicians who frequently seek input on the manage-
ment of their cases.

My colleague will now review various specifics of the process and
will cite examples of our quality-assurance activities.

Chairman HeiNz. Mr. Duffy.

Mr. Durry. I would like to describe briefly our review system
and demonstrate how we assess the quality of care.

As soon as a patient is admitted to a hospital, one of our nurse
coordinators reviews the case, using criteria established by local
physicians. If the admission is questionable, the coordinator refers
it to a physician adviser who will review for necessity and quality
of care. The physician can then either approve it for admission and -
continued stay in the hospital or deny benefits after discussing the

case with the attending physician.

- This activity has both a direct and sentinel effect on the appro-
priateness and quality of care rendered at the given institution.
Some critics say this peer interaction could be replaced by fiscal-
intermediary computer analysis. This, simply, is not the case. This
instant concurrent peer review is more palatable to the medicare
beneficiaries due solely to its timeliness, and the attending physi-
cians appreciate the direct peer contact instead of computer and
clerical analysis.

Pertinent to the foregoing, both EPRO and the SMRA have just
demonstrated in 1981-82 comparisons, reductions in admissions
and in their rate of increase for both the medicare and medicaid
programs.

Under New Jersey’s DRG payment system, there has been a fear
of deprivation of the quality of medical care due to the new reim-
bursement incentives. Qur review organizations have developed
three types of quality-of-care review.

The first is formal quality review studies, performed by physician
specialty committees on topics which are either known problems or
suspected problems. An example would be a study we did on bi-
lateral cataract surgery. The ophthalmologists on the committee
set the criteria and, after detailed review of over 700 charts during
the study and restudy, found one physician who was performing si-
multaneous bilateral cataract surgery, which presents high risk of
infection and blindness to both eyes. The committee dealt with the
ghysician involved and he has ceased performing this type of proce-

ure.

Since no one died or became dangerously ill due to this proce-
dure, computerized review would not have picked up the problem.

Our organizations also perform special quality studies, which are
conducted on specific topics for a limited period of time. An exam-
ple is an in-depth analysis of the increasing postoperative respira-
tory complication rate in cholecystectomy patients, which was stud-
ied by our physicians and nurses during 1982. The study revealed a
12-percent documented rate of postoperative complications such as
pneumonia occurring in high-risk patients. Corrective action in-
cluded continuing education programs for physicians to instruct
them in proper identification of high-risk patients, performance of
pre-op pulmonary evaluation and prompt delivery of respiratory
therapy when clinically indicated. Followup -monitoring will occur
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ilu}:;ing early 1983 to ascertain the effectiveness of programs estab-
ished.

We also conduct concurrent quality assurance studies. Recently
we reviewed cholecystectomy, abdominal and vaginal hysterectomy,
and permanent pacemaker insertion. ,

Overall the studies revealed compliance with quality and necessi-
ty criteria, but some problems were revealed at two hospitals and
these issues will be addressed during 1983.

Another fear of the DRG payment system is “DRG creep,” or
miscoding and manipulation of the diagnosis and/or the DRG. We
deal with this situation by review and validation of DRG assign-
ment during hospital monitoring visits and DRG appeal hearings.
An extreme example is the case of a hospital coding DRG 121,
acute myocardial infarction, which would reimburse the hospital
the amount of $6,672.50. Our followup validation resulted in a
change to DRG 132, congestive heart failure, which carries a $2,363
price tag, a difference of $4,300. The key to this program is physi-
cian chart review, and then the remapping of the DRG based on
the physician review.

It is clear through the testimony and supporting documentation
we are leaving you that PSRO’s or PRO’s have developed the nec-
essary expertise and programs to address the proposed medicare
payment system.!

An anecdote that might crystallize the need for peer review is
the case reported in this past Saturday’s issue of the New York
Times. It described a concern about the high death rate of heart
patients who underwent surgery at an Air Force hospital in Texas.
Federal law precludes PSRO’s from reviewing in military hospitals.
The report stated that cardiologists at the hospital were concerned
over a particular physician’s performance, and they maintained
records showing that 44 percent of his patients died from 1974 to
1977, as compared with a 9-percent rate for the other physicians. It
is not inconceivable to assume that PSRO concurrent review and
quality assurance would have identified and validated the problem
and prevented a recurrence in a timely fashion.

Leaving you with that note in mind, we thank you for the oppor-
tunity to appear before your committee, and we will be glad to
answer some questions.

Chairman Heinz. Mr. Allen, Mr. Duffy, thank you very much.

We are going to hear from Carolyne Davis, the administrator of
HCFA, in a few minutes. She was kind enough to give us her pre-
pared remarks yesterday. I have had a chance to review them.

In those remarks, she, as I understand them, maintains that
under a prospective system that quality can be maintained by im-
proved hospital conditions of participation, first, and, second, in-
gt:ea'sed admission monitoring by HCFA staff and fiscal interme-

1aries.

You have really testified to the contrary, that it is going to take
PSRO's, which the administration, of course, in the budget they
sent down earlier this week, has proposed to zero out of the Feder-
al budget.

1See appendix, item 1, page 105.
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Why, in your own words, do.you believe Dr. Davis is mistaken
and is mistaking the ability of HCFA, of computers, and of im-
proved conditions of hospital participation, to address the issues of
quality assurance? '

Mr. Durry. One thing we have discovered over the years is that
you can’t wait for an admission pattern to develop. You need data
available to you immediately. I am not quite sure, but I imagine
HCFA’s data will be basically the same what they have now, which
takes quite some time to collect and process through.

In addition to the data lag problem, I think the intermediaries
would need quite a bit of funding to begin to perform this task, be-
cause at least the one in our State is completely underfunded for
the tasks they are presently performing. .

Put all that aside, the important thing is you have got to have
physicians looking at other physicians. Everything we heard today
about the care in that nursing home—there have got to be health
care professionals from the outside looking into a health care facili-
ty. It works. :

Mr. ALLEN. HCFA, or its predecessor, and its fiscal intermediary
system were responsible for review from the enactment of medicare
in 1966 until Senator Bennett’s amendment implementing medi-
care PSRO in 1972. The Senate itself judged fiscal intermediary
review to have failed and looked for a local physician-directed pro-
gram.

It failed in the past because funding was inadequate, data was
poor or questionable, and the relationships that type of audit cre-
ated with the providers and the beneficiaries didn’t work. It cre-
gteqalproblems. There was retrospective review, retrospective

enial.

The fact that PSRO programs were implemented, that physicians
have their cases discussed on a concurrent basis, that patients are
aware on a concurrent basis whether or not their care is to be re-
imbursed, et cetera, points to the success of the peer review, con-
current peer review program as opposed to that.

Chairman HEiNz. What about the idea of linking this function to
the fiscal intermediary?

Mr. DurFy. The review function?

Chairman HEINz. Peer review, yes—or review.

Mr. Durry. Well, it would get back to unfortunately what Marc
just described, the old situation, which at that time someone
thought was ineffective. That is why they created PSRO’s.

Chairman HEeinz. Thinking now about a prospective system as
opposed to the previous system, is there any difference here? Do
you think the quality assessment incentives for the fiscal interme-
diary under prospective reimbursement are stronger or weaker?

Mr. ALLeEN. Well, if I might, I am not sure that the incentives
change to the fiscal intermediary one way or the other. I think the
issue becomes the ability to implement the system that works.

Now, it seems to us that everybody has pretty much decided that
concurrent and peer review is preferable; it is simply a matter as
to who should do it and how it should be funded.

If the function were turned over to the fiscal intermediaries,
they would have to replicate the system we have put into place.
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The credibility of their system would be questionable insofar as
.the physicians doing the review would then become consultants to
the insurance company or employees of the insurance company,
and this is something that organized medicine and physicians in
general have opposed.

Chairman HEeinz. Very well, one last question before I yield to
Senator Wilson. We did an investigation of pacemakers in this com-
mittee about 4 or 5 months ago. What we discovered in the commit-
tee was, of the $2 billion annually which medicare reimburses pro-
viders for pacemakers, that perhaps as much as one-half of that
amount, $1 billion a year out of a $60 or $65 billion medicare pro-
gram is spent unnecessarily due to improper utilization, overpay-
ments, a variety of very wasteful, and on occasion, dangerous prac-
tices.

What does New Jersey reimburse for this procedure and how
(}iloes the DRG assist in the necessity or appropriateness of diagnosis

ere?

Mr. Durry. I have no idea what they would be reimbursed for
that particular procedure.

Chairman Heinz. We would be interested in following up with
you on that to see if you are the exception to what looked like a
pretty sloppy rule.

r. Durry. There is the view that there is unnecessary use of at
least temporary pacemakers in emergency rooms and things like
that. That was the study we were referring to, and when we com-
plete it we will be glad to send it to you.

lChg})rman Heinz. When do you anticipate that study will be com-
plete

Mr. ALLEN. Hopefully before the summer. It's a restudy of the
initial study. We found the data that we were looking for; now we
are going to see what the impact was.

Chairman HEeinz. All right, I don’t think there are any other
%uias?cins Thank you both very much, you have been extremely

elpfu

Our next witness is Carolyne Davis, the Administrator of the
Health Care Financing Administration.

Carolyne, thank you very much for your patience. Our hearing is
running, as you know, behind schedule, and I apologize for any in-
convenience it may have occasioned.

Please proceed. If you wouldn’t mind, I think we would benefit
from you introducing your associates at the table.

STATEMENT OF DR. CAROLYNE K. DAVIS, WASHINGTON, D.C., AD-
MINISTRATOR, HEALTH CARE FINANCING ADMINISTRATION,
DEPARTMENT OF HEALTH AND HUMAN SERVICES; ACCOMPA-
NIED BY DANIEL BOURQUE, DEPUTY ADMINISTRATOR; MARTIN
KAPPERT, DEPUTY ASSOCIATE ADMINISTRATOR FOR OPER-
ATIONS; AND PATRICE FEINSTEIN, ASSOCIATE ADMINISTRA-
TOR FOR POLICY

Dr. Davis. Certainly, I would be happy to. I am very pleased that
you have asked us to be here today to reflect on our prospective
payment system under medicare for hospitals, particularly to re-
flect upon how it impacts on the quality assurance aspects.
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On my left is Patrice Feinstein, who is Associate Administrator
for Policy; on my right is the Deputy Administrator, Daniel Bour-
que; and to his right is our Deputy Associate Administrator for Op-
erations, Martin Kappert.

Let me begin by trying to go quickly over what our prospective
proposal is.

First of all, it is a proposal that is developed for medicare only,
and it is for inpatient hospital services. We have developed it with
a diagnosis-related group, which means that we will have specific
payment rates for each of 467 diagnostically related groups. These
groups will be adjusted by a regional wage factor.

Now, what this really means is that any hospital within, let’s
say, the city of Baltimore, would be getting the same rate, the
same basic rate, for that DRG, because they are in the same re-
gional wage area.

These would be adjusted by an annual update, and we would
take into consideration inflation within the hospital market basket,
technology development, and productivity.

For a few variables, we would allow passthroughs. One would be
capital, and the other would be medical education.

Chairman HEginz. That would be based on more or less the same
method we have now of reasonable costs.

Dr. Davis. We didn’t want to put those into our diagnosis rate, so
we will simply recognize what is current practice and will simply
pass that right through.

So, to the degree that an individual hospital has a difference in
terms of its current medical education costs and its current capital,
then its actual final reimbursement would indeed include both its
DRG rate payments and the capital and medical education costs.
There would be variation within a city, but it would be based upon
these passthroughs.

Additionally, we have felt that we need to recognize the fact that
occasionally there are cases that are atypical and the patient may
stay for a long period of time. We do not want to penalize the hos-
pital for the small number of those cases, and we have declared
that some of those will be atypical cases and we will recognize that
in a payment for what we call outliers.

In addition, because our data base was on the basis of a few hos-
pitals, we will exclude long-term hospitals, pediatric hospitals, and
pﬁychiatric hospitals, because, again, our data base did not include
them.

I might say that our data for this was developed over an exten-
sive period of time of some 10 years of study.

We also believe very strongly that there should be an incentive
for the hospital. The incentive really is that our payment is in full
if they can bring their costs in under the prospective rate. We do
not intend to take back anything; we will recognize their efficiency.
In other words, they get to keep the entire payment.

We will, however, prohibit against charging the beneficiaries
anything additionally beyond what is allowable by law in terms of
deductible and copayments. ;

One of our major aims, of course, is to reduce the administrative
cost burden, because we find that the cost reporting burden right
now is about 3,000 hours of time for each and every hospital. We

19-314 0—83—5
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believe that we can significantly streamline that burden. We can’t
do away with it totally, because we do have to have outpatient
services, capital, and medical education still on a cost basis. But we
will reduce it significantly, which will obviously then give the insti-
tution additional dollars to move resources into their patient care
component.

Last, it will be budget neutral. We intend to have the same dol-
lars applied to the prospective payment proposal as they were to
the Tax Equity and Fiscal Responsibility Act—TEFRA—so that in
terms of one system or another, it is a budget-neutral system.

Now if I could move to your concern for quality of care, which
we also share with you. Recently we completed our preliminary
work in relationship to one measure of quality of care. Because of
our concern, we commissioned a rather long and expensive study
several years ago looking at quality of care in various States with
prospective payment systems.

We used a very large sample, and we have roughly 6 years’
worth of research, from 1974 to 1979, because we wanted to assure
ourselves that we would get the trend lines prior to prospective
payment in addition to the time for prospective payment develop-
ment in the various States.

We sampled roughly 2,700 hospitals and about 700,000 dis-
charges, so you can see it was a very expensive sampling technique.

I might say that this was an extensive long-term study; we spent
about $5 million on it. The preliminary results have been reported
at one of the professional association meetings. Our final study will
be coil]gluded and will be available for Congress during the summer
months.

In the study, we asked very clearly that cases be identified which
would be the ones that would have the most adverse outcomes; in
other words, the sickest cases were picked. And so a panel of physi-
cians and hospital administrators identified roughly 59 diagnoses,
such as a stroke, a heart attack, or a severe burn—those diagnoses
that we felt would be the first to show an indication of a diminu-
tion in quality.

We felt that if those diagnoses didn’t show it, then other ones
th?:: were less critical or less serious probably would not show it
either. ’

There was a diversity in programs. We had 11 separate programs
that were examined, all of which had constrained costs, whether
from an individual budget review, a case rate, or what have you.

Finally, they were adjusted for the severity of the hospital case
mix in order to preclude a clouding of results.

Now, in terms of the indicators that we used, we looked at pa-
tient outcomes. We felt that there were several measures of patient
outcomes that should be looked at. Inpatient hospital fatality rates
and what we call our composite fatality rate, which meant we went
beyond the hospital stay and looked at what occurred in the first
90 days after the individual patient went home. I might say that
all our patients who were examined were part of the medicare
sample, so they were the same population that we would be cover-
ing now.

We also looked at the readmission rate. And then, finally, as an-

other measure, we looked at the number of registered nurses per
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bed, because there have been some presumptions that perhaps the
number of registered nurses might be concentrated downward to
stay within the cost constraints.

May I just very briefly show you what we found? In terms of
those cases that were the most sensitive—in other words, again,
those that had the highest possibility of having a fatality—we
picked the most severe ones, you can see that over the years, keep-
ing in mind that roughly 1975, 1976, and 1977, were the beginning
years of prospective payments, that the trend line is downward
both in our control sample and in our actual sample of those that
had a prospective review system.

Now, if you adjust these for the higher case mix that was promi-
nent in the prospectively rated States, you will find that the two
lines actually converge.

Chairman HEiNz. Now, on your charts,! the blue line is—both
lines are medicare, the blue line is in the States that have a pro-
spective method of payment, and——

Dr. Davis. And the other is in the States that have control.

Chairman Heinz. Now, what States would those be for medicare?
YDlt;. Davis. Some of the States would be Massachusetts; New

ork—— :

Ms. FEINSTEIN. Western Pennsylvania, New Jersey, Arizona, Con-
necticut, Minnesota, Nebraska, Washington, Rhode Island, and
Wisconsin.

Chairman HEinz. About a dozen States or large metro areas such
as western Pennsylvania.

Dr. Davis. Yes; that is correct. Again, in terms of looking at
readmission rates, there was no significant difference between the
control and the prospective payment, again recognizing that we
had to collapse these back down to recognize the case mix. Once
you do that, the lines are superimposed. For our process here, we
were trying to show—as you can see, the trend is downward. And
once the prospective system came into being, it made no difference,
the trend line in terms of readmissions was still down. In fact the
national average is at roughly 18 percent, and you can see that
they were significantly down below that.

One final factor was the number of registered nurses per bed. I
think there has been some fear that perhaps under a cost-con-
straining system that hospitals might begin to look at the staffing
and might decide to decorate their registered nurse staff. Clearly
this does not show that, and you can see that over the years the
trend line is up, both in the States that had prospective payment
as well as in the control sample.

Chairman HEeiNz. Now, what is the basis of the acquisition of
that information?

Dr. Davis. The basis of the acquisition of all of this information
was from the data that we had from our 2,700 hospitals that were
trended over that period of time. ,

Chairman HEeinz. Now, in Texas, as we heard earlier, in 1980,
the system reflected—a system which was covering both medicaid
and medicare—was reflecting the fact that there were no nursing

1 Retained in committee files.
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shortages in the Autumn Hills Nursing Home. GAO went in and
found very substantial shortages.

Dr. Davis. Senator Heinz, let me clarify one thing.

Chairman HeiNz. Now, there may be a difference in reporting
systems.

_ Dr. Davis. No; I think there is a difference in the system that we
are talking about. We are talking about a hospital system, because
this was a study done to look at hospitals.

Chairman Heinz. I understand the difference; these are acute
care hospitals and those are nursing homes—I do understand that.
But nonetheless, both are health care facilities, they are both being
examined to a certain extent by the same kind of system.

And my question is: If the system should be so off base in Texas,
lv)vehat ‘?ssurances do you have for us that this is a magnitude

tter?

Dr. Davis. I think there are several factors. No. 1 is that we do
have a survey and certification process, and, as you know, the Joint
Commission on the Accreditation of Hospitals—JCAH—deems for
most of the hospitals—they clearly go in on a yearly basis and do
their sampling; on those hospitals that are not JCAH-accredited,
we visit to look at their records.

But I believe that our study itself used actual data from the hos-
pitals, and we have administrators and physicians as part of our
advisory group that looked at this. So it’s a very controlled sample
and very detailed. I might say it cost us quite a bit of money; we
spent $5 million on it. But we felt it was very important to assure
ourselves that we did not see any diminution in quality during this
period of time.

Chairman HEeiNz. Please proceed.

Dr. Davis. Let me continue by just summarizing my statement in
two areas.

There are two parts of the statement that I would just like to
call to your attention. One is that in relationship to the two areas
that we felt most important to look at, we have an admissions pat-
tern monitoring system in which we are now comparing admissions
. to hospitals and the lengths of stay with patterns over a period of
time in comparable calendar-year periods. We will continue to
report on those patterns through our fiscal intermediaries. My staff
will be looking at those reports every quarter or every month, so
that if we do find any aberrant patterns, we can investigate and
then take steps to correct them.

Second, we also have identified in the testimony several tools to
monitor the appropriateness of admissions and days of care within
the hospital system.

I would also call to your attention that we have recently pub-
lished the NPRM’s for revising our hospital conditions of participa-
tion for those 1,500 hospitals that do not come under JCAH ac-
creditation but rather under our own. Those regulations, as you
know, haven’t been modified since 1966 and there have been sig-
nificant changes both in medical practice and in hospital manage-
ment since that time.

We are proposing to upgrade and consolidate a number of re-
quirements particularly in the areas that relate to high patient
risk. Likewise we are proposing to establish new quality assurance
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conditions so that the hospital will have to have a written plan, an
evaluation of all of its various services, an evaluation of its surgical
area, medication therapy, and nosocomial infections—nosocomial
infections meaning those infections that are caught as a result of
being within the hospital environment.

Not only does a hospital have to keep a written plan that identi-
fies each of those areas, but it needs to keep in written form what
remedial actions it is taking, and document those, as a result of
identifying any deficiencies in the system. And since that is a con-
dition of participation, it means that if the hospital is not in com-
pliance we could take steps to remove it from the medicare
program.

I would also point out that our quality requirement is analogous
to the JCAH’s which has had a quality assurance regulation—qual-
iltgrmassurance performance measure—in its own standards since

I think, too, that our survey process is designed to look at the
{;ealtl‘:l and safety environment in which quality of care can be de-
ivered.

Through these measures, we believe that we are actively con-
cerned about quality and are taking all steps we can to assure our-
selves that the prospective payment system that has been devel-
oped for hospitals does take quality into consideration.

Finally, in conclusion, I would just like to recognize the fact that
Congress did ask us to develop a prospective payment system for
skilled nursing facilities, and we are developing such a plan. We
are looking at it now. We are using our best resources within the
agency and are talking with the industry, and we will shortly be
formulating some options. And we would be willing at that point to
talk to your staff about these before we move into a final develop-
ment phase.

But our current system is for hospitals only, and we expect that
we would have the system for prospective payment for nursing
homes, which has been requested by Congress, to you some time
‘during the summer months.

[The prepared statement of Dr. Davis follows:]

PREPARED STATEMENT OF CAROLYNE K. Davis

Mr. Chairman and members of the committee, I am pleased to be here today to
discuss with you the Department’s proposal for a prospective payment system under
medicare and in particular, its quality assurance aspects. This plan, for hospital
payments only, provides a significant opportunity to achieve our mutual objectives:
To encourage hospitals to provide patient care efficiently; to allow medicare to
become a prudent buyer of services; and to assure the quality of patient care.

High quality hospital care has a longstanding tradition in this Nation. Our pro-
spective payment system will enable us to maintain our commitment to that tradi-
tion. While quality of care is difficult to define precisely, indications are that the
same level of quality has been maintained in States which administer hospital pro-
spective payment systems.

Specifically, the Department has sponsored a major evaluation of State prospec-
tive payment systems, one aspect of which concerned quality. The study covered a 6-
year period from 1974 through 1979, and analyzed 670,000 medicare discharges from
2,700 hospitals. The discharges are from both prospective payment and nonprospec-
tive payment States. It examined the provision of ancillary services, changes in the
scope of services, mortality, morbidity, readmission rates, and other measures of
quality. The preliminary analysis shows no deterioration in quality of care in States
with hospital prospective payment systems.
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In fact, our prospective payment proposal may enhance the quality of care pro-
vided to medicare beneficiaries. This system has the advantage of encouraging hos-
pitals to specialize in those types of cases which they can treat efficiently and effec-
tively. Most studies have shown that as hospitals specialize in providing services,
the quality of care improves. This is because some procedures require a high volume
of cases to maintain proficiency in treatment. The studies indicate that when these
services are provided in hospitals with low volume, quality of care suffers. In addi-
tion, certain unnecessary services, some of which would not improve patient health,
might be eliminated as hospitals and physicians have strong incentives to provide
care more efficiently.

However, we are aware that in any financing approach there are quality issues
that need special attention. For 15 years, the medicare retrospective cost-based
system of reimbursement provided incentives for hospitals to spend—not to con-
strain costs. In particular, this system has encouraged excessive hospital service uti-
{ization, which has been reflected through long lengths of stay and overuse of ancil-
aries.

Significant changes in reimbursement have been made under the authority of sec-
tion 101 of Public Law 97-248, the Tax Equity and Fiscal Responsibility Act of 1982
(TEFRA). Until enactment of section 101, positive incentives within the medicare re-
imbursement system for providers to carefully examine lengths of stay and use of
ancillaries did not really exist.

In recognition of this situation, Congress, through section 101, extended the scope
of the limits on allowable costs paid to hospitals for the care of medicare patients.
The new cost limits apply to total medicare inpatient operating costs per admission.
In establishing the limits, each hospital’s cost is adjusted using a case-mix index
based on diagnosis related groups (DRG’s). Previous limits applied only to routine
hospital costs and did not include the cost of ancillary services which account for
about half of today’s hospital bills.

In addition to the new cost limits, the TEFRA provisions establish target rates
which limit the amount by which a hospital’s reimbursement per admission can be
increased each year. In the first year, hospitals over the target rate lose 75 percent
of the costs over the target. Hospitals spending under the target rate will be allowed
to keep one-half of the savings (not to exceed 5 percent of the target rate).

Because of the per case approach, TEFRA removes some of the incentives for ex-
cessive utilization. Some new potential issues could arise, though, such as:

Patient shifting from hospital to hospital in order to maximize the per case reim-
bursement; and

Increased readmission rates due to too-short initial lengths of stay.

We have taken steps, which I will describe momentarily, to address what we
think will be the problem areas of quality assurance maintenance under the TEFRA
changes. But I would add that I anticipate essentially the same quality assurance
issues will arise under the prospective payment approach proposed by the Depart-
ment as under any other prospective payment system. However, given the findings I
mentioned earlier—that the various State prospective payment systems have not ad-
versely affected quality—I believe these issues do not represent major problems.

I would now like to turn to our quality assurance safeguards. There are two major
components to our approach. They are: (1) Detailed admission practice monitoring
by HCFA staff and our fiscal intermediaries; and (2) improved hospital conditions of
participation with enforcement through the survey process.

For the past decade, admissions and length-of-stay reviews have been primarily a
responsibility of professional standards review organizations (PSRO’s), and there has
been a dramatic evolution over the years in pioneering the development of new
techniques for identifying inappropriate care and changing physician behavior.
When the program started, every medicare patient was reviewed.

It quickly became evident that this approach was both unnecessary and costly.
The question then became how to target review. Various methods of physician and
institutional profiling were developed. New instruments were prepared for obtaining
data on inappropriate care, and these instruments have been tested in many set-
tings. The spinoff from this work has been the identification of methodologies that
we believe can be applied through less costly means that the continued use of
PSRO’s or the establishment of a similar professional review program as envisioned
in TEFRA. Many of these new monitoring techniques are highly dependent upon
data analysis, an area in which both we and our contractors have considerable ex-
pertise.

The first aspect of our safeguard plan, which we are already initiating under
TEFRA, called “admission pattern monitoring.” Based on bill data submitted to us,
hospital admissions and lengths-of-stay patterns will be compared for comparable
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calendar year periods. If the comparison reveals some aberrant pattern, the infor-
mation will be submitted to our local medical review agent (today a PSRO or fiscal
intermediary) to investigate and to determine the steps that need to be taken to cor-
rect the problem.

In addition to the admission monitoring systems described above, our concerns
about TEFRA incentives to increase admissions have led us to examine alternative
mechanisms to curtail inappropriate hospital utilization.

Two new sampling instruments have been developed for use in objectively identi-
fying inappropriate hospital use. The instruments have the advantage of being so
djreclis that they can be applied successfully by a wide variety of health care profes-
sionals.

The first of these two tools is known as the appropriateness evaluation protocol
(AEP). The form is easy and quick to use in assessing both the appropriateness of an
admission and the days of care spent in the institution. The form is targeted for
assessment of care provided to patients admitted into adult medicine, surgery, and
gynecology services. A limited number of explicit questions were developed for indi-
cating whether a particular day of care was appropriate. The items are categorized
into three areas—medical services, nursing/life support services, and patient condi-
tion factors.

Another survey instrument, called the standardized medreview instrument, is in
the final stages of testing, and it holds great promise for identifying inappropriate
admissions and hospital days. It combines the AEP survey form and other health
care indicators and so provides still another useful tool for monitoring hospital prac-
tice. As a more sophisticated approach, it could replace the AEP. :

The other major approach I wish to mention is our hospital conditions of partici-
pation. They set out a series of basic criteria, referred to as conditions, which a hos-
pital must meet if it wishes to participate in medicare. The conditions have not been
modified substantially since they were originally promulgated in 1966. Medical prac-
tice and hospital management have changed dramatically since that time. In our
NPRM published on January 4, 1983, we are proposing to upgrade and consolidate
requirements in areas representing high patient risk into a new quality assurance
condition. It will require each hospital to have a written plan: To evaluate all orga-
nized services, nosocomial infections, medication therapy, and surgery. In addition,
hospitals would be required to take and then document remedial action to address
any deficiencies. It is this condition that would enable us to mandate corrective
action. Failure to met this new condition would lead to exclusion from the medi-
care/medicaid programs.

Through our survey process we assess compliance with our hospital conditions
and standards. The survey basically focuses on seeing that a healthy and safe envi-
ronment is maintained and that a setting is present in which quality care can be
delivered.

The Joint Commission on the Accreditation of Hospitals has had in effect an anal-
ogous quality assurance requirement since 1979, and in its interpretive materials for
its surveyors has emphasized the importance of a hospital’s quality assurance pro-
gram in determining its accreditation status.

I hope you have found my commentary useful in understanding how we are ap-
proaching quality assurance issues under our hospital prospective payment propos-
al. Also, as you are aware, TEFRA requires us to develop for the consideration of
the Congress a prospective payment plan for skilled nursing facilities. We are work-
ing on such a plan and anticipate forwarding it to the Congress this summer. We
are carefully considering quality of care issues in the development of this plan so
that we can continue to assure that the care provided to our beneficiaries meets
quality standards.

Chairman HEeiNz. Dr. Davis, thank you very much. As I indicated
in my opening statement, you are moving ahead, as we in Congress
have asked you to do, with a prospective reimbursement system,
and I think I would be remiss if I didn’t compliment you for doing
exactly that. Sometimes things that we ask to have done don’t get
done. I know that, in fact, HHS and you specifically have really
worked very, very hard to try and meet the deadline—it happened
to have been December 31—I don’t fault you for not meeting it, it
was probably an unrealistic deadline. I know you haven’t in any
way slacked off; to the contrary, it was just a very ambitious dead-
line.
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And I do commend you for the work you have done. Obviously
you want to send us implementing legislation. When do you think
you will do that?

Dr. Davis. Well, the implementing legislation for the hospital
prospective payment did leave our office several days ago and the
Secretary signed off on it. And so it’s in the usual process of clear-
ance before it comes to the Hill.

Chairman Heinz. It could take days, it could take——

Dr. Davis. No; I think it won’t take too long; I expect you will
see it in the next week or so. It is on a fast track.

Chairman Heinz. I am not going to get into some of the ques-
tions that we got into with my colleagues, and the Finance Com-
mittee got into the other day. There are some significant issues in-
volving “creep,” not just among DRG’s, but there is some concern
about what is now covered under part A being shifted to part B.
There is the issue—again, I don’t choose to get into it today—of
shifting costs from medicare to the other intermediaries and other
plans and programs. Those are all real concerns, you are aware of
them, and we needn’t get into those.

I do want to focus in on quality of care, though, because that is
what you have addressed yourself to, in particular here. And as I
understand what you are really saying, there are two things that
you are going to do to insure quality: One, is you are going to have
stronger conditions of participation, and, second, you are going to
do, as you described, a certain kind of intensive computerized
analysis. _

Now, Mr. Allen and Mr. Duffy, who are from New Jersey where
you have both a hospital and a medicare experiment, have been
here just a few minutes ago—you probably heard them. And what
they are saying is that there are certain kinds of things that you
just can’t catch with a computer. You were here present for their
testimony, I believe, were you not? '

Dr. Davis. No; I was not.

Chairman Heinz. One of the things they pointed out is that with-
out real-time peer-group review you can’t catch problems before
they become serious, and, as a result, if you do catch things
through computer analysis, what you are likely to catch is dead
people after they have been killed, as opposed to preventing people
from being misdiagnosed, or mistreated, or misadmitted, which has
implications not just for their health but also for your cost system.

Why do you believe that your computer system—particularly
given the kind of incentive that is involved here, namely, an incen-
tive, which I think you yourself would admit is one to minimize the
delivery of certain kinds of services—ancillary services—is going to
head off these problems at an early enough stage so that we can
say this system truly works.

Dr. Davis. Senator, one of the reasons why we chose the diagno-
sis-related group system is that it does offer to each and every indi-
vidual hospital the ability to manage its own resources, because it
- gives back to the hospital a clinical assessment tool.

And what we have found—and I, indeed, last week visited New
Jersey and talked with a number of physicians from various hospi-
tals—what they had told me was that using that clinical data base
coming from the DRG’s themselves, they do their own peer review
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within their own particular part of the system. It is to their advane
tage to do that, because, as you recognize, we are paying a set
amount of money. While that set amount is calculated on an aver-
age, we think that the activities that they do to try to minimize or
eliminate unnecessary services and testing, and to identify compli-
cations, if there are any, at a very early point, are those kinds of
activities that also mean that they are concerned about quality. It
is to the individual institution’s advantage to be concerned about
quality of care because, if they are not concerned, then the individ-
ual patient perhaps would have to stay longer and that patient’s
care would eat up more of their resources.

So I think the incentive is for the individual institution to assess
quality very carefully. And we know that that does go on in the
institutions in New Jersey.

Second, there has been an implicit assumption that when we
move o a diagnosis-related group system, because the hospitals
might have a tendency to look at the length of stay and perhaps
have the individuals go home, say, a day earlier, that that means
there is less quality. The Congressional Office of Technology As-
sessment has a draft report which I believe will be being finalized
shortly, that speaks to the outcome measures of length of stay
versus patient outcome. They found no correlation between the de-
crease in the length of stay and patient outcome, so I think we
}}:ave to be very careful that we don’t equate the wrong components

ere.

Chairman HEeinz. If your system on measuring outcomes is good
and reliable and is related to the right DRG’s, if the DRG’s, in fact,
are reflective of what should have been diagnosed in the first place,
that’s reasonable. But what troubles me is that you are, among
other things, proposing to zero PSRO’s. It seems to me there is no
assurance that PSRO’s, therefore, will continue, and it seems to me
that just one barrier that would normally stop misdiagnosis and
trigger, in effect the validity of your system, is going to be missing.

How can this whole system that you have described here really
operate unless there are PSRO’s? They assure not just proper pa-
tient care, but they assure that quality information goes into your
management information system. If garbage goes in, however, gar-
bage will come out—and, unfortunately, it will be human garbage.

Dr. Davis. Well, I think that even Congress itself has recognized
through various studies that there have been efficient PSRO s and

inefficient PSRQ’s, and so, to that degree, there is that variable.
-~ What I would like to point out, however, is that the DRG verifi-
. cation will be done through the fiscal intermediary. We have a
medical review unit in the fiscal intermediary, which has been
longstanding, that does medical review now.

We would use that particular group to look to verify the diagno-
sis. And it would take steps, then, to look behind if there were
problems with that.

Chairman Heinz. Hypothetically, now, what would happen to the
system if it turned out, upon careful analysis—well, if it turned out
after you implemented it that it was more expensive than the cur-
rent system?

Dr. Davis. Because we are creating a system that is budget neu-
tral to the current budget, I can’t see how it would become more
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expensive than the current system. Our charge all along has been
to make it budget neutral. We would use the same dollar figures
we are now using under TEFRA.

Chairman HEiNz. I think someone once estimated, back in 1965,
that by 1983 the medicare system would cost no more than $5 bil-
lion. That was maybe before your time.

Dr. Davis. Yes; I understand your concern. Let me just point out
that during the number of years of study that we have tracked pro-
spective payment plans, those States that have had a variety of
plans have shown us that clearly they bring costs down somewhere
between 2 and 5 percent. _

Chairman Hemnz. Well, let’s take your New Jersey experience.
What'’s been the experience in New Jersey with prospective reim-
bursement?

Dr. Davis. Our experience thus far, based upon our preliminary
data results, is that they are indeed below the national average.

Chairman HEeinz. Now, have you looked at whether costs in New
Jersey, compared to retrospective reasonable-cost-based method,
are more or less than the prospective method? Have you analyzed
in effect reasonable cost.versus what has actually been paid?

Dr. Davis. Well, New Jersey is a demonstration program, so we
do keep quite a bit of accurate data on all factors of it.

I do want to point out one thing, Senator, and that is that there
are significant differences between the New Jersey system and our
system. New Jersey’s is not only an all-payer system, but it also
incorporates outpatient services, capital, and medical education
costs within its rate. So that it makes it a distinctly different
system from ours. It operates, frankly, on that type of budget
review because of these other areas that we don’t propose to bring
into ours at this moment.

Chairman HEeiNz. Well, be that as it may, it may be more expen-
sive, but if you look at what—if you were to audit a hospital and
see what we would have had to reimburse them on a reasonable-
cost method, and then you looked at what we are paying them
under prospective payment today, what would you find in New
Jersey? Would we be paying more or less?

Dr. Davis. In the aggregate, what we have found is that the hos-
pital cost per capita in New Jersey is less than the national.

Chairman Heinz. That’s not my question. ,

Dr. Davis. I know. What we are waiting for is our final audit fig-
ures from them on the other.

Chairman HEeINz. Are you familiar with Mr. Tobey’s memo?

Dr. Davis. Oh, yes. '

[The memorandum referred to follows:]
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william Tob: : i

Regional Administrator . .

George Thompson
Associate Administrator for Operations

Region I Experience with the Diagnostic Related Groups .
Program in New Jersey - . .

As HCFA examines New Jersey's DRG program with an eye towards major
revisions in national reimbursement policy, 1 would share oui experience
wiin that experiment. If there is one, overall insight to be gathered from our
perspective, it is the following: in New Jersey, ihe waiver of the principles of

Lila ¢

reimbursement had impacted on other araas, such as the administrative burden, the -
lengthy Implementation process, the role of utilization review, and the necessary

audit procedures, etc.

In considering a reimbursement scheme similar to DRG for the nation, I would urge
you to consider these recommendations with the implications for Medicare policy
and to anticipate more realistically the changes_in program administration. The

following summarizes the recommendations which are contained in the attachad
paper. )

Billing and Review Issues:

Carefully designed instructions to hospitals for use of the DRG codes is

essential, especially with regard to designation and sequencing of
diagnosis.

- An increased review effort must be planned which will overses the DRG
. coding process. .

- More substantial monitoring of outliers is necessary.
DRGs need to be designed to assure a very low percentage of outliers.

- thhe case of outliers, pay on a cost basis instead of charges. )

A more innoyative approach to utilization review and
than has been adopted in New Jersey is required.

quality assurance

Memorandum .

i
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Proeram Administration Issues
ol o

f-/

We are grateful for the opportunity to sh
for revision of national policy.

The rate setting process needs to be simplifiad, perhaps by setting a’

smgle rate’ for each dxavnoms which would 2pply throughout the locality.

An’ anoeal netwcn( would have io be establxs‘wod to handle the inevitable
appeal of rates by providers. N

The | Er_gmhr to b€ devoted to auditing needs to be determine@-_

appropnat e funding p'ovxdnd

The requirements for hospntals ta_seek recoupment of bad debts need to /'[
be duplicated on a national level.

Extending present Medicare coverage of bad debts should be vecy o
caytiously considered because of the adverse impact of the economy on

In any per case reimbursement system, certain policy issues, including
walvec of liability and physician ceriification, need reconsideration.

zre our experience with DRG as you plan
As you considar the policy and operational

implications of a prospective reimbursemant system, 1 believe my staff can provide
unique, continuing assistance to your efforss.

Attachment
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pagion II Experience with Diagnostic Related Grouo (DRG) Reimbursement:'iject

. At the outset, our regional office was not consulted by the, then, Office of
Research, Demonstrations and Statistics in the approval and m).tlal d==velop—-
ment of this experimental reimburxsement project, which uniquely requires all
payors to r:en.m‘;u.u:sr= hospital care on a per case rather than per dJ.e:n basis.

Even so, b°cause we recognized the potential of this precedent-setting
project, we undertock a monitoring program dssigned to track developmants
so that the regional office could gain knowledge and contribute to the
project goals from the stendpoint of our substantial experience with the
operations of the Hedicare/Medicaid Programs in Region II. - ’

For example, our staff testified before the New Jersey Rate Setting Coxmis-

sion ‘on bzhalf of the Medicare Program in gaining payor differentials and
discounts for prompt poyments. Tuey also served on a nusbar of committees

set up by the' New Jersey Health Department in th= areas of auditing, DRG
reinbursement and claims. Most recently, our program validation stefE
conducted a study directed at the effectiveness of DRG program standaxds.

_Over the past two and a half yea;s,'- this oomptlei and innovative ‘reimburse—
ment system has provided a number of valuable lessons for our policy mzkers.

The first is that the impact of the experiment on overall Medicare/iedicaid -
program administration is far greater than anticipated.

e T
The second 4is that we need to guard agﬁst windfall p:oflt\at the expense -
of the programsand their bmﬂflc:.anes.&_____,/

based on type- 6f“’éi'a7;*osxs;y create incentives

n-oFder to maximizé semert!

§ that it is essential to invo@ndﬂx a DG
reimbursement system in order to avoid shifting

The fifth is that the systen requires an effective master data file prior
to setting and adjusting the rates.

The followinz issues represent a clearer delineation of the problem areas
encountered in our monitoring, which because of theix cross—cutting
elements, must be grouped under the generzl headings of DRG Billing and
Rzview Issues and Program Administration. :
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A. DG Billing 2nd Review Issues ' . v

1. Ppotential for DRG Creep )

The expression "DRG Creep fn:st aop=ared in the New

"Journal _of Medicine in June 1981. It addressed- the mrpact on
reimbursenent of various technlquas for sequencing dlscharge
diagnoses. The article in question discussed how, to maximize
reimbursement, a hospital had dsveloped a computer program to
determine the DRG for each patient, as originally reported, and

then' to redetermine the DRG by reversing /the_ﬁ:st_and second
diagnoses. Tne impact of -selecting

“costlier DRG fog that .
hospital would have increased revenuas b oprox-unately 143. : ’\

Our : ie_n_sg, is that /many New Je—say hospitals are including a11 )
diagnoses mdlcated in the patient's chart, including - h'sr.onc
dlagnosns and past surgical procedurss, which do not impact on thaa
patient's current hospital stay. 7"his has continued despite the
“fact that the New Jersay Administrative Code states that "diagnoses
v.hlcn ha no bearing on th\.. trea\.:t.nt recelved dunng_&mem;

In Aonl, 1981, -the New Jersey Hospital Association dlstnbu\.nd to
membar hospitals a 1lstmg of diegnosis and correspending DRG rates H
to alert hospitals to the importance of ranking diagnosis and sub-

seqguent_reimbursemant. : :

' A difference of opinion in this area between the Department of
Health and a PSRO was brought to our attention. . In a letter to one
New Jersey PSRO, the Department of Health stated that hospitals’ )

‘l medical records parsonnel have the final resoons:tblhty 7in cdeter— °

! .,-
i I mining the principal diagnosis anc'{ the sequencing of secondacy ) i
- ( diagnoSes for purpose illing. R

The Department of Health further instructed that where the physician
has not identified all principal and secondary diagnoses, the
Medical Records Department should search them out and that the pay-
sician need not be oconsulted.” The P3R0 had reservations about this
policy stating that this practice allows for non-physician medical
judgements.- It further felt that this would lead to DRG Creep and
the skewing of data to be used in any evaluation of the projeck.

Recormendation:

The above suggests the importance of providing very spec:.fxc in—-

structions to hospitals regardl.ng dosx_(n_éi:xon and sequencing of
diagnoses. T

———
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Recommendation:

75

Accuracy of DRG Assignrents

To assure.that instructions are complied with, an effective review
mechanism is reguired. PSRO's had begun to monitor DRG hospitals
in March, 1981. Cne of their responsibilities is to review the
appropriateness of the DRG assignments on a retrospective basis.
The State has not specified the exact sample to be used nor has it
issued guidalines for a statistically valid sample. The parcentage

of cases to be reviewad by the PSRO's as well as the type of cases
has bzen left to the d].scretmn of each PSRO.

In conducting the vahdatlon study on B%G, “our staEE loo<=d at a
valid statistical sample of cases from 3 hospitals in 3 different

PSR areas. It also re-reviewed a sample of cases from each hes-
pital thar had heen p*e'.'zcc.sly reviewed by "its PSRI. IwWo of the
PSRO's had baen reviewing DRG assignments on 1% of annual admis-
sions while the remaining PSRO did a 3% sample.

a

The pre]l.i.minazy results of our review indicate that the PSRO review
of ‘assignments of DRG's was being conducted effectively. No gif-
ferencas ware noted. I-':».evar, our staff

9.&53 reed with the DRG's
that h2d bzen assigned by the hospitals i j
=

of the case$ idenci—
fied in our own sample. OQur conclusions wi supported by 2 PSRO
physician. In all but one of the questionad cases, the-basis for
disagreement was the fact that secondary diagnoses were being
inglugded. which, based on the chart reviews, had no bearing oa ‘r_'rx
treatment received during the hospital stay.

These review results reinforce the earlier-mentioned need for vety

spec1f1c instructions, as well as the need for an increased review
effort in this area.

Incidence of Qutliers '

We are very concerned with the substantial percentage of cases
classified as outliers. Under the DRG method, participating hos-
pitals are reimbursed for the cost of inpatients'. consumption of
the facilitins _resources, based on a p*ede_ernined range of days

Vinen a
penod of ho;mtahzatmn falls cutside the trim pomts, either
higher or lower, an outlier case results, and the hospital is

relwbursed according to actual charges for the resources ,__ps_u;;g:l

Since hospital charges gene:ally exceed costs, outlier cases result
in greater reimbursement.
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unusually long or short lengths of stay are considered outliers
and are isolated statxstlcally. It is estimated that in 1982
approx:.mately 203 of all inpatient discharges are classified as
"prim-point Outliers.” In addition, the New Jersey Depatirent of
Health has .issued instructions that patients who satisfy at least

.one of the following conditions will also be treated as outliers:

PSS,

Patients who discharge j:he'::selves against medical advica.

B. Patients wno dle whllc- hospitalized.

Admissions a551gned to D3G's with fewer than 6 marged a:zat,racts
and bills in the prioxz ynar.

D. Patients in any of the 74 D2G's dcened to have pc:xtly—dh msd
clinical characteristics.

E. Patlents admitted and dls'ﬁa ged on the same day.

New Je*sey Blue Cross estimates that when the above typos of out—
liers are added to the "Trim-point” cutliers, apgroximateiy 303 to
35% of all inpatient disc‘narges .will be classified under the
genaral heading of outliers. Tze impact on total reisburzament of
this high percentage is thus of dzep concern to us.

vihile the DRSS demonstration p»o;ec; was bemg 1mt1ated in the
State of New Jersey, a projection of approximately 2% of outlier
cases was made, indicating a modest variable that would not involva
significant exoense. Obviously, this expectation was not realized.

Given the costly nature of outlier cases, and the need to analyze
their nature and frequency, in ozder to consider refinement of DG
classifications, some form of monitoring of outliers is necessary.
Since PSRO's were working closely with participating hospitals and -
reviewing the DRG cases, this responsibility would. have wost
naturally fallen to them. ’ : '

The recent expansion of the mmber of dxagnos\:xc codes from 383 to
467 should hopefully give greatar accuracy to the codmg process
and hopefully help improve this prodblem area. The expans:.on of the
codes has eliminated unclassifiable cases and includes several
general codes for unusual diagnosis oz combinations of dxam‘oses.
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Recomrandation: ’ ’ -
e e .

Given the costly nature of outlier cases, and the need ‘to analyze
their nature and frequency, in order to consider refinement of DRG
classifications, soze form of monitoring of outliers is necessary.

The critical lesson for HCFA is to avoid such a high incidence of
outlier phenomenon with any national program. Our suggestion would
be to design DRG's to assure a very low percentage of ocutliers,
mainly related to the statistical extremes, or to simply pay costs

for oatliers, instead of chargas (w"ucn include narkuo) as in t.he._
New Jersey sys\.em . .

. 3. QaalitLAssurance and Medical Review

As discussad earlier, DRGs introduce a different incentive to the
care of inpatients: providing the least costly care for patients
by avoiding unnocessary sﬂ"vices. In itself this incentive aims at
| achieving vhat UR and PSRO'S lieve aimed to accomplish.

ca'rried to the extreme, incentives exist in this system to
Min order to maximize reimbursemsnt. Simi-
larly,/premature discnargesjcould occur to maximize reimburssmant.

_ Therefors SSSOranca_review re should be focus=d’

_on such potential trouble areas.

A system that introduces such am incentive requues a fo"us=d
quality assurance p*og*am.

The eight PSRO's in New Jersey review the medical necessity, appro-
priateness and quality of care rendered to inpatients of acute care
hospitals. They have developed focused review systems, to varying
degrees, whereby certain groups of patients, physicians, or common
diagnoses are subject to or exempt from detailed review based on
utilization data. Cases that are exempt from review receive
automatic certification for the medical necessity of the admission
-and payment for the services approved. All cases come undar the
scrutiny of the review system should their length of stay (10S) .
exceed or fall belos the trim pomts -established for each DRG
(outh.ers). Medical nacessity of services, quality of care rendered
and the appropriateness of the level of care are all reviewad during
this process. These essential elements are also examined during -
retrospactive and concurrent quality review studies and monitoring .

19-314 0—83—6
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N d " Al - » s
. visits. Howaver, some under/overutilization ~of ancillaries is
discoverad during the concurrent review process.

Under the ‘Federal program, the review process can be delegated to
hospitals or conducted by the PSR, should a hospital not meet the
criteria for delegation. The Fedsral delegation status of a hos~-

i ird tien t
present. Under N&W Jersey's ledicaid program, all review is ron-
delegated and is conducted by the PSRO's. : :

As discussed, it is possible for a hospital to maximize its reim- -
bursepent through increasing adrissions and manipulating the use of .
‘costly but possibly necessaxy ancilla
our contention th 's_shomd hasize admission revie
review of the appropriateness of the DRG assigmments when dealing -
with @ pet—case reimbursement system. TAey Should incorparate the
review of the appropriateness and level of angillary services into
their quality assurance programs.” The review system actually pro—
posed and implerented by the PS0's in response to the Department
of Health UR Regulation doss not, in our Jjudgment, sufficiently
reflect the reimbursement system.

and

Recommendation:
A basic change in the reimbursemant system, such as that implemented
in Kew Jersey, calls for a mor2 innovative approach to utilization -
review and guality assurance than that which has been adopted.

B. Program Administration Issues

1.

Rate Setting Experience - ’ ) :

Under the DRG system, the Wew Jersey Deparkment of Hzalth presents
a Preliminary Cost Base for each provider for the Rate-Setting
Commission (RSC) at the beginning of the current rate year. Thais
Cost Base includes direct and indirect pztient care costs, physi-
cian costs, net income from other sources, a capital component, and
an economic adjustment factor. A hospital's Schedule of Rates is
the average amount of gross rsvenue a hospital shall charge and
payors shall pay per case for services related to patient care in
order to produce net revenue eg:al to the Preliminary Cost Base.
The Schedule of Rates contains financial elements which are Fixed
relative to patient case volume and others which directly affect
the collection of revenue throush pac case payments or charges
with the Schedule of Rates.

services.—F¥t-is,-therefore, -
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The Schedule of Rates is set such that all patients’ rates are
based on the cost of services received, including a proportionate
share of the indirect financial elemental requirements of operating

hospital facilities, plus adjustments to account for the apportion-
ment of the full financial elements among payors based on Commis—
sion approved payor differentials. The Schedule does not include
rates for outlier patients. Once a hospital's revenue n22ds are
known, hospitals are required to align charges as necessary to meet
those revenue requirements, based upon estimates of changes in
direct patient care volume and case-mix as estimated by each
hospital. Conseguently the provider must seek adjustments from the
Department. of Health as the year progresses. ' : .

Expsrience in 1981l indicates virtually evexy one of the 66 pro-
viders involved in the experiment that yesar appealed their initial
rates upon receiving them. fThe total amount allowed out of the
$118,622,000 appealed was $48,443,000 — broken down as follows: .

Comoonent _ hmount Apdealed * Amount Allowed
‘Diract Patient Care $22,433,000 ) $ 7,066,000
Indirect Patient Care 33,788,000 - 17,572,000
Other Fixed Elexnsnts - 62,346,000 - 23,805,000

Totale...ieinene......$118,622,000 - $48,443,000_

The nuabsr of individual elementS appealed by providers ranged
from two to fifteen, with the provider seeking greater reirburse-
ment in all cases. Tne most frequently eppealed items involved DRG
experiment proiect implementation costs and funding for projects
- receiving Certificate of Need approval.

These appeals are reviewed initially by the Department of Realth,
and, if unresolved, then by the BSC. Since the RSC is alsa resoon-—
sible for all payor differential requests, the administrative
workload is considarable. - This workload necessitates resolution of
rate appeals within 140 working days of filing.

Finally, the actual expsrience for 1982 for those hospitals which
entered the DPG program in 1980 points out the tremendous difficulty
of implementing this rate setting design which attempts to utilize
the exparience of casemix and costs for a base year two years
earlier in setting the current rates. New Jersey has treadsd the
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1982 rates using indexes because it was not able to carry out the

expected methodology. Our sense is that 1983's rates will reflect
sum.la: trendmg.

Remendatlon:

Since the systém is very burdenscme, it would bz extreme y d&if-
ficult to implement on a nationzl basis because of the complex data .
and cost analysis factors. BCFA could simplify the rate setting
process by considering developing a single rate for each diagnosis
. to be used for each facility in ths locality. This epproach could .
also eliminate addressing -bad debts or fixed costs on a per
facility basis, by accounting for add=d costs'like bad dabts in a
uniform locality-wide manner. fThis in turn would facilitate annual’
revisions in the reimbursement rates. Expansion of DRG an a

national scope would necessitate esteblishing an appeal network. . <

large enough in scopa to pro'~e=s the seemingly inavitable appeal of
rates by providars. .

2, Remb"rsc'mm. Trends and Audit Irolications

We:have in pravious correspondance with Central Office raised our
concerns regarding reimbursement experience with the first group of .
DG hospitals in New Jersay.

While we anticipated that raizbursement "would increase, a pre-
liminary .analysis of interim Msdicere reimbursement for 20 of the
hospitals which entered the system in 1980 indicates that )93qQ
costs (if computed under the traditional syske increased @
over 1979 costs but reimbursemant increased Traditiom]
Medicare audits have only been accomplished on providers but the
results are significant: I — .

1980 Reimbursable 1980 DRG

Hospital . Medicare Costs Reimbursement .- "Overpayments”
Morristown Hospital $16,209,973 . . $16,601,405 $ 391,432
Hunterdon iedical $ 5,317,321 : $ 6,420,903 © = $1,103,582

Viile the percentage increase of reimbursement over costs may not
be excessive given the facts that (1) the reilmbursement method is
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changed from a retroactive to a prospsctive system and (2) uncom-
-pensated care is being reimbursed, the substantial “overpaymentg”
in the two completed 1980 audits indicate that .
the system may be quite costly. Moreover, an analysis of submitted
"'E!xeaudited 1981 Medicare cost reports by. those 41 DRG hos-
pitals elviced -by Kew Jersey Blue Cross indicates that D2G
nt exceeded HMedicare c¢osts in the total amount of
73.0:1. As these nunbers mzrely represent submitted data,
ell increase substantially after audit. :
use Of our reimbursement concerns, the New York Regional Office
hes initiated discussions with the ¥ew Jersey D2partment of Health,
New Jersey Blue Cross and Prudential to develop a comwon audit
agreement, the purpose of which will be to-furnish HCFA with hard
information upen which DRG'S cvan be evaiuated. "An audit protocol
has a2lso bzen daveloped and is incorporated as part of the agree-
ment. A draft document has been circulated to all parties,
including the New Jersey Rate Setting Commission and' the Bospital
Association. We anticipate .a signed agreement within the near
future. ¥hnen the first audits under the agreement are completed, w2
will have Q2finitive information rezarding cost and cost shifting,
data collection, etc. We would have hoped that this all might hava
been accomplished earlier to assure the most effective use of
base-line data for reirburssment purposes.

The question as to whether sufficient audi.t. funds »-u'.ll b2 nzéa2
availzble is only now being addressed by B20 and ORD for the K
Jersey experiment. -

Naw

Recommendation:

nature. In the ¥ew Jersey expariment] &Mueuejﬁ_mb/l
Bad Dsbts _ ) ’

As a result of ‘concerns raised regarding reimbursement for kad
debts under the DRG reimbursement m2thod, our validation staff
undertook a study of the collection efforts used by hospitals to
minimize their bad debt losses. In addition, it reviewed the
hospitals' procedures for identifying third-party payors.
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Procedures in effect at 4 hospitals (2 suburbzn and 2- inner-City)
were studied.

The study found that all 4 b0>:>h_a1>. had effective procadures foz
identifying thxrd—pa"ty payors. Th2 hospitals requlred patients to
provide financial information prior to admission. Problems did
occur with patients who enter=d tn?‘ougn the' hospital's emergancy
room. Because of the types of mjﬂ*’es sustained,

it was sometimes
difficult to odbtain the information.

In the collection area, all hospitals had good -collection pro--
cedures in place. The hospitals aged their accounts receivable and
followed-up vhere their paymsnt requests were ignored. All hos-
pitals had ongoing arrangements with collection agencies. Accounts
were turned over to these agencies vhere patients refused to pay.
In addition, wvhere assets ware idsntified, the hospltals did nok
hesitate to initiate legel suit. .

The hospitals also providsd free care in meeting their Hill-Burtoa

reqt.lre:len;s. Under this arrangsmant, patients vho are not insured

and co not have any resourcas but vhose income is limitad c'uah;.y
for free care. As New Jersev éoss not hava an MAQ category, it is
more difficult. for patients to obtain -;=dlca1d coveragz Tais
factor results in additional bag

Pe dation:

The data from our study suggast an increased amount of reimbursable
bad debts as a function of the weakening economy in New Jersey.
Any national program that thus includsd bad debts lines would have

to b2 similarly eware of the impact possible of economic trends on
reimbursemant., .

Conclusion .

While we have raised a number of critical points, wa are still mindful of
the experimantal nature of the New Jersey project and atter.pts'being rada
in the state to. inprove the program. Our disadvantage is not having

sufficient information for monitoring and analysis to meke more definitive
Judgments.

Nevertheless, we believe our regional experience with institutional
reliabursement in the Medicare and Medicaid programs, as well as our
knowledge of payrﬂon\_ procedures for Blue Cross and other payors, has halgad
us identify emerging strengths a.nc veaknesses of the D program. . - -

In addition to the insights already’ oLEerred

n the New Jersey DRG expariment, only the Prmciples of Reimbursement ware
wcuved. Howaver, in any per case reimbursement system, other elements such
as waiver of liability, physician certification, etc. should also be coa-
sidered and addressad. e '
Also, we recognize ths importance of havin‘g-all payocs ihcluded in th2
system to avoid proolems such as t shifti

such as cost sm.;tmg.\/

Last, wa agree with the GO recomnandation to Senator Packwood in a letter

czted #ay 10, 1982

“ledicare would nezd to continue using similar princioles
undar a prospective relmbursaneat system if such a system
were to hava any assuarance that reasonable payments are

" made. Tonis is because reascnable™ prospective rates can
only be set based on a knowledge of current reasonable
costs of efficient and economic providers. Tnerefore, a
set of rules establishing what constitute reasonable costs
would still be necessacy.”

we would also point cut that
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Chairman HEeiNz. Now, in that memorandum he indicates, with
regard to some hospitals he has audited—Mr. Tobey works for your
Department, as I understand it—that if hospitals had been paid
under the traditional reasonable-cost system in the 1980 reimburse-
ment, that their 1980 reimbursement would have increased 9.7 per-
cent over 1979 costs. Instead, under the DRG system in effect in
New Jersey, the rate of reimbursement increased by 16.3 percent.

Now, I suspect you are familiar with that assessment. Do I un-
derstand you to believe that that is really inaccurate in some way?

Dr. Davis. Let me point out that he based his assessment on
some early preliminary material that was based upon a coding,
from which he extrapolated.

Ms. FEINSTEIN. Mr. Chairman, it’s important to note from
whence the data came. Like Dr. Davis says, that was on a system
using the old DRG’s; that was a study done in 1980 when New
Jersey was operating a different set of DRG’s than they are today.

Chairman HEeiNz. Does that make any difference?

Ms. FEINSTEIN. Yes; it certainly does.

Chairman HEgINz. To what? .

Ms. FEINSTEIN. The ordering of the secondary diagnosis in the
first set of DRG’s had a direct effect upon reimbursement; in the
second improved set of DRG’s, which is what New Jersey currently
is using and what we are proposing to use, the ordering of diag-
noses is searched electronically by the computer, and so there is no
opportunity for manipulation in terms of payment by ordering a
specific secondary diagnosis like there was in the first set.

In addition, New Jersey set out explicitly to pick up bad debts,
charity, to spend more in certain institutions than in others, by
design. And so we would expect that we would be paying more in
certain institutions in that demonstration than we would have
unczler cost-based reimbursement. In fact, that was the design of the
study.

So none of those results are particularly surprising; in fact, they
were planned for.

Chairman HEINz. Now, Mr. Tobey goes on to say that he is con-
cerned as follows—this is on page 5 of his memorandum: “DRG’s
introduce a different incentive to the care of inpatients, providing
the least costly care per patient by avoiding unnecessary services.
If carried to the extreme,” he says, “incentives exist in the system
to manipulate ancillaries in order to maximize reimbursement.
Similarly, premature discharges could occur to maximize reim-
bursement.”

Now, I gather, from what you have said, you agree with his as-
sessment that these incentives exist, but you believe you have got a
system that will deal with them, is that correct?

Dr. Davis. Let me point out that I think that some of his assess-
ments were valid and some were not. We are trying to clarify for
you which areas, because he based all of his assessment on the
early work in the old system. His assessment was also based on a
sample of three hospitals, which is a rather small sample to ex-
trapolate to a national design. Since you have his memo, I am
sorry that you didn’t have our memo back to him clarifying where
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Chairman Heinz. We asked for all of those, but couldn’t get
them from you.

Dr. Davis. Well, I didn’t hear the request, sir. I know that I sent
the draft copy of the report up to you just a couple of days ago, as
soon as it came to my desk.

Chairman HeiNz. There is no reason to discuss paperwork in
public. We can compare notes on that later.!

Dr. Davis. OK.

Chairman HEeINz. But I don’t think that Mr. Tobey is basing the
comment that I just made simply on two hospitals; I think he is
basing it on a lot of experience he has had with prospective reim-
bursement, and I think you are aware, as we all are, of the real
potential difficulties with this system.

Dr. Davis. Any system that we develop would have some poten-
tial difficulties with it, because it is inherent in any system that
somebody wants to beat the system and to improve upon their re-
imbursement. It is our job to put in as many guarantees as we can
think of to close those loops. We believe that we have been able to
do that with this system.

But we have also, in addition, tried to keep in mind that a very
central part of this is the quality of care issue. Certainly from my
background as a nurse, I believe very strongly in high-quality care,
and I intend to insure that our agency does everything we can to
protect the integrity and the quality of care in the hospital.

Chairman Heinz. Dr. Davis, before I yield to Senator Melcher,
let me say I do not doubt your sincerity on this. There is always,
however, a tendency to believe that high technology can solve any
problem—and sometimes it can and sometimes it can’t. I think you
have described a very sophisticated system.

But I am deeply concerned about the elimination or at least the
zeroing out of PSRO’s, what that would mean. Personally, based on
what I have seen and heard, I don’t see how we can avoid the kinds
of problems, albeit they were with nursing homes, that we have
had described for us at Autumn Hills and other places today, with-
out some kind of really decent professional review operation.

And I suspect this is only the beginning of our discussions in this
regard, by no means the final word.

Senator Melcher.

Senator MELCHER. Thank you, Mr. Chairman. Dr. Davis, did the
Health Care Financing Administration seek any review of Autumn
Hills for criminal acts?

Dr. Davis. I have been advised that it would be inappropriate for
me to get into any discussion of Autumn Hills, sir, because of a
possible grand jury investigation. I think it's inappropriate for me
to comment on the specifics of Autumn Hills.

I would be happy to talk about the process of nursing home
review in general.

Senator MELCHER. Well, in general, Dr. Davis, has the Health
Care Financing Administration participated in any criminal inves-
tigations regarding nursing homes?

Dr. Davis. We do not participate in a criminal investigation. It is
very possible that when we have done our look-behind surveys or

! See appendix, item 3, page 134.
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when the State agencies have done theirs, that the data from those
have been used, or we might in our role turn something that we
would find over to our Inspector General.

But it is not our role to participate in a criminal investigation
per se. ‘

I might say to you, too, that the reason why I am not prepared to
talk at length about Autumn Hills is that at no time did I have an
indication that we were going to be asked to speak about that. Our
invitation clearly said come prepared to talk about quality of care
as it relates to our prospective payment system.

And, again, I would be happy to talk about nursing homes ge-
nerically.

Senator MeLcHER. Well, Dr. Davis, I didn’t come here this morn-
ing prepared to talk about Autumn Hills either, but we are talking
about Autumn Hills because the subject matter has come up, and I
am just asking you generai questions.

Has the Health Care Financing Administration asked the Inspec-
tor General to review any nursing home for criminal charges?

Mr. KapperT. It is our responsibility and that of the interme-
diary and the State agency, as they go about the business of paying
claims—and, in the case of the State agency, of reviewing facilities
and so forth. If they do, in fact, see any kind of criminal activity or
suspect criminal activity, they should make those kinds of refer-
rals. We have indeed made such referrals, but I think it’s the kind
of thing, if you are looking for detail, that we would have to get
you numbers and places and we would be glad to do that.

Senator MELCHER. You had made some referrals to the Inspector
General on possible criminal involvement?

Mr. KaprperT. Where we see the possibility, yes, we turn that
kind of thing over to the Inspector General.

Senator MELCHER. How long have you been with the agency?

Mr. KapperT. I have been with the agency since its creation, and
with the medicare program since its first day.

Sﬁna;?tor MeLcHER. Have you noted during that—how many years
is that?

Mr. KaPPERT. Since 1965, 17 years.

Senator MELCHER. And during that 17 years, have any of the re-
quests of the Inspector General to review something that might
lead to criminal charges resulted in any indictment?

Mr. KapperT. I think we would have to go to him for the out-
come of the referrals we make, but I certainly believe that they
h}?ve, yes. Again, in terms of the detail, we would have to furnish
that.

Senator MELCHER. The answer is “Yes.” But you would know of
any involvement you have had in recommendations to the Inspec-
tor General where they actually resulted in criminal indictments.

Dr. Davis. Well, we turn our files, when we have found some-
thing, over to the Inspector General’s Office, and then they use
thosl;a files, and they may go back in and do further investigative
work.

Senator MELCHER. I understand that. Do we have your name?

Mr. KaprperT. Kappert, Martin Kappert.

Senator MELCHER. Mr. Kappert, there are probably others like
you, but you are fairly unique in my experience, having somebody
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that has been with a program from its inception, in your case, 17
years. In my experience, it is rather unique having that type of ex-
perience in testimony before a Senate committee.

You would indeed know whether things that you have suggested
to the Inspector General resulted in any indictments, any convic-
tions. And I gather from what you have told me is that, yes,
indeed, there have been some indictments and some convictions.

Mr. KAPPERT. Yes; I am certain there have been. I am simply not
able to give you the details.

Senator MELCHER. Oh, I’'m not asking you to. I just want an over-
all view. :

Now, have any of those indictments or convictions, either one,
been of a nature of a criminal charge based on an individual
health—well, I want to be more specific than that. Have they been
of the nature of an investigation resulting in an indictment be-
cause some individual had either died or was severely mistreated?

Mr. KarpeErT. My understanding is that the case testified to ear-
lier today was advertised as being unique in legal history. I would
have to say, again, probably not.

Senator MELCHER. First time.

Mr. KapperT. This is what it has been advertised as. I don’t
know the law in terms of whether anyone has been convicted
under those circumstances. :

Chairman Heinz. If the Senator will yield, it is my understand-
ing that the case of Autumn Hills is unique, the first time, I am
told, that a corporation has ever been indicted for murder. And cer-
tainly it’s got to be the first time a corporation has ever been indi-
cated for murder more than once.

Senator MELcHER. Now, Mr. Kappert, one other question, maybe
the last question.

In your experience, what you have been involved with at your
level, turning some information over to the Inspector General, is it
your judgment that the Justice Department has been cooperative?

Mr. KapperT. There was a time before the Inspector General
when we did in fact work directly with the Justice Department,
more often than not on individual practitioner kinds of things as
opposed to institutions, although there were some institutional
ones.

And, yes, we did in fact get cooperation from the Justice Depart-
ment.

Senator MELCHER. Now, Dr. Davis, how big a staff does the In-
spector General have?

Dr. Davis. [ am not familiar with the total size of his staff. Re-
cently, the Secretary, Secretary Schweiker, made a decision to
expand his staff, and they did transfer 170 people from my agency
to his in order to beef up his ability in this area.

I can submit for the record what the size of his staff really is, but
1 am really not totally conversant with it. But I know it was ex-
panded. oo

Senator MELCHER. Well, Mr. Chairman, the reason I ask that
question—I think it’s one that the committee will want to thor-
oughly understand. With the emphasis on the Inspector General as
being sort of the leading group within a department, having a re-
sponsibility for legal action, it’s a real question of whether or not
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within that group there are some people who are experienced in
handling criminal matters and that they do indeed handle the
criminal matters, or if they are not experienced in handling crimi-
nal matters, that they do indeed turn over investigations or find-
ings to the Justice Department for criminal investigation, and in-
dictment, and possible trial.

Chairman HEiNz. I think the Senator raises a very valid issue.
This committee, in cooperation with the Senate Finance Commit-
tee, which is the committee of overall jurisdiction for medicare and
medicaid programs, conducted, about 1% years ago, a careful hear-
ing, oversight hearing, as to the efforts of the Inspector General, as
to his priorities, as to his staffing. I think it is fair to say that there
was some discomfiture on the part of members of the Finance Com-
mittee, both Republicans and Democrats; that Mr. Kusserow was
not adequately staffed to do his job, and that, in pari because of
that, he was unable either to make a sufficiently comprehensive
and detailed series of recommendations to clean up fraud, and
abuse, and waste in the system, and, second, to refer the quantity
of cases to the Attorney General that we judged would be a more
appropriate level of referral.

And it is probably once again time for our committees jointly to
undertake such additional oversight.

Senator MeLcHER. Thank you, Dr. Davis, and thank you, Mr.
Kappert.

Chairman HEINz. Dr. Davis, just to pursue one issue that Senator
Melcher raised regarding the ability of HCFA to monitor quality of
care. At Autumn Hills, which was a 100-percent medicaid facility,
which the Federal Government reimburses about half of, there
were in 1978, and in 1979, and in 1980, a series of deficiencies cited,
some of a very serious nature, that should have been picked up and
acted upon by the Department of Health and Human Services.

They included, among other things, nursing services, awareness
of nutritional needs—and here we have a facility at which the alle-
gation is that people died because they were involuntarily starved
to death. That is the allegation. '

On the deficiencies in 1978, one of the deficiencies is failure with
respect to awareness of nutritional needs. In 1979, failures with re-
spect to supervision of patient nutrition, failure with respect to
menus and nutritional adequacy, failure with respect to frequency
of meals. And again in 1980, failure with respect to awareness of
nutritional need.

What is very difficult for us to understand is if there is some
kind of system that is supposed to do its job, how, given just the
publicity, let alone the management-by-exception reports that are
generated, clearly have been generated by HCFA or some part of
HHS, how do we explain to people that nothing happened, indeed
that nothing has happened, that there has been no return of
money to the Federal Government, there is no overwhelmingly con-
vincing evidence that during this period there was any dramatic
improvement in the operation of this facility—why should we have
confidence that the system that you have described is going to be
any better than the one we have?

Dr. Davis. Well, as you know, in the medicaid-only nursing
homes, we do have the State agencies doing the surveying. Until
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1980—and, I might add, it was about September 1980, when Con-
gress did pass legislation that we had asked for—in fact, we asked
for it in 1979, and Congress did not pass it until 1980 as part of a
total package. They did give us authority to do what we call look
behind. This is the first time that we had the authority as an
agency to take what we considered to be paper reports and to say
to ourselves, well, we would like to go into that facility ourselves
and actually do our own investigation. We didn’t have that authori-
ty until, I think, it was probably December 1980.

So that with enhanced look behind, we have been aggressively
looking at the terminations, and in fact in fiscal year 1982, we ter-
minated approximately 140 facilities, and there was at least more
than a dozen of those where we had used our look-behind authori-
ty, I believe. There was disagreement, and we did proceed with sev-
eral terminations.

I think also, at that point in time, we did not have our MMACS
system, which is our automated medicare-medicaid reporting
system that I know some of your staff did visit on line. We have
made very vigorous efforts to get that system on line so that we
can track deficiencies. We can now, as you know, by computer,
track a period of years in terms of what deficiencies are, so we now
I think, find ourselves in a much improved position from what it
was back in the early days.

Chairman HEeiNz. Let’s assume for the moment the allegations
about Autumn Hills are all true, let’s assume that the allegations
about Autumn Hills as presented by the former district attorney
are all true.

Should we expect HHS to do anything ever about any of those
allegations? We paid for half the costs. Services, if you believe the
allegations, simply weren’t delivered. People, if you believe the al-
legations, died. The taxpayer has certainly come out on the short
end as well as the patients.

What do we do?

Dr. Davis. Well, Senator, as you indicated, these are alleged as
yet, and until we have a grand jury decision, we will simply wait
for their determination, except for looking at what we now have
currently.

We are concerned about the current survey status.

Chairman HEeINz. You know as well as I do that HHS isn’t sup-
posed to wait for an indictment to get money.

Dr. Davis. No; the surveys that have been recently done have in-
dicated that they are in compliance. As to what would happen in
terms of the past actions, I would have to await what kind of deci-
sions were being made by the grand jury, and we would then take
that under consideration.

Chairman Heinz. If we know that service hasn’t been delivered,
we don’t have to wait for a finding of criminality.

What is involved here is a criminal action. That is a very differ-
ent kettle of fish from the United States paying for services which
it didn’t get. What does HHS propose to do about simply the books
not adding up, whether it’s a mistake or not, involving criminal
intent.

Mr. KaprpERT. During the time of an investigation, as now, we
would be advised not to take any action because of the possibility
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of jeopardizing a prosecution. If, as Dr. Davis testified, this were
subsequently proven to be so, the avenue that we would have
would be to attempt to take disallowances, as we call them, against
the State for having paid for services that were never rendered,
and the State in turn would then have to go back against the cor-
poration to recoup. The prospect of that, I would think, would be
pretty questionable.

Senator MELCHER. Would the Senator yield?

Chairman HEinz. Be happy to yield.

Senator MELCHER. Isn't it true that this is the fourth grand jury,
and that there was plea bargaining subsequent to the actions of
other grand juries, findings of other grand juries? So there certain-
ly was a gap in between the findings and the gap between the plea
bargaining and a gap as compared to now, the fourth grand jury
investigation, which is a result of a new action, as I understand it,
by the newly elected district attorney.

Mr. KapperT. I am not aware of whether in fact there were gaps
in that particular period, but certainly the thing was continuous,
and, without getting any more into the depth of the whole thing, I
don’t think we had an opportunity at any time to intervene.

Chairman HEinz. I must say, the testimony I have just received
from you troubles me deeply, because what you are saying is, if
somebody is indicted for murder, you cannot take any action to re-
covelll' Federal Government costs, and that doesn’t make any sense
at all.

Dr. Davis. No; we are not saying that, sir.

Chairman HeINz. Well, that’s what you said.

Dr. Davis. May I clarify?

Chairman HEeiNz. Please, I wish you would.

Dr. Davis. What we are saying is—we have the power that if we
go in and visit a facility and if we determine that there is some-
thing that is life threatening at that moment in time, then we obvi-
ously can take steps to immediately remove the facility from being
a part of the payment system. Likewise we would then notify
others, as indicated earlier, if we discovered criminal actions.

However, when it is an allegation that something happened pre-
viously, until it has been proven that the allegation is so, then we
have been told that we should not do something at that point in
time. I understand what your concern is that we shouldn’t pay for
services if they were not rendered; and, indeed, if that allegation is
proven so, then we would take those steps.

But at the moment, since there is a grand jury investigation, it is
inappropriate for us to prejudge what the outcome of it would be.

Chairman HEINz. You have just said exactly what I was afraid
you had said the first time. Now, remember, we are talking about
two different things here. One, we are talking about improper pay-
ments by the Federal Government and the State for services not
rendered. All right, that is the issue that I am asking you as the
f)ergon who makes those payments, or at least a portion of them to
ook at.

Second, there is a totally different issue, as I see it, which is that
somebody else is alleging—in this case, the State of Texas—that
there is something that goes beyond that. The State of Texas is
charging that because certain services weren’t delivered, that a cor-
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poration is responsible for the deaths of people. That is what is
being alleged.

That seems to me to be a very different issue and I don’t under-
stand why that should prevent you from doing your job.

What you have suggested is that the way for somebody to avoid
getting into trouble and actually having to pay money back to the
Federal Government for services they never delivered is to get into
some kind of litigation, and HHS will just walk away from it.

Now, I don’t think you want that happen, frankly.

Dr. Davis. Well, Senator Heinz, my job is to protect the integrity
of the delivery of care and services at that moment in time, which
I would take vigorous action to do. I would point out that the pay-
ments were made several years ago and it is an alleged fact, and I
am afraid in terms of what I could do about it at this moment in
time, because of the grand jury investigation—because we had been
advised not to make an interference which might prejudge that.
Then one ought to talk to the Justice Department about those
kinds of activities.

Mr. KaprperT. We simply don’t have the facts that the grand jury
has, to begin with, proven or unproven. I mean, we don’t do the
kind of investigations or develop the kind of data that they appar-
ently have. We simply do not have that evidence.

Afterward, if it is so proven, then that evidence will exist.

Dr. Davis. I can assure you that we will monitor the situation
very carefully.

Chairman HeiNz. Well, I hear you, but I don’t understand why
you can’t tell the State health department to get you the facts.

Dr. Davis. They are part of the grand jury investigation. .

Mr. Karrert. The State attorney general has advised the State
not to give us anything as well.

Chairman HEeinz. Well, I am at some disadvantage—I am not a
prosecuting attorney; maybe Senator Melcher was at one time,
there are an awful lot of former prosecuting attorneys that are
U.S. Senators.

Senator MELCHER. If the chairman would yield, I think we are
getting into almost a perception here that—and I don’t think you
want to leave it here, Dr. Davis and Mr. Kappert—that unless the
State of Texas says that, based on the facts of the grand jury, that
there was no fraud in the use of the money, the Federal money,
that you are not going to be able to do anything, or won’t do any-
thing. And that if this drags out for years, you will never be able to
make a judgment on it.

I don’t think you want to leave that impression. I think you want
to leave the impression that there will be some significant facts re-
vealed to you very shortly. :

Dr. Davis. That’s correct.

Senator MELCHER. And that based on that you will make a final
determination whether Autumn Hills has defrauded the Federal
Government of some money they should not have, Federal dollars.
And it doesn’t make any difference on that basis whether Texas
agrees or not. You don’t have to have Texas to ever agree on any-
thing to collect U.S. taxpayers’ money, if it’s a question of fraud.
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Dr. Davis. No; what we do have to do is be careful that we don’t
prejudice the case by taking precipitous action before their action.
is done. That is what I was trying to indicate.

Senator MELCHER. And I would like, on behalf of you, and on
behalf of HHS, and on behalf of the U.S. Government—I would like
to have it stated that indeed the Inspector General of HHS and the
Justice Department are cooperating with the State of Texas on all
of this investigation, is that not a fact?

Dr. Davis. I know of no reason why we would not cooperate with
them, sir.

Senator MELCHER. Is that a fact or not?

Dr. Davis. Well, I can’t speak for the Inspector General. He has
not communicated with me in any way, shape, or form. I know
Richard Kusserow and I am certain that he would cooperate to the
best of his ability.

Senator MELCHER. I will state, on behalf of every citizen in this
country, that the Inspector General and the Justice Department
indeed do have a responsibility to carry out assistance and coopera-
tion with this investigation in the State of Texas.

- Dr. Davis. Yes. : .

Chairman HEeINz. I want to thank Senator Melcher for some ex-
cellent advice, which I hope will be taken fully.

Dr. Davis, I don’t think we have any further questions. Thank
you for coming. I anticipate that members of the committee and
myself and other committees will want to work with you quite
closely in assuring a system of quality assurance that is really
going to work.

Thank you. ’

Dr. Davis. We would be happy to work with you on that, Sena-
tor.

[On February 24, 1983, Chairman Heinz wrote to Dr. Davis re-
questing answers to additional questions for the record.! No re-
sponse has been received from Dr. Davis at time of publication.]

Chairman HEINz. Thank you.

[On February 17, 1983, Chairman Heinz wrote to GAO requesting
an evaluation of the extent to which HHS, in advancing the pro-
spective system, took into account lessons learned in the New
Jersey DRG experiments the Department had funded. GAO’s re-
sponse, dated June 15, 1983, is included as appendix item 5,
page 149.]

Chairman HEeinz. I am advised by staff that we may have re-
ceived a request from Robert Gay, president of the Autumn Hills
Convalescent Centers, Inc., in Houston, Tex. He had requested the
right to respond to any information presented here.

We certainly intend to accord him that privilege if he chooses to
press it.

Is this Mr. Gay?

Mr. GAy. Yes, sir.

Chairman HEINz. You are not obligated to, but you are certainly
entitled to.

! See appendix, item 4, page 148.
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STATEMENT OF ROBERT GAY, HOUSTON, TEX., PRESIDENT OF
AUTUMN HILLS CONVALESCENT CENTERS, INC.; ACCOMPANIED
BY ROY MINTON, ESQ., MADDIE LOCK, AND RON PULLMEYER

Mr. Gay. I appreciate the opportunity.

Chairman HEINz. Mr. Gay, I want you to do two things. I am
going to ask you to swear as to your testimony, and I am going to
ask you to identify those accompanying you.

Would you please rise and raise your right hand?

Do you swear that the testimony you are about to give is the
truth, the whole truth, and nothing but the truth, so help you God?

Mr. Gay. Yes, I do.

Chairman HeiNz. Would you please identify your associates?

Mr. Gay. First of all, for any that might not know, I am Robert
Gay of Houston, Tex., and I am the owner of Autumn Hills Conva-
lescent Centers. On my left is Roy Minten, who is my attorney, and
whereas I am going to do the presentation, I think there is at least
one question that you asked earlier, that I hope you will ask again,
dealing with the plea bargain agreement, that probably he could do
a much better job of answering than I can.

Chairman Hginz. Who?

Mr. GAy. Roy Minton.

Chairman HEINz. What is his relationship?

Mr. Gay. He is my attorney.

Chairman HEINz. I am sorry, the rules of the committee do not
-permit attorneys to respond on behalf of a witness.

Mr. Gay. All right, I will do the best I can with that question, if
it comes up.

Chairman HEINz. And the reason is, an attorney has a special re-
lationship with a client and cannot speak for the client on the
public record.

Mr. Gay. I would just ask him to answer a technical question.

t?hairman HEeinz. Would you identify the other people at the
table?

Mr. Gay. All right, on my right is Maddie Lock, who is the direc-
tor of our nursing services; in other words, she works in our cen-
tral office, supervises nurses that are assigned out of that office for
training and for inspection purposes. And on the far right is Ron
Pullmeyer, who is our executive director, and in charge of seeing
that our policies are carried out throughout our system.

Chairman Hginz. Please proceed.

Mr. Gay. All right, thank you. As I said, I appreciate the oppor-
tunity to come here, and in the interest of time I think I ought to
probably start by getting into the various things that Mr. Marks
brought up so that we can kind of go through these things rapidly.

I am a little disappointed that we couldn’t have been allowed to
come on immediately after he was up here, because I think it
would have been much easier for you to understand our answers to
his questions had they pretty well come in the same proximity.

I don’t know whether Dr. Davis has left yet, but I wanted to let
her know that I do agree with her position on the prospective pay-
ment system which I think your congressional committee is looking
into and apparently moving in the right direction.



93

- I also want to compliment her for her position on the impropri-
ety of having this case, the Autumn Hills case, tried in a public
forum like this when it is possibly going to be litigated in the
courts of Texas.

hBut since it is, I do appreciate the chance to rebut some of these
things.

Chairman HEeiNz. The Chair would note that this is not being
tried in a public forum. We have been very careful, I think, Mr.
Gay, to make sure that anything that has been stated by the pros-
ecuting attorney, or the former prosecuting attorney, has been
characterized as an allegation. The Chair himself has repeatedly
made that point throughout this hearing.

And I appreciate your sensitivity to the issue, and I am sure I
would feel the same way as you do. I would also remind you that at
the time that I announced this hearing, you were not facing trial,
you were not under indictment—your corporation was not under
indictment. You are aware of that?

Mr. Gay. Yes. We are not under indictment at this time either.
A grand jury investigation is very possible. The indictments were
only thrown out for technical reasons, and it may go back to a
grand jury. In fact, we have asked that it be taken to trial so that
we can quit being perceived as guilty without our side of the facts.

Chairman HEeINz. I understand, but just so the record is clear, I
think you are aware that.the time we scheduled this hearing a plea
bargain had been entered into, signed, sealed, and delivered, is that
not correct? : C

Mr. Gay. That’s true.

Chairman HEgINz. And therefore at that time the committee had
every right, indeed every responsibility, to look into the circum-
stances of what was, at that point, a completed case, and any re-
opening of the case that is taken since that time you have done on
your own initiative, is that not right? .

Mr. Gay. It’s not exactly right; it's up to the Galveston County
grand jury to take any further action.

Chairman HEINz. Maybe I misunderstand the situation. But did
not Autumn Hills request that the plea be vacated? Was that not
on your initiative? .

Mr. Gay. Absolutely.

Chairman HEeinz. Well, then, I think, to make sure the record is
correct, you don’t want to leave an implication that the grand jury
asked you to reopen the plea bargain, as I think that implication
was stated on the record. And I think you want to correct that im-
plication, don’t you?

Mr. Gay. Well, I'm not implying that I have asked them to
- reopen it or that they are going to. It just seems impending that
they will.

I would like to have an opportunity to comment on the GAO
report briefly after my comments on Mr. Marks’ presentation, and
possibly one or two comments on the HCFA position that was given
by Dr. Davis. I hate to miss an opportunity.

Chairman HEeINz. Please proceed.

Mr. Gay. Mr. Marks presented a very, very horrible picture of
Autumn Hills, and he did it quite eloquently. But I think you just

19-314 0-—-83——17
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heard from a very unexpert witness, and I am a little bit amazed
at the importance that you all put on his testimony.

Mr. Marks, you might not know, was but 27 years old, right out
of law school, when he stumbled onto this little dust-covered file
that he liked to tell the story about, and began working on this
case. And he has worked on it for approximately 3 years. He has
been very, very effective in presenting what he has to the grand
jury, resulting in these indictments.

I might say that his boss, who eventually fired him, probably
 should have done it much sooner, is of the opinion that he has a
very good knack for presenting 100 percent, well, 50 percent of the
data. And this is exactly what has happened here.

Only one side of this case has ever been presented, and so I
would like to have the opportunity to answer some of these points
that he brought up as we go right on through.

He sort of started off by giving the story of the little file that he
found, that nothing had really—there had been no action taken.
Well, actually action had been taken. There had been a grand jury
investigation of one of our employees who apparently had reported
some shifts covered that really weren’t covered, and there was a
thorough investigation of this, and the grand jury no-billed my ad-
ministrator. And it had not just been ignored, like he indicated.

He did come out with indictments that claimed that Autumn
Hills was guilty of murder, that we knowingly and willfully com-
mitted murder of patients. Now, this is a serious accusation; you
kind of have to wonder about this. I think maybe his lack of experi-
ence maybe caused him to not know the law, or research it through
thoroughly, but this is what came out of the grand jury investiga-
tion. A

I might say that he is very forceful in his presentation, whether
his facts are right or not, and was able to convince the grand jury
of this. I don’t think he can do this in a courtroom. I don’t imagine
he will be there to do it, but I don’t think anyone can.

And so this is why we had asked that the plea bargain be set
aside so that we can get into the courtroom where both sides of this
will be told.

There was some indication that 65 percent of the days were un-
derstaffed. We were adequately staffed, and in nearly all cases
were in compliance with the State’s requirements. Sixty-five per-

cent is a ridiculous figure.

" He talked about a shortage of food. Can you imagine a nursing
home group, 17 nursing homes, Autumn Hills, in the State of
Texas, closely located near Houston, that—I started this company
20 years ago and have been dedicated to good service—can you
imagine that we would actually single out one of our facilities, and
go out there and deny food to these people? We have a reputation
among our peers, a high reputation among the State health inspec-
tors, and we have a high reputation among the families that we
serve.

The food shortage that he seemed to dwell on was the shortage of
a formula that we serve, in this case Ensure. It's one of several
brands. It’s sort of like a little malt in a can, has about 600 calories
or so—250 calories probably in a can. And Ensure is ordered by the
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doctor very frequently when a patient is not adequately taking
other food in.

And we would offer this as a substitute if the person Jjust didn’t
like the meal; we will offer it as a supplement if we feel like the
person is not getting enough food. But it doesn’t mean that this pa-
tient necessarily has to have this supplement every day. It is only a
supplement.

We had approximately 8 patients out of 120 that were tube feed-
ers, they had a Levine tube inserted, and the only food that they
did get would be through some type of liquid formula like this.

So the statistics that they have can certainly be proven errone-
ous when you get into a, you know, more thorough examination of
what was available and what was required to be served.

He mentions that 61 percent of the time during this particular
period were sanction days, in other words, action being taken
against our company. Now, I know vou all have just gone ihrough
some questioning as to whether anybody is doing anything about
the terrible atrocities. Well, we did go through a period there
where we had sanctions placed against us, and it doesn’t necessar-
ily mean that during this 61 percent of the time that we were out
of compliance, or were doing anything wrong. This might mean
that you may have a roach in the kitchen, and you might be placed
on compliance for 30 days, and you get the roach out of the kitch-
en, you know, immediately—or you don’t have a cover on a gar-
bage can, which is something we are not supposed to do, have a
cover off a garbage can. And so that would be one of the demerits
and one of the things that you would be written up on.

So we may have sanctions placed on us; in other words, put on
compliance, which means you have got 30 days to do this, to put
the lid back on the can. Certainly we go right in there and do it.

So 61 percent of the time that we were under a sanction certain-
ly didn’t indicate that there were life-threatening situations going
on at that time. '

He speaks of the money gain, and, Senator, you have spoken of
this several times, and I hope you will question me a little bit in
detail, like you have done some others, as we get into that part of
it. But you seem to indicate that you think I took $200,000,
$250,000, that I shouldn’t have gotten and I did something with it.

This is part of what the prospective system is all about, in that
you are paid a flat rate for providing services, and you provide
those services, and you get paid that money. I didn’t get paid any
extra money for doing any of these things.

And there were implications that, you know, trips were taken,
that parties were given. Keep in mind, this is a large company: We
have 17 homes, we have 1,000 employees, we have 1,800 patients,
we have a rather large central office. A lot of these things that
might show up as flowers, and liquor, and meals, and things like
this, are normal things that are done in normal companies. When
someone is sick in the hospital, you send him flowers, maybe it's a
patient, maybe it’s an employee.

And so certainly these are expenses that are warranted. It’s just
how they happen to get coded on our cost report that raised some
questions.
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Chairman HEeINz. Let me ask you about that. First of all, this
was a GAO investigation, and it wasn’t that GAO or the committee
was claiming that these were not perfectly legitimate business ex-
penses; these were put on some kind of a report which was purport-
ed to list these as medical expenses, is that not the case?

Mr. Gay. No, it's not exactly the case. Keep in mind, I have been
in the business 20 years, and for 17 of those years I have worked in
some capacity, either with the State organization or the national
organization, in trying to develop a fair reimbursement system.
Seventeen years ago, when medicare was coming in, they took the
position that we want to audit—we want a retroactive system—and
it involved lots of audits and it was a cumbersome system that
eventually caused all nursing homes, nearly all nursing homes, to
not even participate in the program.

The prospective system allows us to come up with a flat rate that
the State agency tries to have to be fair, they want it to be ade-
quate, to provide adequate service; and, needless to say, if you want
to spend more money, you could get more service—the State is
faced with that problem. If they want this much service, they have
got to pay this much money; if they want this much service, they
pay this much money.

o there has to be a balance between what is paid and the serv-
ices that are rendered. If you want Cadillac service, you have to
pay a Cadillac price.

o, in Texas, we used to negotiate for a flat rate—this is the
system we were on 17 years ago. HCFA at that time was trying to
encourage all of the States to move toward a medicare-type reim-
bursement; in other words, a retroactive system. I, and two or
three other States, held out and said we just don’t think it's a good
system, not for the taxpayers, because it is not going to be cost con-
taining.

And now we see many years later that most of the States have
now come along with Texas and have a system that is very cost-
effective. And I have to compliment the current administration for
taking here again another step that might contain some of the
costs of services to the elderly and to the needy.

In trying to arrive at this flat rate, we have to have something to
go on. In the old days it was just horse trading; you did the best job
you could to get your rate, and they did the best thing they could
to beat you down. And we decided—and I was part of the group
that did—that it would be much better if we had cost reports that
everybody submitted on a uniform basis, and we would use that as
the basis for determining a rate. It’s a very logical way to do it.

And we started this, I think the first pilot was done in about
1976, and it has progressed through the years. The first year that
our system was audited was 1978, and under our program the Fed-
eral Government required that one-third of all of the homes be au-
dited. I volunteered that all 17 of my homes be audited. And I also
- volunteered that we would be the first ones to be audited, because I
had knowledge of this, and the firm of Haskins & Sells was award-
ed the contract to do this. They had no idea—their workers had no
idea of how to go about this, and we welcomed them in and we
showed them the proper way, you know, to understand what the
whole system was. It’s a very, very complicated system. :
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So when we come up with that flat rate, it does not mean that I
am going to get any more money than anybody else. And, as the
report shows here, the $250,000 as referred here, did not affect
what I got, it did not affect what anybody else got. But there seems
to be the implication that I walked away with a lot of money. And
I didn’t. I got just what everybody else did. o

And the implication is that, well, we probably did make lots of
money. We measure the amount of money that you make normally
as an amount per day. I made in that year, 1978, 15 cents a day—
that is less than 1 penny an hour profit, for taking care of a very
fragile, very sick, very elderly person. Now, if you think that is rip-
ping off the Government, I think you are getting a good deal.

You also got into the point that we made 100 percent return on
equity. This is a way that was looked at, at one time, by the State
of Texas as a gage for whether the industry was in a healthy posi:
tion or not. It is not a good way to look at whether you are making
any money or not, because you can actually be in the nursing home
business with no equity at all. You can lease a facility and you can
borrow the money to operate. And you may have absolutely $1 in-
vested, and your return on equity, if you made $2 profit, would be
200-percent return on your equity.

So_forget that as a good gage for measuring profitability in a
nursing home.

9Ch?airman HEeinz. How much did Autumn Hills make in 1979 and
19807 .

Mr. Gay. In 1978 we made 15 cents a day profit; in 1979——

Chairman HEeinz. No, in dollars.

Mr. Gay. In dollars? Well, if you have your calculator you can
multiply that by 365 times about 1,700 patients.

Chairman Heinz. Do you report to your shareholders?

Mr. Gay. I'm the shareholder. .

Chairman HEINz. Are you the only shareholder?

Mr. Gay. No; I have one good friend that is a shareholder.

Chairman HEiNz. So you are not a public corporation.

Mr. Gay. Right. And we do have audited statements prepared by
one of the Big Eight firms.

Chairman HeINz. Why don’t you just submit those to the GAO?
G Ng Gay. They have been submitted; we submitted them to the
AO. )

Chairman HEINz. Fine.

Mr. Gav. I might say that the average amount that is earned by
gur%ing homes in Texas during this particular year, I think, was

1.12.

[Chairman Heinz asked that the following information be insert-
ed into the record: First, Texas Department of Human Resources
meeting agenda and attachments, February 26, 1981, showing that
for the period studied return on equity (profit) in Texas nursing
homes was 33.8 percent, which exceeded every other industry stud-
ied;! second, April 27, 1981, Dallas Times Hearld article, “Texas
Nursing Homes Turn Average 33.8 percent profit”;2 and third,

1See appendix, item 6, page 161.
2See appendix, item 7, page 174.
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June 14, 1981 Austin-American Statesman article, “Do Nursmg
Homes make Enough Money?” 3

Chairman HeiNz. Excuse me a second. In those audited state-
ments, don’t you have any recollection roughly of how much money
the corporation made in 1978, or 1979, or 1980?

Mr. Gay. It will be very small.

Chairman HEeiNz. What's small in Texas?

Mr. Gay. Well, say, $278,000. I know if you were a peanut
vendor, you would say $278,000 would be a lot of money, but it
works to be 15 cents a patient day—that’s not a lot.

Chairman HeiNnz. Please proceed.

Mr. Gay. OK. There was talk about a large number of deaths.
Now, keep in mind this was presented to you by a very unexpert
expert, and how he is able to determine whether there is a large
number of deaths or not, I don’t know. Every nursing home is dif-
ferent. And we have some nursing homes of these 17 that have
very, very few deaths, because they are a type, they are an inter-
mediate type facility that really don’t take the acute cases; they
are light-care cases, and- you see these nice little ladies walking
around, and it’s just the way you would like to envision a nursing
home bemg

But all nursing homes aren’t that way. And all nursing homes
should not be that way.

This particular nursing home was a skilled facility, located very
close to the large Galveston County Memorial Hospital, which was
bulging with medicare patients being paid $300—and this is a point
I wish you would really listen to, because this is part of what your
committee is really working on. We are talking about cost-effective-
ness, we are talking about a cheaper way of doing the business.
And one place where there is an enormous amount of money
wasted in the program, the medicare program, is where patients
are kept in hospitals much longer than they need to be, at $300 a
day or more, when they could be transferred to an extended care
facility, and kept at approximately $50 a day.

This is where the bulk of the money is being lost. Only 2 percent
of the money in nursing homes even comes from the medicare pro-
gram. This is wrong; there should be much, much more of it, and
you would save millions and millions and millions of dollars.

So I hope the committee will look into that.

The people that were dying—now, keep in mind, in an effort to
make acute hospital beds available to people who need acute hospi-
tal beds, people are moved out of the hospital into our nursing
home. We were one of two skilled facilities in this area, and we
took these people.

Now, you are really not doing yourself a big favor by taking an
extremely heavy-care patient that has a prognosis that is very,
very limited; in other words, the patient probably may die in 2 or 3
weeks. And you go through the effort of taking this person in,
caring for him—they are a terminal case, they have cancer, they
die—we are not killing these people; they just died for $30 a day
instead of dying for $300 a day. But that is not every patient in our

3See appendix, item 8, page 175.
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nursing home. It is just that our proximity and our type of care in
that facility allowed us to take care of that type of patient.

Chairman HEeINz. As I understand your concerns, your concern
and the reason you wanted to appear is that you wanted to clarify
on the record some of the things that Mr. Marks said. The two
things you have mentioned—well, one of the two things he’s said
you have mentioned, and that is you have talked about the formu-
la. The other allegation——

Mr. Gay. Talked about what?

Chairman HEINz. The administration of the nutritional formula.

The other allegation that Mr. Marks made involved nursing
shortages. Let me just clarify this, because we could be here all
afternoon, and I can’t have the hearing all afternoon, because
there is another hearing in a couple of minutes, and some other
committee that I have got to——

Mr. Gay. I hope I won’t have more than 2 more minutes.

Chairman HEeinz. Well, T can’t guarantee that; you have had
about half an hour. But you can submit something for the written
record, if you would like.

One of the most frequent criticisms that was made relates to
nursing shortages. Now, criticism comes not just from Mr. Marks,
but comes from State health agency, it comes from medicare
records, and it comes from the GAO. Now, you denied that there
weren’t nursing deficiencies at Autumn Hills during this period.

N Mr. Gay. There were from time to time; there are in all nursing
omes.

Chairman HEeinz. All right, it has also been alleged, according to
Mr. Marks, that the formula that you discussed was the only for-
mula purchased by Autumn Hills; he alleged that it was not a sup-
plement, although it may have been marked as such, but that for a
number of patients it was the sole source of nutrients. And in those
cases, I understand, the procedure at nursing homes, a tube is used
and the nutritional supplement is administered; it is not a question
of whether peopie want it or not, it is what they are supposed to
get. )

And are you stating, just so I understand you correctly under
oaith,?that the necessary quantities really were on hand at this fa-
cility?

Mr. Gay. Yes; I am saying that we had enough on hand to do the
job. He assumes that we have to give these people this formula all
the time and that they are all tube feeders, and they are going to
die if you don’t put—there were only 8 out of all of these, out of
approximately 33 people that were on some type of supplemental
feeding like this. Some of them just hate the stuff and won’t take
it. And don’t need it.

Chairman HEinz. The other allegation that you objected to was
the implication that you are making a lot of money out of this, and
that somehow your financial incentives outweighed your commit-
ment to quality care.

Now, let me just see if I understand the situation. The GAO es-
sentially found in 1 year about a quarter-of-million-dollars’ worth
of what some people would call executive fringe benefits, expense
account items. Nothing illegal about them per se, but they were ex-
pense account items, a quarter of a million.
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You have indicated that the corporation made, as I understand
it, about a quarter of a million dollars—you weren’t too specific as
to that.

What did you yourself, in addition to those, pay yourself? I'm
sure you are going to have an idea of what you paid yourself
during this period.

Mr. Gay. $100,000 a year.

Chairman HEeinz. About $100,000. Now, is the coowner of this
also a paid employee?

Mr. Gay. No; he is not.

. Chairman HEINz. So we are not talking about nickels and dimes
here; we are talking about a fair amount of money.

Mr. Gay. We are talking about 17 nursing homes.

Chairman HEeINz. Yes; we certainly are. But my impression was
that you wanted to leave an implication that this is just pennies a
day. Frankly, to most Americans a quarter-of-a-million-dollars ex-
ecutive expense account is a lot of money, a quarter-of-a-million
dollars’ profit is a lot of money, a $100,000 salary is a lot of money.
You have a perfect right to it as long as you deliver quality care—
you have a right to make an honest profit. No one is questioning
that. You have a right to have fringe account or expense account
benefits—no one is questioning that. You have a right to get a
decent salary in 17 nursing homes—that is a lot of nursing homes.

But I don’t want you to leave the implication on the record that
this is just nickels and dimes either. That is what we want to be
clear on.

Senator Melcher.

Senator MeLcHER. Well, I think the point has come up, Mr. Gay,
that out of this 17 nursing homes that—some of the testimony was
presented to the committee that 15 of those 17 on review consist-
ently were outstanding, but two were——

Mr. Gay. Thank you for bringing it up.

Senator MELCHER. But two were not.

Mr. Gay. That's right.

Senator MELCHER. And the allegations involved one of those two.

So I think we can all understand how in a group of 17, some are
going to be better than others. I think what our concern is, if this
one that is involved in the allegations was not better, what was the
reason for it, and were there differences in that one that you are
aware of yourself, and what was done to correct or to alleviate
those conditions?

Because you had to be aware that there was a difference; you
must have reviewed the findings and ratings. And what specifically
did you do to try to bring this one we are concerned with up to the
right level?

Mr. Gay. All right, you mentioned that there were two that did
not qualify for a superior rating. One of them was this Texas City
nursing home. We were in the middle of all of this, there were
changes in personnel. It did not qualify. It is a superior-rated nurs-
ing home at this time. I have to point out that when we did have
78 percent of our nursing homes that were superior rated, the
statewide average was only 30 percent superior rated. Certainly we
get some credit for that.
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Senator MELCHER. I think more to the point is the allegation—it
seemed to tell us that adequate nutrition was not supplied in this
one.

Did you not find that there were some shortcomings?

Mr. Gay. Absolutely not. We went in and did an audit on all of
these things, the same as the GAO report here.

Senator MELCHER. And you found nothing wrong?

Mr. Gay. No.

Senator MELCHER. I'm not just speaking of the day you walked
irﬁ. Igid you find nething wrong in the past, in the months before
that?

Mr. Gav. Oh, yes. We always go into a nursing home and find
something wrong. This little lady here goes in there just like a
State inspector, and——

Senator MELCHER. I mean seriously wrong. I know there is
always going to be deficiencies.

Gay. No, we didn't find anything sericusly wrong in that
nursing home.

Senator MELCHER. And you satisfied yourself that there had
never been anything seriously wrong there and that the operation
of that particular nursing home should have showed up just as well
as all the rest of the comparable nursing homes—because I also un-
derstand that of the 17 you have, they are not all necessarily com-
parable, due to age group, type of patients that are in some of the
nursing homes.

Mr. Gay. I am satisfied that was a very good nursing home and
that we were giving good patient care there.

Senator MELCHER. And there was nothing to the allegations at
all? Is that right?

Mr. Gay. She would like——

Ms. Lock. I'm Maddie Lock. The allegations were made by an
employee, a State employee, who had a grudge against our admin-
istrator. There was quite a few allegations made.

Senator MELCHER. Now, you are making an allegation that the
State employee had a grudge against the administrator.

Ms. Lock. There was quite a few——

Chairman Heinz. Excuse me, I have got to ask that Mr. Gay only
speak. He is the only sworn witness. And I am sorry, we cannot,
particularly in a matter of this great sensitivity, allow unsworn tes-
timony.

Mr. Gay. May I pick up from where she left off then, and say
that during this time we had this unrest, we had unusually bad in-
spection reports that were instigated by an ex-employee of ours.
And I don’t want to be too critical of her, because I think she was
not that bad of an inspector; I think there was just a personality
clash between this lady and my administrator. I think both of them
were at fault that this thing really got to this point. But this is the
beginning point for all of these problems that we had.

She was subsequently pulled off as our inspector, and it was al-
luded to by Mr. Marks that somehow or another we were able to go
around the backrooms and get her pulled off. Well, it's a State
health department policy that your ex-employee will not be your
inspector, for two reasons: One, they can be overly friendly, or they
can have an ax to grind. And it should not happen. And Dr. Bern-
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stein of the health department was right when he pulled her off.
Things got better after that.

Senator MELCHER. Mr. Gay, the confusing part of this is that in a
plea bargaining, it is my impression that you admitted to negli-
gence.

Mr. Gay. No; and this is why we backed out, because the public
perceived our admission of guilt.

Senator MELCHER. Please describe for us exactly what your plea
was.

[Mr. Gay and Mr. Minton confer.]

Mr. Gay. It’s hard to keep these attorneys quiet, you know. He
says that Mr. Marks was given an hour to speak on this subject,
and that we should, you know, hopefully be given the same amount
of time, and that he would l1ke to speak for 5 minutes on the plea
bargain deal.

Mr. MINTON. Mr. Marks was the attorney.

Chairman HEeiNz. Excuse me, sir.

Senator MELCHER. No, wait a minute.

Mr. MinTON. And I am the attorney for Autumn Hills.

Senator MELCHER. What was your plea?

Mr. GAy. It was a nolo contendere; in other words, we agreed not
to contest this—now, this was a plea bargain agreement between
us and Galveston County, so that we could finally put this thing to
bed and get on with——

Senator MELCHER. Agreed not to contest what?

hMr GaAy. The plea bargain, which—their side of the deal was
that——

Senator MELCHER. What was the charge?

Mr. Gay. The charge would be reduced to involuntary man-
slaughter, and that we would be put on probation for 10 years, and
the judge, after 2 years, would rule not guilty in the case.

Senator MELCHER. And you agreed to that?

Mr. Gav. I agreed to that, yes.

Senator MELCHER. Now, the involuntary manslaughter would be
on the basis of what? What was it that created the 1nvoluntary
manslaughter?

Mr. GAy. It was on the basis of just getting out of the thing and
getting back to business.

Senator MELCHER. No, no, I may not be explaining myself. You
acc‘;epted that, and what would cause the involuntary manslaugh-
ter?

Mr. Gay. I don't know; I don’t think that they could prove invol-
untary manslaughter, or neghgent homicide, or anything.

Senator MELcHER. Did the district attorney charge in this plea
bargaining, the Texas State Justice Department, did they say that
involuntary manslaughter resulted from a series of negligent
events at this particular nursing home?

Mr. GAy. This was the agreed indictment between my attorney
and the district attorney.

Senator MELCHER. Now, you disagree with that?

Mr. Gay. Well, at the time we went into this, we were told by
everyone, look, this is the best thing to do, you know, stop spending
gne%ney, get on back to business, and we can get this thing put to
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- And when we agreed to this, Maddie, and Ron, and my wife,
walked out in the hallway and we said: Why aren’t we happy? Sup-
posedly it’s over with now, why aren’t we happy with this? Well,
the reason we weren’t happy is that we know that people are going
to perceive. this as an admission of guilt, and it stuck in our throat.

Senator MELCHER. Now, you are testifying today, not just on
yourself, but on behalf of the employees, that to your knowledge
therg was no negligence at this particular nursing home, is that
true’

Mr. Gay. Absolutely.

Chairman HEINz. I have just one last question. Was the inspector
of the State named Betty Korndorffer that you referred to?

Mr. GAy. Yes.

Chairman HEINz. Now, did I understand you to say she had been
an employee of Autumn Hills, is that correct?

Mr. Gay. Yes; that’s correct. )

Chairman HemNz. Does ihe Clear Lake Care Center have any re-
lationship to Autumn Hills?

Mr. Gay. No. i

Chairman HEINz. I am puzzled, then, because I am advised that
that person was an ex-employee not of Autumn Hills but of Clear
Lake Care Center, at least was also an employee of that facility at
one time.

She inspected both that facility and your facility, you are saying,
when she was working for the State?

Mr. Gay. Well, I can’t say whether she was inspecting there, but
she was inspecting another one of our facilities at the same time.

Ch?airman Heinz. But she had been an employee of yours at one
time?

Mr. GAy. At another facility.

Chairman HEeINz. And then she went to work for a second facili-
ty.
Mr. Gav. No; it was just the reverse of that. ’
Chairman HEINz. She had come to you after she had been with
this other place.

Mr. Gay. Yes. Keep in mind, we had no problems with Betty
Korndorffer in this other facility; I am not trying to indict her for
being, you know, an idiot by any means. She was not really a bad
person; she just had a conflict with this particular administrator.

Chairman Heinz. Well, Mr. Gay, I understand you do want to
testify some more.

Mr. Gay. Can I wrap up with the GAO in about 5 minutes?

Chairman HEeINz. I cannot chair this hearing any longer. I apolo-
gize to you for that, it was not my intention. We had scheduled this
hearing to end at 12:30.

We only found out yesterday about your intention to testify. We
would be happy, however, to receive for the record any sworn state-
ment that you care to make.! You have had, I think, some opportu-
nity, perhaps not as complete as you would like, to put the facts on

! No additional statement has been received as of publication date.
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the record. And we do thank you for being willing to appear-—we
appreciate it. And we thank your associates for observing the rules
of the committee permitting you to put the case forward.

I must regrettably adjourn the hearing.

[Whereupon, at 2:12 p.m., the committee adjourned.]
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APPENDIX

MATERIAL RELATED TO HEARING

ITEM 1. SUBURBAN MEDICAL REVIEW ASSOCIATION AND ESSEX PHYSICIANS REVIEW
ORGANIZATION REPORTS, SUBMITTED BY DENNIS J. DUFFY, EXECUTIVE DIRECTOR,
SUBURBAN MEDICAL REVIEW ASSOCIATION, INC., KENILWORTH, N.J., AND B. MARC
ALLER, EXECUTIVE DIRECTOR, ESSEX PHYSICIANS REVIEW ORGANIZATION, INC.,
SOUTH ORANGE, N.J.

OVERVIEW AND HIGHLIGHTS OF THE 1983 PROPOSAL

The proposal addresses all pertinent areas and functions of the SMRA's
operation. It houses a description of the management cpcratioin uvi the -~
corporation as well as the actual review system functions.

The plan demonstrates the SMRA's ability to perform DRG analysis, utilization
review and quality.assurance at a very reasonable cost. There are a few areas
which will rely on hospital and Department cooperation. One particular area
is the analysis section, where the SMRA must receive historic UB-PS data

tapes and Hospital DRG Management Reports in order to deliver the analysis
proposed.

A. The Review System - The Utilization Review function is performed by the
use of a highly concentrated Admission Review Program which will look at all
admissions except normal delivery and healthy newborns. .

The Continued Stay Review Program will use the cyclic review system,
with review being assigned for up to every five working days.

The Retrospective Review, or our Quality Review Study Program, will
require two individual hospital studies and three areawide studies per year.

The system will also perform occasional special studies as deemed
necessary. Special psychiatric studies have and will be performed. 1In
addition, the SMRA has a Program Impact Section on the Utilization Review
Worksheet which is utilized to document Nurse, Social Service and normal Peer
Review Interaction.

The SMRA has a comptehenszve program of Discharge Plannzng which is .
coordinated with the individuval hosplta7 personnel.
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B. Monitoring and Oversight

The proposal demonstrates in detail the SMRA monitoring methodology which
began with use of our delegation criteria and assessment of the area
hospitals. This process continues through two formal monitoring visits at
each hospital each year. The delegated hospitals are given the
responsibility of performing review in accordance with our systematic
requirements, and, if they continue to meet our compliance standards, they may
retain their delegated status, according to our Monitoring and Delegation
Plans. If these institutions do not perform well, they become subject to
these same delegation criteria for removal of delegation.

The monitoring program has a simple basis; through the visits to the
hospitals, we can identify problems and achieve their resolution through-
corrective-action plans.

This ongoing process of monitoring manages to keep the system runnzng as
smoothly as it should with the desired results. . P

C. Dbata and DRG Analysis

The normal Data collectzon (NJUP) and ptocessxng {South Carolina Medical
Building) continues, but many DRG[/case-mix reports and analysis sets have been
completed to satisfy the Department's requests.

Three new sources of data will be used (if SMRA can receive clearance to
get them); namely, UB-PS, Y-tape and selected DRG Management Reports.
Through these data sources, the SMRA will attempt to analyze and evaluate the
DRG system and be able to locate areas for concentration in the future. The
analysis will enable the SMRA to evaluate the case-mix system within each
hospital with the ability to compare functionally specific data on cost and
quality. The Association will be able to perform areawide and individual
hospital comparzsons which should beneflt the Department, Payor and
Institution.
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QUALITY ASSURANCE PROGRAM SUMMARY

During 1982, the SMRA completed four original Quality Review Studies (QRS) and
three reaudits, performed one special study and conducted concurrent quality
assurance for four surgical procedures. The following summarizes problems
identified, action taken and impact demonstrated, where applicable, as a
result of these studies.

" 1. Quality Review Studies

A-6 Urinary Tract Infection - The original study teveéled problems in

four major gquality areas, as well as with documentaton in physician
progress notes. Hospitals were required to conduct continuing-
medical-education programs for physicians and inservice training for
nursing staff. A reaudit was conducted in the summer of 1982, and
impact was demonstrated in the following areas:

Origina .
Study Reaudit % Change
Validation of Diagnosis (100%) 95 % 100 % + 100 %
Indications for Catheter Use (100%) 74 88 + 54
Use of 3-way Foley (0%) 45 6 - 87
Sterile Drainage System (100%) 40 80 + 67
Antibiotic Use (100%) 78 a5 + 32
Documentation of UTI in Progress
Notes (100%) 49 60 + 22

Cerebrovascular Accident - A follow-up reaudit in 1982 on
CVA indicated impact in the following problem areas:

. Original Reaudit % Change
Referral to Rehab Services ’ 84 % 88 % + 25 %
within 72 hours of admission
Referral to Discharge Planning
within 7 days of admission 78 94 + 73
Abdominal and Vaginal Hysterectomy - After implementing

areawide and hospital-specific corrective-action plans, the
following impact was noted at reaudit:

Original Reaudit % Change

Surgical Indications (100%) 98 % 100 % +100 2
Post-op Morbidity (0%) 26 15 - 42
Urinary Tract Infection (G%) 9 4 -~ 55
Wound Infection (0%) q 1.3 - 67
Use of P.A.T. 88 93 + 42
Length of Stay:
. Pre-op (all cases) 1.6 days 1.7 days
felective) 1.4 days 1.1 days ~-.3 day
. Total (all cases) 9.2 days 9.3 days
felective) 8.9 days 8.0 days -.9 day
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Permanent Pacemaker Insertion- Original study completed March 1982.
Problems were identified in three major arcas: 1) inappropriate
indications for 5% of pacemaker implants; 2) high post-operative
length of stay; and 3) lack of post-operative chest films.
Incidental findings included inaccurate coding due to iIncomplete
diagnoses recorded on the face sheet, and excessive variation
between actual pacemaker cost (manufacturer charges) and hospital
markup (patient cost). A reaudit will be conducted in March 1983,
and will focus on the above-noted problems.

A-10 Acute Myocardial Infarction - Original study completed March 1982.
Problems identified in the following areas: 1) inappropriate
diagnosis of M.I. in 4% of cases; 2) high mortality rate; 3)
inappropriate utilization of monitored beds. Hospitals were
specifically asked to address the issue of appropriate bed
utilization to alleviate bed shortages for critically ill patients.
A reaudit will be conducted in April 1983, and will focus on the
foregoing problems.

A-11 CAT Scans of the Head - Original study completed May31982. No
problems were reported on appropriateness of indications for head
CAT scans. However, problems were identified regarding timely
performance of scans and over-utilization of brain scans and EEGs.
A reaudit will be conducted in early 1983 to monitor reduction in
the time period for performerce of CAT scans, to determine
decreased utilization of brain scans and to assess continued
appropriateness of indications for CAT scans.

A-12 Upper G.I. Endoscopy - Original study completed November 1982.
Identified problems pertain to lack of indications for performance
of endoscopies and lack of anr upper G.I. series prior to endoscopy.
A reaudit will be conducted during the latter part of 1983.

2. Special Study - Respiratory Complications

An in-depth study on the increasing post-op respiratory complication rate in
cholecystectomy patients was conducted by SMRA physician and nurse reviewers
during 1982. The study revealed a 12% cocumented rate of post-op
complications (pneumonia, pneumonitis and atelectasis) occurring in high-risk
patients.

Corrective action included the performance of continuing-education programs
for physicians to instruct them in proper identification of high-risk
patients, performance of pre-op pulmonary evaluations and prompt delivery of
respiratory therapy when clinically indicated. :

Concurrent monitoring of all cholecystectomy cases will be conducted during
January and February 1983 to ascertain the effectiveness of the educational

sessions and the decrease in the respiratory complication rate.

3. Concurrent Quality Assurance

A. The SMRA conducted a six-month concurrent guality assurance study
addressing the medical necessity for performance of four major
procedures: cholecystectomy, abiominal hysterectomy, vaginal
hysterectomy and permanent pacemaker insertions. All cases were found
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to be compliant with the criteria; it was determined that the procedures
were being performed appropriately and were medically necessary.
However, two cases were identified which noted positive radiologic
findings for stones, bul no evidence of stones was found during surgical
or pathological evaluation. A subsequent chart review revealed problems
at two hospitals and this issue will be addressed more fully during
1983.

B. In an effort to intensify review in psychiatry, the SMRA recently
implemented a formal quality assurance psychiatric review program.
Criteria were developed encompassing admission appropriateness,
quality of care and identification of inappropriate lengths of

stay. Specifically, the criteria addressed: 1) justification for
admission; 2) treatment plan; 3) frequency and appropriateness of
medications; 4) indications for ECT; and 5) administration of
lithium carbonate. ’

To date, data have identified the inappropriate use of multiple
psychiatric medications as a major problem arez. Furtiwer investigation
and currective action will be taken by the SMRA in 1983.

Quality assurance plans for 1983 include an in-depth assessment of the
quality of care rendered by mobile intensive care units (MICU) for
patients with cardiac arrest. An areawide quality review study will
begin in January 1983.

19-314 0—83——38
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SUBURBAN MEDICAL REVIEW ASSOCIATION
AREAWIDE QUALITY REVIEW STUDY A-14

" MANAGEMENT OF VENTRICULAR FIBRILLATION BY MICU TEAM

STUDY SPECIFICATIONS

OBJECTIVES

1. To determine the incidence of cardiac arfeét among the MICU

runs, .and ?he incidence of ventricular fibrillation as the
first cardiac rhythm disturbance.

2. To assess the timeliness of defibrillation and intubation

by the MICU Team

3. To evaluate the appropriate sequencing of drug therapy in

the management of ventricular fibrillation.
PATIENT POPULATION

Include: patients with ventricular fibrillation as first recorded cardiac
rhythm; patients developing ventricular fibrillation as first arrest state
rhythm.

SAMPLE SELECTION

Sample Size: 50 cases

Sex: Male and Female

Age: Exclude all patients under 20 years of age

Time Period: July 1, 1982 through February 28, 1983

Data Source: MICU Run Forms

Items For Committee Information

1. Status on arrival:
. cardiac arrest or respiratory arrest (witnessed or unwitnessed)
. time CPR was started; by whom

. estimated anoxic time

'2. Type of intubation

{esophageal, endotracheal, oral airway)

3. Time of arrival of MICU Team

4. Duration of code
5. Patient outcome

6. MNumber and type of cases converted to other-cardiac rhythms and
transported to hospital in stable condition.

7. Weight
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SUBURBAN MEDICAL REVIEW ASSOCIATION
_ AREAWIDE QUALITY REVIEW STUDY A-14

" JREATMENT OF VENTRICULAR FIBRILLATION BY MICU TEAM

SCREENING CRITERIA

. Defibrillation Conducted:

. within one minute for monitored
cases

. within five minutes of arrival
for unmonitored cases

- Initial defibrillator charge of
200 - 300 joules

. Repeat.defibhrillaticn conducied

for persistent ventricular
fibrillation (charge = 200 -
300 joules)

.. IV Tine established after

- defibrillation and within 10
minutes of defibrillation

. Exceptions:

a) IV started prior to
occurrence of monitored
ventricular fibrillation

Intubation begun within 10 minutes
of arrival of MICU Team or occur-
rence of monitored Ventricular
Fibrillation

. Epinephrine (Dose = 0.5-1 mg)
given IV or endotracheal prior
to 3rd defibrillation

IV Sodium Bicarbonate (Dose = 1-2
amps) administered prior to 3rd
defibrillation

. Exception:. IV unable to be
started

. Third defibrillation conducted

with charge of 300 joules or
greater

INSTRUCTIONS FOR DATA RETRIEVAL

1. Monitored = patient on monitor
and under treatment by team
when conversion to ventricular
fibrillation rhythm occurs.

Unmonitored = Ventricular
fibrillation occurs prior to
arrival of MICU Team or prior
te use of cardiac monitor

3. Defib x 2 - counts.as two
defibrillations

(L]

Specify whether esophageal or
endotracheal

6. Specify route: IV or

Endotracheal

7. Specify amount: 1 or 2 amps

8. Specify charge
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SCREENING CRITERIA

INSTRUCTIONS FOR DATA RETRIEVAL

13.

14,

. Brgtylium 1V (350-500 mg or 5 mg per
kg :

- or
vidocaine IV (50-100 mg) administered

after 3rd defibrillation

Fourth defibrillation conducted
following Lidocaine or Bretylium
administration with charge of
300 joules or greater

Second dose of Bretylium IV (at 700-
1000 mg or 10 mg per kg) or- R
Lidocaine IV Bolus (50-100 mg)
given after 4th defibrillation

. Second and subsequent doses of IV

Sodium Bicarbonate administered
At 10 minute intervals for duration
of code*

DURATION MIN. DOSE MAX. DOSE
1-10 min. 2 3
. +-20 min. 3 4
21-30 min. 4 5

Repeat doses of Epinephine {0.5-1mg)
at least twice during first twenty
minutes of code. .

Fifth defibrillation conducted with
charge of 300 joules or more

9. Specify type of medication
and dose used. Should state
bolis; do not accept IV drip.

10. Specify charge

11. Sbecify type and dose of
medication used

12. Count time from onset of
monitored ventricular
fibrillation to transport or
expiration

Specify dose

13. Count time from onset of
monitored ventricular
fibrillation

14. Specify charge

15. Discontinue review of the code
after 30 minutes of resus-
citation for persistent V-Fib

or - :
after conversion to any other
cardiac rhythm
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DENNIS 3, DURFY
EXECUTIVE VICR PRESiDRNT

CHARLES DOOLEY, M.O,
HZOCAL DIRECTOR .

February 1983

. Hospital

New Jersey

_Dear Dr,

During a recently completed areawids 5ualitly review
stody on "Upper GI .Endoscopy”, the Suburban Medical
Review Association identified a possible aberrant
practice pattern at your institution. Analysis of

the Physician Profile revealed that the cases belonged

‘to Physician

In accordance with Sections 1155 and 1160 of the

Social Security Act, SMRA has overall responsibility

for the identification of unusual patterns within the

area and to insure that care provided is consistent

with professionally recognized standards. Therefore,

the SHRA Board of Trustees has requested that Physician
meet with an Ad Hoc Peer Committee consisting of

two members of the Gastroenterologist Subcommittee and

the SHRA Medical Director. The purpose of the meeting

will be to discuss the findings of .the quality review

study and the appropriateness of the indications for

the procedure. 1t would be worthwhile to have available

‘some of the records for suitable discussion.

In order to set up a mutvally convenient meeting time

please ask Physician +0 contact Dr. Charles Docley,

SMRA Hedical Director, at his office at 233-7878 by

March 4, 1983. Usually, Wednesday afternoons appear to

be convenient for most physicians.

'ank you-for your continued cooperation.
! -

Sincerety,

@ﬂ//@a%’m.\ CQabrs

David Kdufman, M.D.
Chairman, Endoscopy
Subcommi ttee

cc: President of Medical Staff
Administrator

Charles E. Dooley, Jr., M.D.
Medical Director
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CONCURRENT REVIEW ACTIVITY SUMMARY

1. Acute Length of Stay

a. Medicare ~ The acute ALOS for Medicare patients for the period January
through November 1982 was 11.3. For the year 1981, the acute ALOS was

11.9.

Discharges Acute Days Acute ALOS
1981 . 25,895 308,608 - 11.9
1982 24,755 280,840 11.3

To date, this has resulted in an average reduction of 5%. For
specifics, refer to Exhibit I.

Medicaid - Noﬁ—de]egated review of Medicaid patients started with the

b.
admissions of February 1982, Available data show a reduction in ALOS
of 6.9%. - .
Discharges Acute Days " Acute ALOS
1981 6,033 38,676 6.42
1982 5,455 32,618 . 5.98

For specifics, refer to Exhibit II.

c.*Blue Cross of New Jersey - The acute ALOS for Blue Cross of New Jersey
patients for the period January through November 1982 was 5.6. For
the third and fourth gquarters of 1981, the acute ALOS was 6.0. .

Discharges Acute Days Acute ALOS
1981 11,191 67,478 6.0
1982 28,681 161,365 5.6

For specifics, refer to Exhibit III.

d.*Commercial /[Other -~ The acute ALOS for Commgzcial/Other patients for
the period January through November 1982 was 5.8. For the third and
fourth gquarters of 1981, the acute ALOS was 6.4.

Discharjes Acute Days © Acute ALOS
21981 i 8,926 56,975 6.4
1982 : 26,202 152,385 5.8

For specifics, refer to Exhibit IV.

2. Monitoring - Formal and informal visits were conducted semi-annually at
all seven acute-care hospitals. The areas monitored were:

. Concurrent review activities

. Appropriateness of Review Cuordinator and Physician Advisor
decisions

. Discharge planning activities

. Certification procedures

. Quality review studies
Data gquality and DRG validation

* pue to incompatible comparison data because of non-Federal phase-in, no
days of care report is being noted at this time.
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As a result of these visits, the SMRA de-delegated the Physician Advisor ’
function of the review system at Hospital 605; and rescinded the
probationary status for the Physician Advisor function at Hospitals 601
and 606.

DRG Appeals and Reconsiderations - January through December 1982

a. DRG Appeals -

: DRG Reversed Rate ' . Total
Upheld Charqges Modified . Hearings
38 11 - ' 2 51

b. Reconsiderations

Hospital Decision Hospital Decision Total No.
Upheld Modified Cases

-18 7 z5
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ESSEX PHYSICIANS' REVIEW ORGANIZATION - ESSEX COUNTY URO

UTILIZATION REVIEW PROCESS UNDER CHAPTER 83, L. 78

1. 1982 UR Data

The table below displays EPRO's UR statistics .-from January through
December, 1982 for Medicare and Non-Federal patients, and frem

March through August, 1982 for Medicaid patients (EPRO's non-delegated
Medicaid review program was implemented on March 1, 1982).

CERT CERT TOTAL TOTAL
PAY SQURCE DISCHARGES DOC ALOS DOC ALOS DENTALS
MEDICARE 35383 442009 32.5 471463 13.3 1350
MEDICAID 18598 112636 6.0 118788 6.3 980
NON-FEDERAL* | 58513 375289 6.4 377386 6.5 443

* The Non-Federal data reported above reflects only those
hospitals under DRG review prior to October 1, 1982 -
12 of the 16 Essex Counly acute care hospitals., Nine
hospitals were ‘implemented for DRG review in March, 1981,
two hospitals were implemented in June, 1982 and one in
July 1982, The remaining four hospitals were implemented
after October 1, 1982,

11. Impact
A. Medicaid

EPRO reports a significant reduction in Medicaid discharges and

days of care since the implementation of non-delegated review

March 1, 1982. The display below clearly demonstrates the decreases
in discharges, certified days of care, total days of care and costs

per diem for the six month periocds of March - August 1981 and 1982,

CERT CERT TOTAL | TOTAL TOTAL COST
YEAR | DISCHARGES DoC aLos | poc ALOS | DENIALS | @$300/CERT
- : DAY
1981 20343 123736 6.0 1126597 6.2 350 |$37.120 800
1982 18598 112636 |. 6.0 l118788 6.3 980 {533.790.800
CHANGE | -1745 -11100 - -7809 | -+.1 +630 15-.3.330.000
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B. Medicare

A comparison of EPRO's UR data for Medicare appears below. The
time periods being compared are January through September, 1981
and January through September, 1982,
CERT CERT TOTAL TOTAL
YEAR DISCHARGES DOC ALOS Doc_ - ALOS DENIALS
1981 34015 423199 12.4 454155 13.4 1342
1982 35383 442009 12.5 47i463 13.3 1350

C. Non-Fe

deral

A comparison of EPRO's UR data for Non-Federal patients appears

below.

comparison because the nine hospitals were implemented for DRG review

on March 1,

sporadxcally as part of EPRO's '"phase-in" plan for DRG implementation.

1982.

The time periods being compared are March through September
1981 and March through Scpiembper,

Although only 9 of Essex
County's 16 acute care hospitals are reflected in this display, it
must be noted that these time periods were chosen as a basis for

1981 while the other 7 hospitals were implemented

CERT CERT TOTAL TOTAL =
YEaR | DIscHarGes| bpoc ALOS DOC *ALOS DENIALS
1981 40876 249229] 6.1 | 249854 6.1 183
1982 42333 267655| 6.3 | 268734 6.4 231

D. Conclusion

EPRO's non-delegated Medicaid review program showed significant impact
in 1982. Major reductions were reported in discharges, and certified
and total days of care. As a result of these reductions, EPRO's non-
delegated review program reports a savings of more than $ 3 million

to Medicaid for the six month period studied.

Although the 1981/1982 statistics reported for Medicare do not show
reductions in the UR categories displayed, the actual difference in
numbers reported is insignificant. In 1982 EPRO maintained the
proper utilization patterns set in 1981.

EPRO is not able to report any reductions in the 1982 statisticé
displayed for Non-Federal patients. However, the problem is being -
addressed and improvement in UR performance is anticipated in 1983,
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III. AREAWIDE IPPB RESTUDY - IMPACT

Early in 1980, EPRO was invited to participate. in a multi-PSRO

study of IPPB Therapy coordinated by the Colonial Virginia.Founda-
tion for Medical Care. The purpose of this study was to determine
actual practice patterns across PSROs in the treatment of diseases
which could be more effectively or just as effectively treated with
hand-held nebulizers, incentive spirometry and chest physiotherapy.

Thirty (30) PSROs participated in the original study representing

28 States, 502 hospitals and 21,477 patients. The data revealed

that nationwide 58% of the cases studied did not meet the criterion
for use and 40% of the cases did not meet the criterion for continued
usage of IPPB.

Thirteen (13) Essex County hospitals participated in the original
study which involved 432 cases. Essex County results revealed an
excess number of orders for IPPB as well as prolonged duration of
treatment based on predetermined criteria.

EPRO initiated a restudy of IPPB Therapy on June 23, 1982. Although
two hospitals did not submit the necessary data in the original study
and therefore were not represented in the comparison totals, there
was a significant (68%) decline in the number of patients admitted
and treatments administered for IPPB in January , 1982 vs. January,
1980. Conversely, there was a significant (52%) increase (comparing
the same time frame) in the number of patients receiving incentive
spirometry, indicating a trend away from IPPB toward other forms

of. respiratory therapy. C=

Comparison of data collected from respiratory therapy departments
of the nine (9) hospitals also reflected significant impact.

One hospital with a 92% variation rate for ¥ndications and a 100%
variation rate for Duration of Treatment in the original study dis-
continued using IPPB Therapy as a result of findings from the original
study. As a result of the restudy, another hospital stated that

the use of IPPB Therapy would be phased out in the facility.

#/% Variations T
Original Restudy
Criterion I (Indication) 224/63 51/30

Criterion II( Duration) 214/60 50/29

Each of the nine Essex County hospitals participating in the restudy
was asked to retrieve 25 patient records in which IPPB treatment was
given with or without accompanying chest physiotherapy between
January 1, 1982 and April 30, 1982. Records were chosen by random
sampling, excluding patients under age 15. Two criteria from the
original study were restudied: Indication for IPPB and Duration of
Treatment. -
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‘It is estimated that the total cost savings realized by Essex
County hospitals as a result of EPRO's IPPB Therapy study amounted
to more than $94,500. -

IV. DRG Appeals

In 1982, EPRO processed 295 appeals including 161 medical necessity
appeals and 134 DRG-related appeals.

The activity can be summarized as follows:

eMedical Necessity Appeals

TOTALS UPHELD REVERSED MODIFIED

MEDICARE 30 14 11 5
" MEDICAID 120 o8 46 16
NON-FEDERAL 11 9 1 1

eDRG-Related Appeals

TOTALS UPHELD CHANGED

DRG ASSIGNMENT 42 32 10

EQUITY 92 6 86
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ESSEX PHYSICIANS’ REVIEW ORGANIZATION, INC.

15 VILLAGE PLAZA, SOUTH ORANGE, NEW JERSEY 07079  (201)763-8300

ACUTE MYOCARDIAL INFARCTION

STUDY SUMMARY HARRATIVE

Essex Physicians' Review Organization (PSRO Area 1V) conducted its
first AreaWide Medical Care Evaluation Study in 1978 with 12 hospl—
tals parnc-patmg.

Facilities with over 10,000 admissions per year were requested to
retrieve 50.charts and those with under 10,000 admissions per year,
25 charts were requested. These charts were pulled consecutively
starting from January 1, 1377 with the principal diagnosis of Acute
Hyocardial Infarction: : i ..

The total number of charts retrieved was 425 with 5 hospitals sub-
mitting 50 charts and 7 hospitals. submitting 25. A total of 217
physicians managed these L25 patients. -

The enclosed statistical analysis of the data collected reveals that
the modal age was 65 and over in all cases except 1 hospital £103, in
which case, it was between 50-64. 52.7% were over 65 years of age,
35.3% were between 50 and 64, 11.5% were between 35 and 49. Hospitals
#107 and 115 accounted for thé 2 patients between 20 and 3k with 0.5%.

As revealed in Table #2, the overall mortality rate was 25.23, 20%
occurring in the Intensive Coronary Units and 4.2% in the room. Out of
"a total of 425 patients, 107 died - 89 deaths in 1CU and 18 in the

room. Hospital #101 had the highest death.rate of 38% and Hospital f£ito0,
no deaths. Further investigation was done in Hospital #110 which caused
a delay in the final summary results. The next lowest death rate was 12%
occurring in Hospital #116. Most of the deaths were justified by the
Hospital Audit Committees. ' The highest ICU death rate was again in
Hospital £101 with 303, and the lowest in £116 with 8%. Hospitals £101,
117, 102, 103, 107, 111 and 115 had the highest death rate.

Analysis of the charts meeting the element In the 1002 standard shows that
the lowest compliance was in one specific area~ namely, instructions to
patients on discharge. Hospital £'s 111, 115, 113, 103 and 117 ranged be-
tween 92% and 86.6%. The lowest was Hospital #116, with 72.0%. The
average ¥ of cases meeting the 100% standard was 85%. .

An encloscd explanatory guide for Tables f’l and 5 should be referred to
when comparing these Tables.
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. 16% of all charts met exception and critical management criteria.

Display graphs are shown for Tables 56, 7 and 8. Tables 6 and 7 )
show the comparative variation rates and #8 shows the average length
of stay. Lo - T

The Average Length of Stay on ah overall basis was 16.days. The
following tables show a breakdown of the ALOS in 3 differe_:'nt categories: .

Under 14 days ’ ~ ALCS = 6.0 days .
Between 14-21 days © ALOS = 17.5 days, -

Over 21 days ALOS = 28.0 days

Total patients in study ~ 425
Total patients days 6316
Average Length of Stay - 16.0 days

It is important to note that confidentiality has been maintained
throughout this project.
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ESSEX PHYSICIANS’ REVIEW ORGANIZATION, INC.

15 VILLAGE PLAZA, SOUTH ORANGE, NEW JERSEY 07079 ©(201)763-8300
PSRO SUB AREA WIDE MCE STUDY £1/1978

“Acute Kyocardial Infarction”

SUMMARY OF INFORMATION 1TEMS

V. Total Hospitals Participating in Sfudy B 12
2. Total Patlenis in St;:dy - - LYL 9
j. Total P};ysl.cians in Study ‘ - ' 217 .
ok, Age Range of.l_’ai:ients : : : . (see Table H_) .
5. Total Hale Patients‘ - el - -289
6. Total Feqiale' Patients — : 136
7.' Length of Stay (including Deaths) -—=emmemeee- (sece .Table 28) -
Total patients: stayi‘né under Ilo-,daﬁ 7-4—:—-- 17 N
TYotal patients stayi'ng ovér 21 ldays -------- 88
Total patients staying 14 - 21 days --—ce—-- 220
Total patients signing out AMA  ~emeeeee 6
8. Deaths i - (see._Tab.le 52}
9. Percentage of cases Meeting the Criteria ———-- (see Tal-)\g £3)
10.  Percentage of Variations/Justified S — (see Table ék)
1. Fomparative Varl’ation/,l‘k'm Justifi-ed Rate R (ﬁee 'l"ableg .?5)_

I2-. Comparativé Variation Rote, Display (Pattern)—(:c.ee Table £6)

- 13.  Percentage of Charts Meeting the Exception and
Critical Manag t ~~ (see Table )

15, Final Summary -~ (see Table #9)
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AREAWIDE TRANSFUSION STUDY
NARRATIVE SUMMARY

STUDY SPECIFICATIONS
The objectives of this study were:

1. To determine the appropr1ate utlllzatlon of blood and/or
its components. : .

2. To determlne if complications are Properly managed.

The'ériteria used was generic in nature, therefore, all services,

all ages and both sexes were included in the study.

According to a hospital s total admissions, either 25 or 50
charts were used per hospital in the study. The hospitals'

" Committee Assistants were asked to use the first 25/50- cohsecutive
cases starting June 30, 1275 back through July 1, 1978.

SPECIAL REPORTS
As a supplementary report to the audlt we asked the Committee
Assistants to check the medical records and inquire at the
Blood Bank as to the number of occasions on which blood was -
ordered but was not’available. Unfortunately, only 6 hospitals
wvere able to find any 1nformat1on regardlng the avallabillty of
blood.
‘Special Report #1

3 occasions when documentation in the charts indicated that

blood was not available.
2 occasions when blood was not available. until the following‘dayﬂ

1 occasion whéﬁ“blood was not évailable for 3 hours.

Special Report #2 .
From July 1, 1978 through June 30, 1979, 5,697 units of blood
were ordered and 5,150 units were given.
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Special Report #3

One chart used in the study contained documentation that
blood ordered was not available.

Special Report #4

No.:situation in which ‘a patient was denied blood. However,
there were occasions when there was a delay of one day in
obtaining blood. ’

Special Report #5

Statistics are not kept. During critical shortages, physicians
were requested to postpone elective surgery. This has ranged
from several hours to a day. Blood has always béen available
for emergencies. ’ '

Special Report #6
This hospital's blood bank kept a tally for one month with

the "following results:

- Total amount of blood ordered 100 units
- Total amount of blood given 49 units
- Total amount of units ordered 45 units

for which no blood was available.

ONE UNIT TRANSFUSIONS

In order to facilitate the computation of these transfuéions,

patients who received less than 1 unit, i.e., 40cc, were considered
to have received one unit transfusions.

There were 93 patients who received one unit transfusions. Data
retrieval by the Comnmittee Assistants revealed that there were
indications for 63 of the 93 transfusions. Only 50% of the re-

maining variations were justified.

CRITERIA VARIATIONS
There were 103 variations to criterion #1 which was the justi-
fication of the transfusions. Of the 103 variations, 63 were

Justified. This indicates that based upon avajilable information
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in the chart, 39% of the transfusions administered were unjustified.
The majority of transfusions were indicated on the basis of a non-
surgical condition associated with a hemoglobin of less than 8 grams.

Whole blood was'administered to thirteen patients. 54% of these
cases were not justified by the. hospitals' audit committees.

There were 183 variations to eriterion #3 which specified how

the transfusion must be documented. Frequently, the transfusionist
did not sign the transfusion slip. 1In some hospitals there is
more than one place in the chart that the transfusionist must sign,
however, in such cases only one area had a signature.

It was often difficuit to determine if the numbér of units ordered
equaled the number of units administered. This problem was -
chiefly attributed to nursing and as a result a few hospitals

are planning process audits to investigate this problem further.

Very few variations were. justified under criterion #4 - temperature
taken pre and post transfusion.

There were 29 transfusion reactions noted in the study; 22 of
these were justified. No expirations were attributed to trans—
fusion reactions. -

SUGGESTED FOLLOW-UP ACTIONS
1. Monitoring of indications for transfusions.

2. Monitoring the requests for whole blood.

3. Proéess audits on documentation of transfusions.

4. Development of a transfusion record for patients' charts’
on which the following information can be documented:
patient's identity, # of units given, temperatures pre and
post transfusion, dates, times and signatures.

19-314 0—83—9
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STUDY SUMMARY NARRATIVE
EPRO_AREAWIDE AMINOGLYCOSIDE STUDY

PART A (Tables #1-#3)

The purposes of Part A of the Aminoglycoside siudy were to 1) determine
which antibiotics are used; 2) how extensively they are used; 3) which
hospitals use them; and 4) the modes of administration.

There were 666 patients involved in Part A of the study; some of them
received more than one antibiotic during their hospitalization.

The antibiotics are distributed by hospital in table #1. It is obvious
from this display that the use of some antibiotics is limited to a
particular hospital. Other antibiotics such as Keflex and Ampicillin
are used extensively throughout the county.

In table #2, the data from each hospital is compiled to show every mode
of administration used for each drug. Not all the antibiotics are listed
here because some were given as drops, soaks or creams.

The total number of patients recorded next to each medication in table #3

is the total number of patients receiving that particular drug. Please keep
in mind that some patients received more than 1 antibiotic, therefore making
the total amount of patients receiving these drugs greater than the total
number of patients in Part A of this study. -

 PART B (Tables #4-#7)

Table #4 is the criteria set used in the EPRQ Areawide Aminoglycoside

study. Please refer to this table when reviewing table #5. The aggegate
data display, table #5, depicts the overall county performance in the study.
Most variations occurred in criteria #IC4 and 1C5. Many times the variations
for these criteria were easily justified in light of the patients’ conditions.

Upon data retrieval by the committee assistant, 346 patients of the 430
patients in the study were receiving aminoglycosides as indicated by the
criteria. Of the 84 variations county-wide, 45 were justified after
comnittee review. This means that 10.5% of the charts, had unjustified
variations possibly indicating that aminoglycosides were inappropriately used.

Table #6 is a breakdown of ages by hospital. To make the age distribution
more meaningful, we have made a special category for children under 1 year

of age. The county-wide average age was 54.4. Table #6A is a graph dis-
playing age by hospital using the average age for each hospital from table #6.

Although length of stay was not a criterion, it was felt that this item

was important to investigate. The average length of stay for all hospitals
was 28.6 days. Table #7 has a breakdown for length of stay in each hospital
with total days used.

It is interesting to note the difference of total days used among hospitals
using the same number of patients. There were 10,978 days used by the
patients in this study.

If you require any assistance in the analysis of this data, please feel
free to contact me.

As always, confidentiality has been maintained throughout this project.



SUBAREAWIDE

RE-AUDIT EKG INTERPRETATION STUDY

T R EPRO AGREES WITH EPRO DISAGREES WITH
HOSPITAL # OF EKGs REVIEWED AUDTT _[RE-AUDIT AUDIT RE-AUDIT
ID # AUDIT RE-AUDIT o 2 ]l # | = 4 2 | -5 | %

2 42 ' 45 21| s0f 38 | 84 21 | 50 7 | 16
3 50 50 45| 90| 43 | 86 5 | 10 7] 14
5 33 26 25| 76| 25 | 96 8 | 24 1 4
7 41 25 24} 59| 24 | 96 17 | 41 1 4

TOTALS 166 146 .| 115 70| 130 | 89 51 | 30 | 16 | 11

174}
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Excerpts from: PSRO IMPACT ON MEDICAL CARE SERVICES: 1981

(A Report of the 1981 Impact Committee -
March 1982, American Association of Professional
Standards Review Associations).

Alabama Medical Review, Inc., the PSRO for the entire state of Alabama,
found unacceptably high acute myocardial infarction mortality rates in
thirty hospitals in the state due to delays in placing patients on
cardiac monitors and to delays in starting IVs. PSRO physicians met
with their peers to discuss these problems and arranged for inservice
training and continuing-medical-education efforts. A follow-up audit
documented a 71% improvement in timely placement of patients on cardiac
monitors and a 62% improvement in the expeditious administration of
IVs.

The Central Piedmont PSR0O, located in Durham, North Carolina, found
that the mortality rate for acute myocardial infarction (AMI) patients
in one hospital was 46.7%, a rate deemed much too high by the physi-
cians. As a result, PSRO physicians met with their peers at that hos-
pital, discussed the problems uncovered and arranged for medical educa-
tion on AMIs, One year later, analyses showed that the mortality rate
for AMI in that hospital had been reduced by 37%.

The Nassau Physicians Review Organization in Westbury, New York dis-
covered one physician who, in the judgment of his peers, was providing
poor-quality geriatric care. Physicians from the PSRO met with this
physician to discuss problems and recommend necessary changes. Failure
to correct the problems led to placing this physician on concurrent re-
view and second-opinion consultation. Ultimately, the refusal of- this
physician to change his inappropriate practice patterns left his peers
with no choice but to recommend to the Department of Health and Human
Services that this physician be excluded from participation in the
Medicare and Medicaid programs. A decision is still pending.

The Iowa Foundation for Medical Care found excessive inpatient dental
extractions being performed. .All physicians and hospitals involved re-
ceived written correspondence documenting the problems. Pre-admission
certification was implemented for dental extraction admissions. As a
result, inpatient dental surgeries were reduced by 95%.
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- DRG VALIDATION COMPARISON

HOSPITAL

1982

1981

1981

1981

1981

LEFT ADNEXAL CYST
DRG 319
§1,428.78

ACUTE MYOCARDIAL INFARCTION
DRG 121
$6,672.50

HYPERTENSIVE HEART DISEASE
DRG 119
$1,910.45

CLOSED HEAD INJURY
DRG 356
$2,182.58

VIRAL PNEUMONIA
DRG 168
$6,020.59

CHANGED TO:

ABDOMINAL PAIN
DRG 184
$ 900.20

CONGESTIVE HEART FAILURE
DRG 132
$2,363.60

CONGESTIVE HEART FAILURE
DRG 132
$2,363.60

POST-CONCUSSION SYNDROME
DRG 096
$2,400.12

ASTHMATIC BRONCHITIS
DRG 172
$ 980.89
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ITEM 2. STATEMENT OF THE NATIONAL COUNCIL OF HEALTH CENTERS,
WASHINGTON, D.C.

Mr. Chairman and members of the committee: The National Council of Health
Centers appreciates the opportunity to submit this statement on the issues of qual-
ity assurance and prospective payment as they relate to skilled and intermediate
nursing homes.

The membership of the National Council is comprised of multifacility nursing
home firms who own or operate a total of 1,500 facilities in 48 States. Our members
also provide many other services to the elderly such as meals-on-wheels, adult day
care, home health, and retirement communities.

We appreciate the interest of the Senate Special Committee on Aging on the sub-
jects of quality assurance and prospective payment, both of which are vital elements
in an effective long-term care system.

Prospective payment and quality assurance are both crucial to the medicare and
medicaid programs, the public, health facilities, and their patients. However, while
essential to each other’s success, they should be considered as separate entities in
that quality assurance must be present in any payment system, regardless of wheth-
er it is retrospective or prospective.

Prospective payment, as the General Accounting Office pointed out in a recent
letter to Senator Bob Packwood, is “more a concept than a system.”! It involves set-
ting a value on services to be provided so that the health provider knows in advance
what the per diem rate will be and can then budget accordingly based on the pa-
tient needs.

Quality assurance is the determination that services provided to nursing home pa-
tients are appropriate to their needs and meet the Federal and State standards.
This is a function which is the responsibility of the State, the Federal Government,
and most importantly the nursing home itself.

PROSPECTIVE PAYMENT

For several years the National Council has been calling for a prospective payment
system for the medicare skilled nursing benefit. It is our belief that medicare’s ret-
rospective payment system is inherently cost inflationary with no built-in incentives
for efficiencies. The retroactive nature of the current payment system encourages
providers to incur expenses and justify them later.

The vast majority of States already pay for their medicaid nursing home patients
on some type of prospective system. These include payment by class of facility and/
or service as well as payment by individual facility. The chief attraction for States
to prospective payment methodologies has been the cost constraints that the States
have been able to exercise over their expenditures under the medicaid program.

In describing the differences between the two concepts of payment, the GAO said:
“Setting a rate in advance (prospective reimbursement) theoretically provides a
health care provider the incentives to better plan and manage because it knows the
amount it will receive and that it will suffer a loss if it exceeds that amount. Con-
versely, under a retrospective system, planning and management is said to be less
important because final payment reflects the actual costs incurred with little con-
sideration of whether the costs were incurred economically or efficiently.”

There are many different approaches to prospective payment which may or may
not fully address the financial needs of health facilities. It, however, should not be
the purpose of a payment system to guarantee the financial success of a facility but
rather to provide the opportunity for such success through effective management.

AupITS

The financial audit process in a prospective system must be approached different-
ly than in a retrospective system:

In the current medicare retrospective payment system, expenses in each cost
center of each nursing home are reviewed after they are incurred. Allowable costs
are identified and the rate, subject to a ceiling limitation, is established. The incen-
tive is to spend more in the current year in order to increase the revenues to pro-
tect against the liability of retroactive adjustments to prior year payments.

'General Accounting Office, letter to Senator Bob Packwood, May 10, 1982 (Information on
Prospective Reimbursement Sysiems, GAO/HRD-82-73), see page 45 of this hearing.
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For payment systems based on prospective rates, the clear incentive is for the pro-
vider to contain costs, and manage the facility’s services efficiently while meeting
the needs of the patients and the conditions of participation of the medicaid and
medicare programs.

In short the former system requires the provider to spend while the latter re-
quires the provider to manage.

For those States which pay on a prospective class rate basis, a facility by facility
financial audit is time-consuming, expensive, and of questionable value. A much
more cost-effective application of resources would result from a targeted audit of
facilities within a percentage range of the class rate. The incurred expenses of nurs-
ing homes which comprise the midrange of expenditures are those which may deter-
mine the prospective year’s rate in a class system and these are the facilities which
the State needs to center its audit resources on. This format was strongly recom-
mended by the GAO in its report “Audit of Medicaid Costs Reported by Autumn
I-géls Convalescent Centers, Inc., Houston, Texas” (GAO/HRD-83-9; October 14,
1982).

Assuring that the services provided meet the minimal Federal and State stand-
ards of care is not a function of the payment methodology. That responsibility falls
to the Federal and State surveyors who inspect a facility for its compliance with the
medicaid and medicare conditions of participation. It is essential for the financial
audit and the facility survey function to be carried out successfully and independ-
ently in order for the total system to work.

QUALITY ASSURANCE

As we stated earlier, the assurance of quality in nursing homes is a shared re-
sponsibility between the State, the Federal Government, and the nursing home. The
attual role of the government entities is on of monitoring and enforcement. Primary
responsibility for implementing a quality assurance program falls upon the nursing
home.

Certainly there is no single best method to assure the quality of care. Among our
multifacility members there are a number of successful approaches. Several of our
members have established their own quality assurance team of surveyors which in-
clude medical doctors, nurses, pharmacists, dietitians, etc. There teams regularly
inspect and monitor the nursing homes, subjecting them to the same type of rigor-
ous inspections that Federal and State surveyors do.

One of our member firms in the Midwest has developed a problem-oriented ap-
proach to patient care wherein the emphasis is not on a particular patient’s diagno-
sis, but rather on the set for problems his illness presents. Multidisciplinary teams
of professional and nursing personnel determine the treatment regimen appropriate
to each patient’s problems, set goals for improvement, and regularly assess and
evaluate the patient’s progress.

A Tennessee-based member firm with 30 nursing homes has developed and imple-
mented a sophisticated system of computerized patient assessment. This has been
refined to a 1 page abstract which is completed for each patient on a monthly basis
and upen significant changes in a patient’s condition. The system costs about $1 per
patient per month yet it permits the firm to accurately determine nursing and
other staff needs. Equally important, each patient’s treatment and progress is
charted and monitored by nursing personnel and central office staff. The accumula-
tion of such data over nearly 10 years’ time permits the home office to profile pa-
tients by age, diagnosis, medications, and to track important indicators of patient
care, such as the number of accidents, and the use of tranquilizers and restraints.

Another member firm has taken this process a step further by categorizing the
various nursing services patients may need, assigning prospectively determined
“management minutes” to each service. Each patient is assessed and charged a
daily rate based on the amount of nursing care he or she needs.

The attractiveness in a system which pays according to nursing needs is its equity
to the patient, payer, as well as the provider. This additionally could reduce the ex-
pensive hospital backlog of long-term care patients.

While National Council members have found that a quality assurance program is
an essential and integral component of their operation, we are opposed to a man-
date of one universal system or format defined in Federal statute or regulation.
However, the incentive needs to be built into the system for a facility or firm to
develop its own format that is most appropriate to its needs.

We invite your committee to review the various systems which are in place to see
that there are many different, but nevertheless effective methods for assuring qual-
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ity. We would be pleased to arrange meetings in Washington or on site at the nurs-
ing homes for you to see these various systems in operation.

A mandated assessment system is not a panacea and will not automatically
change the quality of a nursing facility. Other external checks and balances are
needed for monitoring and assuring the care in these facilities.

Survey Process

“We do not need more regulations, but rather better enforcement of existing regu-
lations.” This statement is reflective of the National Council’s position as stated
before congressional committees including this committee and to the Department of
Health and Human Services over a number of years. We have also been generally
supportive of the administration’s effort to revise the survey process for all health
providers. While the emotion of public attention has focused on the proposal to
permit less than annual surveys, we would point out that the administration’s
intent was also to permit and encourage more frequent surveys for providers with
repeated serious deficiencies.

On the submission of quarterly staffing reports, we stated in our testimony before
this committee last year, we believed this requirement was little more than an exer-
cise in paperwork and that the information is rarely examined or evaluated. We be-
lieve there are other more effective ways of assuring compliance with nurse staffing
requirements.

In a real sense, the great majority of nursing homes are being penalized through
excessive paperwork and regulatory requirements which have little, if any, positive
impact on the quality of care being provided to our patients. No regulations or sur-
veys can be an absolute guarantee against a breakdown in the system. However,
fail-safe mechanisms can be designed in the system to detect and provide early
warning to Federal and State agencies. Most importantly, serious deficiencies affect-
ing direct patient care must be corrected immediately. Health facilities have a re-
sponsibility to their patients to provide the services that are needed, as determined
by the attending physician, and this should not be compromised. At the same time
surveyors have a critical job to perform in evaluating the facility’s services and
their compliance with Federal and State standards.

The National Council believes that a positive incentive-based compliance system,
as is presently practiced in Massachusetts, could be the cornerstone to an effective
survey system. The traditional reliance only on negative incentives has raised con-
cerns that the imposition of fines and rate reductions may seriously affect the qual-
ity of care. While such fines may serve a purpose in isolated instances, we believe
that a more universal level of success will be achieved by offering positive incen-
tives. i

Several years ago, in Massachusetts, a task force of representatives from the Rate
Setting Commission, the Department of Public Health, the Department of Welfare,
nursing home providers, and consumers, collaborated to develop a system to reward

. nursing homes which provide quality care. The task force developed a point system
which was weighted to encourage improvements in nursing facilities and the care
they delivered to their patients.

Under this positive incentive system, nursing homes which scored 95 percent or
better received a 50-cent-per-patient-day bonus. Because of the weight placed on pa-
tient care improvements, nursing homes are encouraged to focus their resources and
efforts on areas that directly benefit the patients. Financial incentives were also of-
fered for accepting heavy care patients who were backed up in hospitals.

The success of this approach can best be demonstrated by the survey findings: In
1978, the program’s first year, facilities compiled an average score of 86 percent; in
1979, the rate rose to 89 percent; and in 1980, the average was 91 percent.

In 1981, the program graded 536 facilities participating in the medicaid program.
More than one-half scored 95 percent or better; the average score was 93 percent.
Only 16 facilities were rated below 80 percent.

We strongly urge the examination and evaluation of this system as possibly one
deserving of endorsement.

This is only one example of what can be accomplished in this area if the parties
work cooperatively toward addressing the health care needs of the elderly. We
would acknowledge the efforts of the Health Care Financing Administration and
compliment its Administrator, Dr. Carolyne Davis, in establishing a process to ac-
complish that goal for the medicare program.

Mr. Chairman, in conclusion, we strongly support the development of a prospec-
tive payment system for medicare’s skilled nursing facility services.
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The fundamental principle of an effective payment system is the promotion of
. quality care at a reasonable cost to the purchaser. This can only be achieved if the
health delivery system and the payment system are closely coordinated to attain a
high degree of commonality of purpose. There are basically seven goals which the
health delivery system and the payment system should share: (a) The establishment
of quality levels of service. (B) The encouragement of efficiencies in the delivery of
. service. (C) The encouragement of the orderly growth. (D) Incentives for the patient
to. seek the most price competitive provider. (E) The opportunity for rewarding of
- provider efficiencies. (F) Administrative simplicity for third-party payers. (G) The
opportunity for a profit for proprietary facilities and a capital allowance for nonpro-
prietary providers.

Such a system will not inherently detract from the quality of such services, but
rather if structured properly can enhance the quality of those services. Most impor-
tantly in an era of limited budgets it can assist in meeting the goal of providing
quality care at a reasonable cost to the purchaser of that care. In the case of medi-
care skilled nursing services that purchaser, of course, is the Federal Government.

We appreciate this opportunity to submit our comments and look forward to dis-
cussing this issue with you, the committee members, and the committee staff, .
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3 COMMITTEE ON
ITEM 3. LETTER FROM SENATOR JOHN HEINZ, CHAIRMAN, SENATE SPECIAL
AGING, TO HON. RICHARD S. SCHWEIKER, SECRETARY, DEPARTMENT OF HEALTH AND HUMAN
SERVICES, DATED JANUARY 24, 1983, AND DRAFT COPY OF REPORT REQUESTED

Dear Mr. Secretary:

1 would appreciate your assistance on a matter of some importance to
the Senate Special Committee on Aging. -

Over the last 15 years, the Aging Committee has conducted a teries
of Investigations detailing problems in the operation of the Medicare and
Medicaid programs. ‘We have come to the conclusion that one of the
fundamental problems in the Medicare system is its reliance on retroactive,
cost-based reimbursement. .

Repeatedly, members of the Committee have expressed desire to see
this fundamental flaw remedied by the development &f a prospective payment
mechanism. We are pleased to see this desire reflected in the Medicare ’
provisicns of the TEFRA act passed last year and in the diagnosis related
group paymejit mechanism developed by the Department in compliance with

this act. 1 expect the Congress will give this proposal its early and
thovghtful consideration. .

In"this connection, various elements of the media carried reports last
November of a Region I evaluation of the DRG system employed in New
Jersey. At that time, a member ‘of my staff requested a copy of that
report for the Committee's review. He was informed the report was hot
available because it was "full of errors” and had been returned to the region. .-

) 1 cen readily understand the Department's concern for the accuracy of

the report. At the same time, I am concerned the Committee have an
opportunity to evaluate all pertinent information when considering the DRG
proposal.  Accordingly culd like to restate the Committee's interest in
receiving & cém:‘;)e‘%o‘rmmWo accompany

the report with whatever disclaimers or corrective THATEFAT you think would
be helpful to the Committee,

Given the delay we have already experienced, I would appreciate it if
you would expedite this request.

i .. auuD24

JH/wht
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. EXECUTIVE SUMMARY

Working in conjunction with other Health Care Financing Administration oomponents )
in the region, the vaxsmn of Quality Control (DQC) Region Il examined the Professional
St_andards Review Orgammtion (PSRO) monitor ing and diagnosis related group (DRG)
code assignment Processes to d.eter mine how- well thosé processes were working.

This review included an assessment of three of the eight PSROs and 3 of 26 hospitals
in New Jer sey involved in the DRG Froject at the time.:

In genzril, DQC reviewsrs found >that tho _s ilivies reviewed vere worki ing within

the frar .ev.'.ork- of the ORD projzct design. r’ov'eve' ome pr oble ems were found

to ex'ist with the program :=feguardsrelated to asszgmng correct DRG codes. In

the study sample-of 276 DRG cases, 28 or 10 percent contained‘an incorrect DRG

code resulting in potential improper reimbur sement. In 20 of the 28 cases,
.misassignment ot DRG by_ the hospitals was céntraty to State instructions involving

the assignment of principal and secondary diagnoses.

It isrecommended that the Office of Research and Demonstrations, the State of .
New Jersey and the PSROs collectively ensre that existing instructions which require

the propér use of'principal and. szcondary diagnoses are followed by the participating

hospitals.
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. New Jer sey has designated the Srate's eight PSROs as Utilization Review Or gamzatxons
4(UROs) and made th°m refponsxble for assring appropriateness of billings and codmgs.
- The study found that the lack of unifor mity in URO momtor;ng sample size, ﬁ-equency
~ and Jack of :;)ecifié sampling of outlier cases did not assure the effectiv.er'\ess of
_the monitoring pcogram. We found that three PSROs had recommended chznges
in the DRG code as<x=n=d 0 22 caszs (from 2 study s2mple 61’ 15_0), asaresyt of
_thazr r‘\:n'm:c'm:v ;c‘x\'xty; ..Jwe\e' of ;h 17 the

i cu v team ves eble to verify,

sminthz presint

- sys-em tc asere th=t the changes FSE \O, recemmond ere, in ;_cL, eifzctuzted by
. the involved haspltc.ls (For 1982, the Siate plzns to request all PSRO zdjustmants
to the unifor m bills in order to verify that the bills ssbmitted 1o it were submitted

correctly.)

We recor.nmend that ORD instruct the State to establish guidelines for minimum

or statistically valid DRG case sample size and frequency, with a focus on outlier
cases. The guidelines should be coordinated with the fiscal inter mediaries (Fls) in
conjunction with their audit and monitor ing responsibilities. Additionally, the State

should assure that hospitals implement all PSRO recommended DRG code changes.

Il. INTRODUCTION

In 1976, the Department of Health, Education and Welfare (now Health and Human

Services - HHS) awarded a contract to the New Jer sey State Department of Health
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to determine how well a hospital rate payment system based on diagnostic related

groups would work. Using infor mation on the engihs of stay as well as the costs

of treatment at hospitals throughout New Jersey, Yale University, under contract

to HHS, devised 83 broad categories and 383 specific or DRGs. Under the New Jersey

system, hospitals are p2id on the basis of diagnostic related groups (as opposzd to

the traditionzl rerrooactive cost basis), as long 25 the pati=

at's Izngth of stay fallg

reconcifiation, pur siznt to the Siate's Rate Setting Methodological Regulations.

In 1980, 26 hospitals began to receive payment on 2 {ixed payment schedule based
on type of case. An additional 40 hospitals were phased into the program in 1981.

The‘remainder of the State's hospitals were phased in by the end of 1982. Recent

refinements and changes in- the coding system have resulted in expansion of the number

of DRG categories from 383 to 467. It is important to note that at the time of our

feview, the State was still using the original 383 DRG codes.

Working in conjunction with other Health Care Financing Administration components
in Region i, the Division of Quality Control examined the PSRO monitor ing and
hospital DRG code assignment processes to deter mine how well these processes were
working. Thisreview included evaluating three of

eight PSROs and three of 26 hospitals
in New Jersey in the DRG project at the time.

3@’?4;@;
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- To deter mine total payment for ‘a particu.la.r DRG in New Jersey, DRG paymer.{t
rates for direct patient care are multiplied by the expected number of cases within
‘each DRG. These payments are then added to the reimbursable overhead costs,

) capit;al facility costs, outpatient costs and other. jtems to arrive at a hospital's total
payment. ‘A hospital's case-mix for a given year is projected based on.the gaual
case-mix of the base year, i.e., the experience of 2 years prior to the year in question

(e.g., case-mix p.'ojﬂctions for 1980 were bas:d on actuzl ha‘pifal e“pC'i=nce-: in 1973).

hos.. ever, payment is b_-_d on the actual casa-miy of the hampitel dizing the rate

The PSROs in New Jer sey have been designated by the State, through individual
“letters of agreement, to perform the utilization review function for the DRG project.’
Through a samphng of claxms, the PSRO validates the a""uracy of diagnostic codes -

assigned to each claxm, making denials where approgriate and keeping beneficiary

-utilization stat_xstxcs.

1II. OBJECTIVES
The objectives of the study were to determine:

l.  To what extent has misassignment of DRGs resulted in inappropr iate billing

\
practices which maximize reimbur sement?
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2. To what extent are there effective safeguards within the New Jer ssy program

to control misassignment of DRGs?

IV. SCOPE AND METHODOLOGY

The study was cof\ducted from April 1982 tirough Juaz 1982, A s=mple of tiree

PSROs vozs silected fer revizw. Cnaz PSR

Ocovered e predeminzntly wwhzn erea, .
one zn wban-suburban mix, and the third 2 subirbzngwral mix. Thz PSROs regrecanted
ceniral, southern and northern New Jer se.y. Within each PSRO area, one hospital
wasrandomly selectad for review using the following criteria: the hospital was among
the original 26 phased into the DRG program in 1980 and had a substantial Medicare
and/or Medicaid population; of the three, one was predominantly Medicare, one pre-

_dominantly Medicaid and the third was an even mix.

Facility, PSRO and State/FI questionnaires were developed éddressing hospita! coding
and billing procedures, PSRO over sight and monitor ing protocols and State/FI and

statistical exper ience to date. These review guides were designed to deter mine:

a.  the accuracy and appropriateness of DRG assignment;

b. the incidence of outliers;
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c. the adequacy of the PSRO 6ver sight activity of the

facilities; and
d.  the adequacy of the State over sight activity of the PSROs.

Following visits to the PSROs to review taeir procedures and practices, the team
met with administrative per sonnel at each facility to discuss the hospital's DRG
assignment procedwres and exparience under the program and to szlect a smple

of cases.

A valid statistical sample of 276 medical records was selected from the 3 facilities
(93 at Hospital A, 109 at Hospital B and 74 at Hospital C). This provided for a 95 per-
cent confidence level with a 5 percent tolerance. Only medical records for Medica_re
and Medicaid patientsAwere selected randomly using a skip interval method for discharges
occurring between October 1, 1981, and December 31, 1981._ The cases were reviewed
on-site by a nur se reviewer and a program.analyst. DRG assignment was reviewad
and, where discrepancies existed between the documentation iﬁ -the medical record
and the review staff's deter'minations, the record was dupiicated and referred for

_review by a physician advisor who agreed with the findings of the program analyst

and nurse reviewers in every case. The physician review addressed the appropriateness -

of DRG assignment.
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At the same time, billing data were collected with regard to outlier status, and com-

parisons were made to assess the impact of the outlier category on payments received

by the hospitals.

Once the onsite activity was completed, State and FI personnel were interviewed
with regard to the impact of the DRG program on reimbur sement as well as their

respective responsibilities with regard to the over sight and monitoring of the PSROs

and facitities.
Finding 1

Under the New Jersey system, participating hospitalsare reimbursed a predeter minad
amount based on the cost of inpatient care which in turn isrelated to the amicipéted
length of stay for each DRG. When a period of hospitali‘zation falls outside this
anticipated length of stay because it is shorter or longer than usual, an outlier case

results, and the hospital is reimbur sed according to char ges adjusted to cost.

DRG hospitals are required to follow the New Jersey Administrative Code, Section

8:31 B-S,Awhich governs DRG assignment and outliers, and contains definitions of

principal and secondary diagnoses. The for mer relates to the patient’s condition
which caused the admission, as established after discharge; the latter relates to

the patient’s other conditions that existed at the time of admission or which developed |
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subsequently and affected the treatment received and/or the length of stay. Sectign
8:31 5.1 B.ii specifically states "Diagnoses which have no bearing on the treatment

received during a cirrent hospital stay are inappropriate for use in DRG assignment.”

In the study sample of 276 DRG cases, 28 or 10 percent appeared to be instances

of DRG misassignment: 9 of 93 a-t Hospital A; 9 of 109 at Hospital B; and 10 of

74 at Hospital C. Fifteen of the 28 cases involvea the incorrect use of DRG assignment,
based on the use of second_ary diagnoses in place of principal diagnoses.A In 5 other
cases, incorrect DRG assignments were based on secondary diagnoses which had

no bearing on the treatment received diring the hospital stay. The 8 remaining cases
included 2 instances where surgery was included in the principal diagnoses but the
surgery was either not performed or not reflected in the medical records; & cases
involved the incorrect selection of the DRG code; | case where surgery was per for med
but not included in code because the physician incorrectly recorded the patient's
diagnoses on the discharge record; and 1 case occurred where surgery was per formed
but was not included in the DRG code used. The entire sample wasreviewed by

a nurse reviewer; a physician advisor was'given the questioned cases to evaluate.

The physician advisor concurred with the RN reviewer in every case.

Among the 28 cases were 6 instances of DRGs billed as outliers. In 4.of the 6 out-
lier cases, the proper DRG assignment would have kept the stays within the established

trim points and resulted in lower reimbur sement based on the DRG for mula rather

than charges.
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A second sample of 43 cases which were part of PSRO monitor ing wasre-evaluated;
of th.e 319 cases in both amples, 64 were designated. outlier s by the 3 hospitals ‘
(54 of the 276 cases and 10 of the 43 cases were outliers). Thisrepresents 20 percent
of the sample cases. Of the 6%, fifty-one (32 peré?nt) exceeded the trim paintson

the high side. When the New Jersey demonstration project was initiated, a projection .

of 2 percent outlier cases was made,

Statistlical data published by the New Jer sey Hospital Association (NJHA) indicates
that' the percentage of outlier casesrose to 20 percent in 1981 from 3 percent in

1980. The direct patient care costs of outlier cases increased froman ava_age‘ of

9 percent of the pRG cases in 1980 to an average of 30 percent in 1981. The cause
for the rise is attributed by the State to their own refinements of trim points for
DRGs which have narrowed the high-low range. While these refinements have made

DRGs more statistically homogeneous, more outliers have been created.
Some examples of DRG misassignment from the study follow:

1. At Hespital A, there wasa case where a patient was admitted for an
intracapsular lens extraction. The-patient had hypertension and the
case should have been billed at DRG 110, Disease of The Eye With

. Surgical Procedure, but was billed at DRG 117, Hypertensxve Heart
Disease With Minor Secondary Diagnosis. Payment for DRG 117 was

$2,362; payment for DRG 110 would have been $1,623.
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A case at Hoapxtal B xnvolved a patient whose stay was c!assx!led as .

DRG 203, Abdommal Hernia, for which the hospital was relmbursed

have been billed DRG 333, Chemical Imbalance, for which rcimburscmenf
would have been $1,931.

A case at Hospital C involved a patien.t whose stay was billed at DRG

30, Fracture Without Surgery. Although the patient had been treated

for a fracture of the second lumbar during a prior bhospitalization, the

hospitalization reviewed was for Acute Gastritis, DRG 138. DRG 30
paid $1,667; DRG 188 would have paid $1,177.

At Hospitai B, there wasa case of a patient staying 18 days under DRG ‘
classification 060, Benign Tumor of the Intestines, Without Surgery. )
The trim points for this DRG in New Jersey are 2 to 12 days. Asan outlier, ‘ '
the case was billed and paid based on.charges of $8,671.. However, medical. _.
reevaluation of the case indicated it woulc; have been more appropriately

billed under DRG classification 132, Disease of the Heart, Without Surgery.

As aresult, it would not have been an outlier case. The trim points for -

DRG 132 are 3 to 24 days, and would havé been reimbur sed at a cost
of $2,967.
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Sample size for PSRO rnomtor ing has not been speczhcd by the State, nor, n it addr essed

in DRqulated regulauons. As a result, PSRO monitoring is not umfor m. PSRO )
retrospective momton.ng of DRG cases throughout the State consists of an apxzoxxrnately
1.5 percent smple. At the 3 study hospitals, sampling size has been 1 percent by

2 PSROs and 3 percent by the thxrd. The refinement of trim points for DRGs created

n PSRO momtonng to deal with the lncrease. Outlier cases were picked up randomly

" within the sample.

The misaSsignment of 20 DRGs among the 28 found in the study (70 percent) resulted
ir-or'n DRG assignments by the 3 hospi-ials wbich were contrary to State regulation
requirements involving principal and secondary diagnoses. The 28 cases of misassigned
DRGsresulted in greatér payments to the study hospitals than warranted. Where
utilization review of Medicare_éases is delegated to. the hospitals, t.he PSROshave

no direct oversight of the DRG assignment. Thus, instam-:es of DRG misassignment
can only be:found during the PSRO monitoring process or by the fiscal intermediary. .
The small monitoring samples reviev./ed by PSROs have apparently not provided the
best opportunity for discovering instances of DRG misassignments and inappropriately
designated outlier ca'ses. Only‘PSRO C was able to provide the review team with

the total percentage of cases billed as outliers.
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RECOMMENDATION

’ HCFA‘s Office of Research and Demonstrations (ORD) should insiruct the State - .
of New Jersey to assire that requirements stipulited in Section 8:31B-5.1 of the
Ncw Jer sey Admxmstratxvc Code are properly implemented. ORD should also direct
the State of New Jersey ta consi'der focusing more attention on the selection for

PSRO monitoring giving special attention to outlier cases.

Finding 2

As part of this study, the review team evaluated the PSRO retrospective monitoring
activities of DRG cases at. Hospitals A, B and C for the period July 1981 to
January 1982. The monitor ing included Federal (Medicare and Medicaid) and private
patient DRG cases.

N v .
PSRO A, whi;h monitors on an annual basis, reviewed 40 cases at Hospital A for
DRG assignment and disagreed with 6 of the 40 cases. PSRO B, monitoring every
6-8 weeks, looked at 10 DRG cases at Hospital B and ageéd with all 10 cases. PSR@
C, utilizing semi-annual monitoring, reviewed 100 DRG cas?s, disagreeing with 16
‘cases. - Of the 22 cases with which PSROs A and C disagreed, 18 involved the improper

use of secondary diagnoses for the DRG designation.
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The New Jersey Administrative Code, Section 8:31 B-3.79 states that: "the qualifying

utilization review organization shall direct the hospital and the Umform Bill Inter medxary

to make an appropriate adjustment to the Price per case wherc the DRG to which

the patient is correctly assigned dlfiers from the DRG on which payment was based.”

Although the PSROs found DRG discrepancies and notified facilities as to improper .

DRG assignment, there is no on-going system in place to assure that once the hospltal

has been nntzhed =f coding errors, this infor matxon is sent on to the State and Fls

in the form of corrected bills. When the review team followed up with the FI to

determine whether corrected bills were submitted by the hospitals for the 22 sample

cases, it was learned that in 17 instances (9 Medicare, 2 Medicaid and 6 private plan)

none had been submitted. Infor mation on the remaining 5 cases was not as yet available

to the review team. {(For 1982 the State plans to request all PSRO adjustments to

the uniiorm bills in order to verify that the bills submitted to jt were submitted

correctly).

The study hospitals failed to correct billing in those sample cases where the PSROs

disgr—eed with the DRG assignment. PSRO retrospective utilization review deter mainations, |

which change the original DRG assignment, affect the DRG case-mix statistical

data influencing prospective DRG rates,
RECOMMENDATION
SEOMMENDATION

HCFA's Office of Research and Demonstrations should direct the State of New Jer sey

to implement a mechanism within the DRG system to assre the correction of DRG

hospital billing required by PSRO retrospective review determinations,
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ITEM 4. LETTER FROM SENATOR JOHN HEINZ, CHAIRMAN, SENATE SPECIAL COMMITTEE ON
AGING, TO CAROLYN D. DAVIS, ADMINISTRATOR, HEALTH CARE FINANCING ADMINISTRA-
TION, DEPARTMENT OF HEALTH AND HUMAN SERVICES, DATED FEBRUARY 24, 1983

Deaf Dr. Davis:

On behalf of the Senate Aging Committee, I would like to again thank
you for your excellent testimony at the Committee's February 4, 1983
hearing. From your statement, it is clear we share a desire to move from
* the current Medicare payment system to a prospective mechanism that
encourages efficiency and quality with incentives and restraining costs.

-In this regard, I would appreciate your response to the questions listed
below for the hearing record. Most of these -questions arise from the Toby
memorandum we discussed at the hearing. 1 believe it is essential that these
concerns be addressed to the extent they are valid and relevant to the DRG
proposal submitted to Congress by the Department. To the extent these

concerns are invalid, I believe it is equally important ‘that the record reflect
this fact.

1. In my January 24, 1983 letter to Secretary Schwieker concerning
the Region II validation, I requested a copy of the validation and "whatever
disclaimers or corrective material” the Administration thought would be
helpful to the Committee, I subsequently obtained & copy of the draft
validation from your office and a copy of Mr. Tobey's memorandum from
other sources. I would appreciate a copy of your response to Br. Toby and
eny subsequent related correspondence from or to Mir. Toby on this issue.

2. 1 am particularly concerned with Mr. Tobey's statement that the
system generated windfall profits for some providers. What has been the
financial impact of the DRG system on Medicare reimburseinent in New
Jersey from the inception of the experiment to the present? Please respond
by year, total dollar difference and percentage.

3. 'Toby indicated, based on an analysis of unaudited 1981 Medicare
cost reports of 41 DRG hospitals that DRG reimbursement exceeded Medicare
costs by more that $31 million. Have windfall profits been generated in
New Jersey? " To what extent were these excess, if any, anticipated? What

is being done to prevent these kinds of windfall profits in a national DRG
system?

4. Mr. Toby expressed what appears to be a generic concern that
prospective systems create incentives to manipulate admissions, discharges
and ancillaries in order to maximize reimbursement. To what extent are
these concerns valid? How will these problems be addressed by the Administration's

oproposal? T .

a 5. AMlr. Toby expressed a beliefl that systems such as those employed in
New Jersey require the development of focused quality assuance programs. i
Do you agree? If so, how will this need be eddressed by the Admxmstratto;ls
proposal, particularly in light of the related proposal to defund PRO/PSROs?

JH/bbh
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ITEM 5. LETTER FROM RICHARD L. FOGEL, DIRECTOR, HUMAN RESOURCES DIVISION, U.S.
GENERAL ACCOUNTING OFFICE, TO SENATOR JOHN HEINZ, CHAIRMAN, SPECIAL COMMITTEE
ON AGING, DATED JUNE 15, 1983

Dear Mr. Chairman:

Subject: Comments on a Health Care Financing
Administration Regional Office Report on
New Jersey's Diagnostic Related Group
Prospective Reimbursement Experiment
(GAO/BRD-83-63)

Your February 17, 1983, letter forwarded a copy of a report
by the Health Care Financing Administration's (HCFA's) New York
Regional Office on New Jersey's Diagnostic Related Group (DRG)
hospital prospective payment experiment. Your letter states
that the New Jersey system has had an unanticipated impact on
reimburgement, prcduced an unexpected administrative burden,
altered and increased the need for utilization. review and finan-
cial audits, and required a lengthy implementation process. You
asked us to comment on the report's findings and ‘recommendations
and to assess their relevance to the administration's proposed
Medicare hospital prospective payment system. A Medicare pro-
spective payment system that differs in several important ways
from the administration's proposal was recently enacted into
law. (Social Security Amendments of 1983, Public Law 98-21,
Apr. 20, 1983.)

The administration's proposed bill was very general and
would have granted the Secretary of the Department of Health and
Human Services (HHS) broad authority to design, implement, and
operate the system. Therefore, whether the proposal, if en-
acted, would have addressed the problems discussed in the HCFA

" Regional Office report would have depended largely on' actions
taken by HHS in establishing and operating the payment system.
The Congress included features in Public Law 98-21 which attempt
to address concerns like those expressed in the HCFA Regional
Office report.

(106249) .

19-314 0—83—10
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BACKGROUND

Medicare generally pays hospitals on a reasonable cost
basis; that is, hospitals are paid their actual costs of provid-
ing patient care as long as costs meet Medicare's definitions of
allowability and_reasonableness, and as long as they neither ex-
ceed 120 percent1 of the average costs per discharge of compar-
able hospitals nor increase from prior costs per discharge by
more than an annually fixed percentage.2 puring fiscal year
1982, Medicare paid over $32 billion to hospltalsk\gnd such ex-
penditures have increased an average of 19 percent per year
since 1979. While the general rate of inflation as measured by
the Consumer Price Index slowed to 3.9 percent in 1982, hospital
costs rose 12.6 percent under this index. |

S—

The Tax Equity and Fiscal Responsibility Act of 1982,
Public Law 97-248, approved September 3, 1982, required HHS to
submit a report to the Congress about a potential prospective
payment system for hospitals and other providers. Under a pro-
spective system providers are told in advance what they will be
paid and normally the payment level is not retrospectively ad-
justed to reflect actual costs.

In a December 1982 report, HHS recommended to the Congress
a hospital prospective payment system for Medicare covering rou-

"tine and ancillary service costs and submitted proposed legisla-.

tion on February 22, 1983, to implement this system. The pro-
posal provided for payments based on the patient's diagnosis.
The DRGS to be used were developed by Yale University, which
grouped diagnoses by physiological system and severity of ill-
ness. The grouping of diagnoses was designed to include those
cases which are closely related in the extent of resources ex-
pected to be devoted to treating the patients.

lror hospital cost report years ending in fiscal year 1983. For
reporting years -ending in fiscal years 1984 and 1985, this
percentage was scheduled to decrease to 115 and 110 percent,
respectively. However, Public Law 98-21 makes this reimburse-
ment limit inapplicable aftet fiscal year .1983.

2The allowable increase’ is defined as the percentage increase in

an economic index designed to reflect changes in hospital .
operating costs plus 1 percent. This limit acts as an upper

" limit on payments for fiscal years 1984-86 unaer the revised

.reimbursement system in Public Law 98-21.
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The amount Medicare would pay would be the national average
Medicare cost per discharge, adjusted for local wages, for the
DRG into which the patient's diagnosis falls. Although not spe-
cifically stated in the administration's proposed legislation,
HAHS' report to the Congress indicates that capital and .education
costs would continue to be reimbursed on a reasonable cost
basis. The rates paid by Medicare would be payment in full to
the hospital which could not charge the beneficiary except for
Medicare's coinsurance and deductibles for inpatient hospital
services,

The administration's proposal provided for an annual ad-
justment of the fiscal year 1984 payment rate, but was nct zpe-
cifie about how payment levels would be adjusted in the future.
It did state that payment levels were to be updated periodically
and that HHES could consider such factors as the increase in the
costs of goods and services purchased by hospitals, improved
hospital industry productivity, and technological changes.

The Congress, in enacting Public Law 98-21, adopted a pro-
spective payment system based on DRGs which substantially modi-
fied the administration's proposal. The legislation requires
the Secretary of HHS to develop a national and nine regional DRG -
rates, each having an urban and rural rate adjusted for local
wages. The prospective payment system would be phased in over a
3-year period. Generally, the amount each hospital would be
paid is based on a proportion of the national and regional pay-
ment rate and a portion based on the costs incurred by the hos-
pital.3 The prospective payment rate applies to hospitals
located in the 50 States and the District of Columbia except for
psychiatric, rehabilitation, children, or long-term care hospi-
tals, or a distinct psychiatric or rehabilitation unit in a hos-
pital. Capital and educational expenses would be paid on a cost
basis, but HHS is to report to the Congress by October 1984 on a
suggested method for including capital costs in the prospective
payment rates. .

3The DRG prospective payment rate would be phaged in as follows.
. . e

Percent of payment to hoaéital based on’

Fiscal . .- S - Census Region - - "National
year Cost - DRG rates DRG rates
1984 75" 25.0 A )
1985 50 37.5 12.5
1986 25 37.5 . 37.5

1987 0 0 100.0
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) The law requires the Secretary of HHS to adjust the DRG
payment rates each year and to make other adjustments as neces-
sary. To assist the Secretary in adjusting the DRG rates a Com-
mission was created to review the use of new technologies and
treatment modalities and to recommend changes to the rates based
on its evaluation.

ISSUES REPORTED BY HCFA'S NEW YORK
REGIONAL OFFICE ON NEW JERSEY'S

PROSPECTIVE PAYMENT SYSTEM

A prototype DRG-based prospective payment system was devel-
oped in New Jersey under a $5.3 million grant from HCFA. 'The
New Jersey system was phased in over several years beginning
with 26 hospitals in 1980. As of December 1, 1982, New Jersey's
system covered 99 acute care general hospitals and applied to
all payors. To obtain uniform data on which to set prospective
rates, New Jersey required hospitals, beginning in 1975, to file
uniform cost reports. Thus, the first step for most New Jersey
hospitals was developing a substantial data base that incorpo-
rated financial data and clinical information. Reportedly, con-
" giderable resources were expended to improve hospital medical
record departments to support each hospital's data base and to
help assure the accuracy of DRGs assigned to patients for pay-
ment purposes. -

HCFA's New York Regxonal office prepared a report (dated
Aug. 9, 1982) on New Jersey's prospective payment experiment .
which identified issues the Office believed should be addressed
by any proposal for a national DRG prospective payment plan.
HCFA headquarters staff reviewed the Regional Office report and
advised the Regional Office in October 1982 that a complete
evaluation of the New Jersey experiment is scheduled to begin
after 1ts completion in December 1983.

The observations and recommendations made by the HCFA
Regional Office related to two main areas:

--The need for a utilization review mechanism to assure
quality of care and accurate reporting of diagnoses for
payment purposg:.

- —Suggested- modifications to New Jersey's payment systen- if
it were to be used nationwide.

These areas are discussed in the following sections.



153

" B-211835

Utilization review mechanism needed

The HCFA New York Regional Office noted three areas where
potential problems could arise that indicated the need for a
reliable utilization review mechanism. The first of these was
the potential for hospitals to manipulate diagnosis reporting in
order to maximize Medicare payments under a DRG system. The
Regional Office report noted two studies which indicated the
potential for hospitals to maximize payments by reporting ‘high
paying diagnoses or combinations of diagnoses.

A study conducted by the University of California at San
Francisco Department of Medicine showed that, by repcrting for
payment purpeses asS the principal diagnosis the higher paying of
either the principal or secondary diagnosis, the University's
hospital would have received 14 percent more in 1978 if it were
under a DRG payment system similar to New Jersey's. A computer
program was designed which selected automatically the sequencing
of diagnoses that ensured maximum payment. 1In 23 percent of the
cases, reporting the actual secondary diagnosis as the principal
diagnosis for billing purposes would have increased the DRG
payment. .

The HCFA New York Regional Office also conducted a study to
determine the accuracy of diagnosis reporting at selected New
Jersey hospitals. The results reported were:

--Review of a sample of 276 Medicare and Medicaid claims
from three hospitals indicated that 28 (10 percent) of
the claims appeared to have inappropriate DRGS. The

| billed DRG in all 28 cases resulted in higher payments
i than would have been obtained using the DRGs the Regional
Office believed were appropriate.

' —The Regional Office looked at the Professional Standards
! Review Organizations' (PSROs')4 retrospectively moni-
tored claims from the same three hospitals. The PSROs

4psRros are responsible for making medical necessity and appro-
priateness determinations for Medicare inpatient hospital
services and can perform this function for Medicaid at each
.State's option. The Tax Equity ‘and Fiscal Responsibility Act

- of 1982 replaced the PSRO program (effective Oct. 1, 1983) with
the Utilization and Quality Control Peer Review Organization
Program (referred to as PRO). The PROs would have similar
responsibilities to those of the PSROs for Medicare and could
carry out utilization review functions for other payors.
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reviewed a sample totaling 150 claims (all payors) and
disagreed with the DRGs reported by the hospitals in
22 cases (15 percent).

The second area of potential problems noted by the Regional
Office indicating a need for utilization review involved assur-
ing appropriate utilization of services and quality of care.

The Regional Office pointed out that a DRG-based prospective
payment system introduces a new incentive to hospitals, namely
providing the least costly care to patients by avoiding unneces-
sary care. This incentive carried to the extreme could result
in adverse impacts on quality of care. Possible examples cited
in the report included manipulating ancillary services and pre-
mature discharges to minimize costs and increasing admissions to
maximize payments. The Regional Office believed that, if any of
these actions occurred, quality of care could be adversely .-
impacted. . ’

The third area of potential problems related to DRG out-
liers which are cases where the patients' length of stay or
other factors differ substantially from the norm for the DRG
involved. The Regional Office was concerned about the percent
of cases falling into the outlier category in New Jersey--an
estimated 30 to 35 percent of all inpatient cases in 1982 were
expected to be outliers. The-Regional Office believed monitor-
ing of outlier cases was needed because of ‘the significant
impact on payments these cases have because hospitals receive
additional payments for such cases.

Based on these observations the Regional Office recommended
that :

--hospitals bé given very specific instructions on di&g-
noses designation and sequencing and that review of this
area be emphasized,

--a more innovative approach to utilization review and
guality assurance than that used in New Jersey be
adopted, and

—a monitoring system for outliers be established to mini-
mize the number of cases falling into this category or

. alternately paying outliers on a cost rather than a
charge basis.’ . . :
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. In a recent report5 we expressed similar concerns about
the potential problems that could arise under a DRG-based
prospective payment system and the need to have a utilization
review mechanism to control abuse. We stated that the adminis-
tration's proposed DRG prospective payment system included pro-
visions which could (1) allow for manipulating admissions and
diagnostic coding to increase total reimbursement and (2) result
in adverse impacts on the quality of care provided to Medicare
beneficiaries. Therefore, it is necessary to maintain a PSRO/
PRO type function at least until it can be demonstrated that
these potential problems do not arise under the proposed hos-
pital payment system. In addition, we noted several instances
in the December 1982 HHS report to the Congress on the proposed
prospective payment system which identified potential problems’
and which we believe pointed out the need for a PSRO/PRO type
function. These areas included:

--The proposed system might encourage hospitals to release
patients prematurely which in turn might result in
otherwise unnecessary readmissions and a second payment.

--The proposed system might encourage hospitals to transfer
unnecessarily a patient to another provider or to reduce
the provision of important ancillary services to minimize
costs.,

--There is an incentive in the proposed system for un-
necessary admissions.

--There is an incentive under the proposed system for
hospitals to report higher level diagnoses in order to
obtain higher payments.

The administration proposed eliminating both the PSRO pro-
gram and the requirement that hospitals not covered by a PSRO
establish utilization review committees. Also, the President's
budget for fiscal year 1984 does not provide any funds for a PRO
program. Thus, there would not have been a required program of
physician review of the medical necessity and appropriateness of
inpatient hospital services under Medicare.

The administration's prqpbsed legislation for a. DRG pro- .
spective ‘payment system did not -address the mechanisms to be -
used to control against the problem areas raised by HCPA'sS New

5*Ga0 Staff Views on the President's Fiscal Year 1984 Budget
Proposals® (GAO/OPP-83-1, Mar. 4, 1983), pages 69-72.
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York Regional Office, by HHS' report to the Congress on the
proposed prospective system, and by us in our March 4, 1983,
report. However, the Congress in enacting Public Law 98-21
addressed these concerns. The law requires hospitals to con-
tract with the PRO covering its area, if one has been desig-
nated, by October 1, 1983, in order to receive Medicare pay-
ments. If a PRO had not been designated for a hospital's area
by October 1, 1984, the hospital could not receive payments from
Medicare. PROs are to review (1) the validity of diagnostic in-
formation provided by hospitals; (2) completeness, adequacy, and
quality of care provided; (3) appropriateness of admissions and
discharges; and (4) appropriateness of care for outlier cases,
If the PRO program is implemented (required under Public Law
97-248 on Oct. 1, 1983) and PROs are effectively performing the
functions listed above, the concerns expressed by HCFA's New
York Regional Office and by us should be addressed.

Suggested modifications to
New Jersey's payment system if
it applied natilonwide

The HCFA New York Regional Office report made suggestions
for modifications to New Jersey's DRG payment system if it was
to be applied nationwide. The suggestions fell into four areas:
(1) treatment of bad debts, (2) appeals for changes in reim-
bursement, (3) payments for outliers, and (4) the need for cost
reports and audits of them. .

The Regional Office was concerned about the impact that
including a factor in payments to cover hospitals' bad debts
could have on payments and how changing economic conditions
could affect the level of bad debts. Under Medicare's cost
reimbursement system, the only bad debts recognized as costs
were those directly related to Medicare patients; that is, un-
paid Medicare deductible and coinsurance amounts. The prospec-
tive payment system enacted by the Congress continues Medicare's
prior policy on bad debts, so we believe they should not signi-
ficantly affect the new payment systenm.

The Regional Office was also concerned about the number of
payment rate appeals occurring under New Jersey's system because
most. providers covered by it in 1981 appealed .their initially .
---gset -rates. While New Jersey's.rate-setting system involved a.:
number of steps which could result in appeals of payment ratesJ
the Medicare DRG payment system enacted by the Congress does not
permit appeal of the payment rates. Thus, the concerns of the
Regional Office about the administrative burden of payment rate
appeals should not be as significant a problem under Medicare's
revised hospital payment system.
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Regarding payments for outlier cases, the Regional Office
made two recommendations that

==-the number of cases falling in the outlier category be
held to a minimum (it was expected that 30 to 35 percent
of the cases in New Jersey would be classified as out-
liers) or

--outlier cases be paid on the basis of costs rather than
hospital charges as was done in New Jersey because
charges normally exceed costs and paying charges would
increase Medicare payments.

The administration propesed that only cases which exceeded
& DRG's average length of stay by 30 days or more be classified
as outliers; discharges with very short lengths of stay would
be paid the DRG rate.® This was expected to result in about
one-half of 1 percent of the cases falling in the outlier '
category.

The law as enacted requires that additional payments for
outlier cases be not less than 5 percent nor more than 6 percent
of total DRG payments.? Therefore, outlier payments are sup-
posed to be held, under Medicare's system, to a percentage sub-
stantially below that experienced in' New Jersey.

The administration's proposed legislation did not state how
additional payments for outlier cases would be calculated. The
law as enacted does not state how such payments are to be calcu-
lated, but does provide that they shall approximate the marginal
cost of care beyond the point which makes the case fall into the
outlier category. We are concerned that hospitals not be able
to increase payments by keeping patients longer than necessary

6New Jersey uses a relatively complex system to, classify out-
liers under which meeting any of seven criteria puts a case in
the outlier category. Cases are classified as outliers if, for

" example, they significantly vary from the average length of
stay on either the high or low side.

7The conference report (H. Rept. No. 98-47) on Public Law 98-21

- stated that the conferees were"equally’concerned“that'adjust-
ments may-be required for cases which have an unusually short
length of stay or which are significantly less costly than the
DRG payment. The Secretary of HHS is required to report in the
annual report on the prospective system on how to address such
low cost cases.
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in order to receive an outlier payment. If hospitals only re-
ceive, as an outlier payment, the additional costs directly
related to care provided after a case reaches the outlier cutoff
point--that is, marginal costs--as required by the law, this
should not provide an incentive to retain patients longer than
necessary or enable hospitals to gain from outlier cases.

Finally, regarding the need for cost reports and audits of
them, the Regional Office expressed its concerns that Medicare
payments under the New Jersey DRG system had exceeded the
amounts that would have been paid under Medicare's cost reim-
bursement system. The Regional Office stated that it had anti-
cipated that payments would increase and that the percentage in-
crease might not be excessive considering that payments included
a factor for uncompensated care (bad debts) and that the payment
methodology had changed, However, the Regional Office was con-
cerned that the two hospital cost report audits which had been
done indicated that at least initially the New Jersey system may
be quite costly. The Regional Office said it was developing an
audit program so that HCFA could be furnished hard data on such
things as actual costs, cost shifting, and data collection. The
Regional Office was also concerned about whether sufficient
funds would be provided to carry out the audit program. It
recommended that -the need for auditing and commitment of funds
be built into the design of any new national DRG prospective
payment system.

As we have stated in the past.8 we believe that prospec-
tive payment systems should be based on the costs which would be
incurred by an efficient and economical provider to deliver
needed care. For the Medicaid program, the Congress has re-
quired the States to have reimbursement systems for hospitals
and nursing homes which meet similar requirements. We also
believe that to determine the cost level at which efficient and
economical providers can deliver needed services and to ascer-
tain changes in this level over time, it is necessary to obtain,
through audited cost reports, data on actual reasonable and
allowable costs incurred by at least a statistically reliable
sample of providers.

-8For example, seé "Information on Prospective Reimbursement .
Systems" (GAO/HRD-82-73, May 10, '1982) and testimony before the
Subcommittee on Health, Senate Committee on Finance, on the
data used by HCFA in preparing 1ts/broposa1 to establish a pro-
spective reimbursement system for sthe End-Stage Renal Disease
Program, March 15, 1982. s
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puring the hearings on the bills which eventually resulted
in the enacted DRG prospective payment system, concerns about
the accuracy of the data bases which will be used to set the DRG
payment rates were expressed. Public Law 98-21 requires hospi-
tals to continue submitting cost reports through fiscal year
1988. Also, during fiscal years 1984-86, hospitals will con-
tinue to be paid by Medicare partially on a cost basis so audit-
ing of cost reports should continue. In addition, Public Law
97-248 authorized an additional $45 million per year during
fiscal years 1983-85 for Medicare claims paying agents to be
used exclusively for cost report auditing and medical reviews
($23 million of the $45 million appropriated. for fiscal year
1983 has been allocated to cost report anditing},

Finally, Public Law 98-21 requires that payments to hospi-
tals not exceed what would have been paid under the reimburse-
ment system in existence before the revised system for fiscal
years 1984 and 1985; that is, the rate of increase limit on pay-
ment per discharge established by Public Law 97-248 (see p. 2).
Therefore, the tools (cost reports) shall be available to deter-
mine the impact the revised system has on hospital costs in such
areas as those raised by the Regional Office. Also, cost report
auditing should continue to be performed and funds should be
made available for this purpose. In addition, the utilization
review program which the Congress mandated for the DRG system
should provide the information needed by the Government to ad-
dress many of the questions raised about the current data bases
and to help assure that DRG payment rates accurately reflect the
costs which would be incurred by efficient and economical pro-
viders to furnish needed service. Thus, assuming that the uti-
lization review program is effectively implemented and that
costs reports are adequately audited, the Government should, in
the future, have better data bases on which to establish pro-
spective DRG payment rates.

OBJECTIVE, SCOPE, AND METHODOLOGY

The objective of our review was to address the concerns ex-~

pressed by HCFA's New York Regional Office in a report regarding
. its experience with the DRG experiment in New Jersey in view of
(1) the prospective system proposed by the administration for
Medicare and (2) the prospective payment system enacted into
- law. -We interviewed knowledgeable officials, in¢luding New
Jersey State officials responsible for operating, monitoring,
and evaluating the New Jersey program. We interviewed HCFA
officials both in the New York Regional Office and at headquar-
ters. Also, we talked with a consultant doing work on the New
Jersey program and an intermediary responsible for New Jersey
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hospitals in order to evaluate the recommendations made by
HCFA's New York Regional Office. 1In addition, we reviewed ar-
ticles in medical publications specifically dealing with utili-
zation of hospital services and the New Jersey experiment. We
also reviewed the administration's report to the Congress, con-
gressional committee and conference reports, and the Social
Security Amendments of 1983, Public Law 98-21, to determine
whether the law addressed the concerns of HCFA's Regional Of-
fice. As requested by your office, we did not obtain comments
from HHS on this report.

Except as noted above our work was done in accordance with
generally accepted government audit standards.

Unless you publicly announce its contents earlier, no
further distribution of this report will be made for 21 days.
At that time, we will send copies to interested parties and make
copies available to others upon request. i '

Sincerely yours, .
Richard L. Fogel
Director
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ITEM 6 2-17-81

Texas Department of Human Resources
John H. Reagan Building, Austin, Texas 78701 ’

JERDME CHAPMAN
Commeg:

BOARD MEMBENS

MILMAR G MOOAE
Chauman, Rchmond

RAUL JWENEZ
San Antono

Wm TERRY BRAY

AGENDA Ausin
Texas Board of Human Resources
706 Banister Lane
Austin, Texas
February 26. 1981
10 a.m.
1. Approval of Minutes o-f'January 15 and 16, and February 13, 1981.
2. Recognition of employees.
3. Purchased Health Services contract.
4

. Appeal from audit excephons involving Colonial Gables Nursing Home
and Colonial Manor Hursing Home.

5. Community MH/MR centers' clinic services under Titles XIX and XX.

6. Adjustments to FY 1981 operating budget.

7. Adjustment of rates for primary home care.

8. Rate methodology for Intermediate Care of the Menfa'l‘ly Retarded.

9. Policy changes in ‘the Aid to Families with Dependent Children program.
10. Policy changes in eligibility criteria for the Hursing Home program.
11. Mid-year review of nursing homes reimbursement.

12. Policy on statewide mail issuance of food stamps.

13. Drug destruction study.

'It“l. Legislative matters.

15. Final rules:

a. Food stamps basis-of-issuance "cables.
b. Records management.
c. Protective payee procedures.

16. Technical amendments to program po'lic‘les.and procedures.

17. Commissioner's report.

18. Executive session on personnel matters, pending and. contemplated
litigation, and real property.
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Revised 2-25-81

Texas Department of Human Resources
John H. Reagan Building, Austin, Texas 78701

February 26, 1981

T0: Chairman and Members . | BOARD MEMBERS

. . N MILMAA G. MOGRE
L Téxas Board of Human Resources an. b

FROM: Marlin H. Johnston N o Ao

Acting Commissioner Wm. TERRY BRAY

Austn

SUBJECT: Agenda Item No. 11 - Mid-Year Analysis of Nursing
Home Reimbursement

The Board, at its July 16 1980 meeting, approved new reimbursement rates for

nursing homes to be effectIve for the period Sentember 1, 1930 through

August 31, 1981. There was concern expressed by 1ndustry representatives at’
_ the time that the percentage used to project minimum wage cateqory salary ex-

penses for nursing homes was too low. In response to this concern, the Board

requested that Rate Setting staff conduct a mid-year analysis of nursing home

reimbursement to ensure that rates were fair and reasonable.

The requested mid-year analysis is now complete. The findings of the analysis
are shown below.

Current Rates from Indicated Rates from
June 1980 Analysis February 1931 Analysis Difference

SNF $33.67 $33.64 $-0.03
ICF 26.06 26.04 -0.02
ICF IT 22.90 22.91 +0.01

The indicated rates above vere produced from a different set of data than the
one used to determine current SNF/ICF reimbursement rates. The data for the
mid-year analysis were much improved. Exhibit A, Page 2, details the differ-
eMﬁ1nme®mumdmrmmsﬁhmlutwmwathduauwfwtm.
nid-year analysis.

The inclusion of on-site audited cost report data in the mid-vear analysis oro-
duced lower per diem expenses. This was the result of the removal of unallow-
able exnenses which were reported on 1979 Cost Reports. The fiscal 1nnact of
on-site audited cost report data is exemplified in Exhibit B, Page 3.

The shift in relationshins among level of care exoenses was the result of the

use of DHR paid days of service rather than the provider's reported days of
service.

Industry representatives have again expressed concerns regarding DHR assumotions
and estimates in last summer's analysis. Exhibit C, Pages 4 through 11, shows
these concerns and the Department’s responses.

It is respectfully requested that the Board act favorably on the recommendation
shown below.

o Adopt the SNF per diem rate of $33.64, the ICF per diem rate of $26.04,
and the ICF II per diem rate of $22.91, to be effective for the period
March 1, 1981 through August 31, 1981, :

- The fiscal imoact for State Fiscal Year 1981 of the rate change recommendation
will be a decrease of $185,657 in expenditures.

Respectfully submitted,
WM

Harlin Y. Johnston

Acting Commissioner

- Attachment

An Equal Opportunity Employcr
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TEXAS DEPARTMENT OF HUMAN RESOURCES
OFFICE OF PROGRAMS BUDGET AND RATE SETTING
TEXAS MEDICAID SNF/ICF PROGRAM

Rate Setting Festures for State Fliscal Year 1981 Reimbursement Rates for SNF/ICT Providers
JULY 1980 ANALYSIS

FOR RATES EFFECTIVE
SEPTEMBER 1, 1980

-

JANUARY 1981
ANALYSIS AT
MID-YEAR

Data Base Composition

o 1979 CoSt REPOTLS et ereeterroresstaseserereasonssortonstnorerosesnocans . 839
Desk-verified only COSE IepPOrES.cevereirersensnancrsnes . 834
Desk-verified and on-site audited COSE YOPOTIS. ..ttt rererreennnrosssnosonssarsans -0-

Patient-Days of Service Used in Rate SettIng.....eevvverannnns B T Reported Basis

Inflation Assumptions (Estimated Annual Increases: SFY '81 over SFY '80)

. Implicit Price Deflator - Personal Consumption Expenditures (Covers 32% of
total expense. Used to project professional salaries; fringe benefits for
all employees; and, miscellaneous expenses)...

. Minimum Wage Index (Covers 37% of total expense. Used to project all nonpro-
fessional SalariesS).veevieerosesroiennsnrnaranenns e ieireaserrantaac ity 7.7%

. Food Index (A composite index of the CPI-Food and Beverages and the PPI -

Processed Foods and Feeds weighted 50/50. Covers 9% of total expense. Used

e iiees et i e e 11.2%

to project raw food expense.).......‘...............w............................; 11.6%
. CPI = Property TaX..uieesoeonoonsnsnasnnnonsonnans PP . N 4,2%
. CPI - Gas and Elecricity (Covers 3% of total expense) . 9.1%
. CPI - Property INSUTANCE. vesnsovtonensesonssnssasonas 10.1%
. CPI - Automobile Insurance..ceeosecenesersraas e 8.1%2
+ CPI - Telephone Service..vveevveransnsnanis e 3.9%

FICA, FUTA and Worker Compensation Insurance.........
Administrative Caps on Certain Salaries

. Maximum Allewable Per Diem Expense for Owner-Adminlstratol..cersveesvesrocnarennes $1.759
. Maximum Allowable-Per Diem Expense for Owner-Assistant Administrator......seee.., <$1.021

Merle L. Moden

February 12, 1981

876
686
190

DHR Paid Basis

11.2%

7.8%

12.22
4.2%
14.2%
10.1%
8.1%
3.9%

$1.897
$1.083

€91
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TEXAS DEPARTMENT OF HUMAN RESOURCES

OFFICE OF PROGRAMS BUDGET AND RATE SETTING
TEXAS MEDICAID SNF/ICF PROGRAM

THE EFFECT OF ON-SITE AUDITED DATA UPON RATES

FOR THE PERIOD JANUARY 1, 1980 THROUGH AUGUST 31, 1980

*COMPOSITION OF 1978 COST REPORT DATA BASE

Oripginal Data Base

Number
Desk Verified Cost Reports 790
Desk Verified and
On-Site Audited Cost Reports -0-
TOTAL ’ . 790

- X

100%

-0-.

1002

Altered Data Base
Rumber

563 o nz
227 297

790 100X

*REIMBURSEMENT RATES

From Original |

From Altered

Changes

Data Base Data Base Amount %

SNF $31.95 $31.93 $-0.02 -0.012
ICF 24.77 24.68 -0.09 -0.04
ICF 11 21.76 21.66 -0.10 -0.05
gFISCAL IMPACT

Days of Service Rate

1/1/80 - 8/31/80 Change = QOver-Reimburseneat
SNF 1,065,958 $0.02 = $ 21,319
ICF 11,073,545 0.09 = 996,619
ICF 11 3,538,703 0.10 = 353,870
TOTAL

$1,371,808

*PERCENT OF ERROR IN TOTAL VENDOR PAYMENTS

‘Over-Reimbursement

$1,371,808

Total Vendor Pavments
$292,425,140

EXHIBIT B
. FEBRUARY 26, 1981 Board Agends Item

% of Error
0.5%

Merle L. Moden
February 12, 1981
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TEXAS DEPARTMENT OF HUMAN RESOURCES
OFFICE OF PROGRAMS BUDGET AND RATE SETTING
TEXAS MEDICAID SNF/ICF PROGRAM

ISSUES IN TIIE MID-YEAR ANALYSIS OF SNF/ICF RATES
RAISED 8Y THE TEXAS NURSING HOME ASSOCIATION

TNHA POSITION

DHR POSITION

e The implicit price deflator is not an appropriate index
to project costs for this industry; instead, the CLP1
should be used. oy

3 1I14IHX3

o The minimum wage adjustment rate is too low. A rate of
7.7X was used to adjust minimum wage when experience
shows it should have been 11%. This increase of 11X
would have added an additional 25¢ to the September 1,
1980 rate (or 50¢ if paid from February 1, 1981) .

11 "ON w331 epualy pirog- 1861 '9z Kivnaqay

The Implicit Price Deflator-Personal Consumption Expenditures
(IPD-PCE) was adopted after extcnsive research and analysis
conducted last summer. Rate Setting staff are convinced that
this index is much more appropriate than the CPI-All Iteams.
The shortcomings of the CPI-All Items are widely known and
have been recognized by the Bureau of Labor Statistics which
is the Federal agency maintaining the Consumer Price Indexes.
The Implicit Price Deflator 1s bused upon kinds and quantities
of goods and services currently being purchased by consumers——
not kinds and quantities of goods and services which were
purchased in 1972-7'3 as 1s the case with the CPI-All Items.

The 7.7% figure is ‘the weighted average increase in the
8

minimum wage rate from State Fiscal Year 1980 to State Fiscal
Year 1981. This mdthod of determining the percentage used to
project’ minimum wage category salary expenses has served well
in the past. However, it is argued that this is merely a

" self-fulfilling prophesy, since providers will only grant

minimum increases.: Nonetheless, inost providers have been

able to perform adéquately under the increases granted in the
past. The teimbursemcnt methodology is based upon projections
of historical expenses to determire rates. In cases where
providers grant increases in excess of the projected increase,
these expenses will be reported on subsequent cost reports

and will be reflected in subsequent rates.

The Depnrtment had concluded, however, that a survey of hourly
wage rates from a rondom selection of providers would be
useful in addressing this industry concern.. Thereforec, a 5%
random sample of nursing home providers was surveyed in recent
days, The weighted average percentage increcase granted

Merle L. Moden
Februarv 13. 1981
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Food costs have turned up rapidly and the current rate
is estimated to be 10¢ to 20¢ low in this cost area.

There was no increase projected for many line items
under facility costs. These costs have, in fact,
escalated in nearly every case.

The profit expectation of 6% 15 unrealistic if ussumcd
to be before tax profit.

The industry must generate costs that are lower than

_the rate paid to stay in business. When rates are

inadequate, the squeeze on costs will cause a
deterioration in future services provided.

minimum wage category emploﬁees was found to be 7.8 %
Refer to Page 7 for details of the survey.

COnsequently, the percentage used in the mid-year
analysis to project minimum wnge category salary
expenses w111 be 7.8%.

Food costs have increased in recent months and projections
have taken these increases into account. Raw food costs

. are estimated to increase by 12.2%.

The Department does not project increases in many facility
expenses. Examples include depreciation, amortization,
mortgage interest, and working capital interest.

The average profit margin before income tax (from for-profit
provider 1979 Cost Reports which were in the mid-year
analysis) is 8.24. Using an average income tax rate 'of 332,
the net profit margin is 5.4%. This net profit margin !
coupled with the after tax return om equity of 33.8% vields.
more than adequate profitability. Refer to Page 8.
Comparison with other industries reflects favorable profit-
ability of for-profit nursing homes. Refer to Page 9 '
for a comparative analysis.

Revenue short~falls appear to be caused mostly by declining
caseloads. Refer to Page 10. Lower occupancy provides
higher expenses per day of service. Options available to a
provider experiencing revenue decline include reducing -
services, eliminating unnecgssary expenses, and reducing
profit margins. In the open market, a provider reducing
services would soon go out of busiriess. Reducing services
will not only jeopardize compliance with standards, but will
reduce the attractiveness of a particular facility to
private as well as Medicaid patients. Unnecessary'expenses

Merle L. Moden

February 13, 1981
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for non-egsential items can be eliminated without an adverse
effect on the quality of care. [Profit margins can be
reduced in the short run while the provider's investment
becomes more viable through imprcved occupancy and/or
improved cost efficiency.

Government providers should not be inflation-proofed. _The
effect of inflation upon providers, their stockholders, and.
their employees shéuld be no different from that experienced
by the average citizen. . Increaszs in real income have
declined in recent months as shown on Page 11.. There is
little reason to believe, given continued inflationary
pressure, that thig trend will reverse itself for maty months
to come. For example, per capita disposable personal income
declined for five donsecutive quarters during the 1974
recession, Providgrs should not look to the Department to
protect them from the inflation experienced by society.as a
whole. There is aipoint where rate increases do not simply
respond to inflatién, but actually become forces which drive
inflation. i . :

Merle L. Moden
February 13, 1981
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TEXAS DEPARTMENT OF HUMAN RESOURCES
OFFICE OF PROGRAMS BUDGET AND RATE SETTING
TEXAS MEDICAID SNF/ICF PROGRAM

RESULTS OF THE HOURLY WAGE RATE SURVEY FOR‘
LONG TERM CARE FACILITY NON-PROFESSIONAL EMPLOYEES
EARNING LESS THAN $4.50 PER HOUR

* GENERAL INFORMATION

Method of Selec:iﬁg FacilitieS...veeueeeansaasseessss.5% Random Sample
Number of Facilities SUrVeyed.......cceeceucesarrosssonssecroaseneesd3
Number of Employees Surveyed.....oeessesseesasssosocccncsnncencessslBb
Survey Period.....cecveveees.....September 1979 through January 1981
Survey Technique................;..Hourly Wage Rates at the end of each
month in the surve}:period were
recorded for up té 15 employees in

each facility.

* HOURLY WAGE RATE AVERAGES

Average Hourly Wage Rate in Base Periéd (SFY 1980)}.........V ..3.160
Average Hourly Wage Rate in Projected Period (SFY 1981)?.........3.&08

* AVERAGE PERCENTAGE INCREASE

Sum. of Hourly Wage Rates in Base Period (SFY 1980)............2,477.66
Sum of Hourly Wage Rates in Projected Period (SFY 1981).......2,671.93

Average Percentage INCrEAS@. coesesavsarnvssvonrsoncsnnsnsvvonsessds B4T

lMany hourly wage rates were inserted at the minimum wage level since
high turnover rates result in a substantial number of employees-with
less than a year on staff.

2Hourly wage rates were projected at the same level for the 8 month
period January 1980 through August 1981. Due to the significant turn-
over in these personnel, it is inappropriate to attempt to project
increases.

Mérle L. Moden
February 25, 1981
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TEXAS DEPARTMENT OF HUMAN RBSOURCES

" OFFICE OF PROGRAMS BUDGET AND RATE SETTING
TEXAS MEDICAID SNF/ICF PROGRAM

* 1979 SNF/ICF AVERAGES #

ALL PROVIDERS

mcog STATMNT : .(876)

AFTER INCOME TAX (ASSUME 357 TAX RATE)........ NA

ALL (758)
REVENUES . . - : .
PATIENT GROSS REVENUE.. ... sevceersscocessesss.§702,010 $692,962
OTHER CROSS REVENUE.... . ] 5,904
TOTAL GROSS REVENUE. 698,927
LESS: ALLOWANCES. (3,469)
TOTAL NET REVENUE........... 695,458
EXPENSES ' B
. PATIENT CARB COST AREA........................3328 135 - $311,686
DIETARY CARE COST AREA... vees 118,243 112,409
FACILITY COST AREA....... eee. 140,298 138,308
ADMINISTRATION COST AREA. cees 76,234 75,799
TOTAL NET EXPENSE........ cees 662,910, 638,204
PROFIT. veueernersnsosrnsssssnsnsnsnsascssacanciens 66,006 57,254
PROFIT MARGIN
BEFORE INCOME TAX. . novennennnnnnennen 6.5% 8.2%
AFTER INCOME TAX (ASSUME 35T TAX RATE)........ NA 5.4%
BALANCE SHEET .
TOTAL ASSETS. . uuvvsvseassornssnssnoaroasocsncsnseso$495, Aoo . $417,005
TOTAL LIABILITIES.. Ceveereraseesenesas 332,356 292,872
TOTAL CAPITAL.svvivereracnsonanss . 163,044 . 124,183
'TOTAL LIABILITIES AND CAPITAL. s euvvvrrsssorasesera. 495,400 417,005
ALLOWABLE squxrv................................... NA 110,179
RETURN ON EQUITY
BEFORE INCOME TAX..eneuonssnsvneeneenaeaeneees  NA 52.0%
33,82

FOR-PROF1T PROVIDERS
s

OWNING I LEASING ITS
EACILYTY (¢ __g)_ EACILITY (333)
 $684,868 $702,205

5,904 , 6,079
. 690,772° 708,284
. (2,485) (4,598)
688,287 703,686
$317,360 $305,180
S 114,362 110,170
" 126,150 ., 152,257
74,968 | 76,752
i 632,840 644,359
55,447 59,327
Pogax 8.4
i os.2x 5.5%
$592,419 - $213,859

441,456 122,401
. 150,963 93,458
£ 592,419 215,859

137,925 78,347

40.27 75.7%
26.1% 49.2%

Marle L, Moden
February 12, 1981
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TEXAS DEPARTMENT OF HUMAN RESOURCES
OFFICE OF PROGRAMS BUDGET AND RATE SETTING
TEXAS MEDICAID SNF/ICF PROGRAM

COMPARATIVE 1979 FINANCIAL PERFORMANCE:
THE AVERAGE FOR-PROFIT TEXAS MEDICAID SNF/ICF -
VERSUS '
169 TOP PERFORIERS IN 6 INDUSTRIES

1

INDUSTRY
RETAIL PETROLEUM BATURAL TEXAS TEXAS _, FEDICAL FAST,
STORE (INTEGRATED) cs NURSING HOMES BANKING SERVICES FOOD
Net Profit Margin® 3.2%, 7.52 5.6% s .- N 5.7% T4z
Return on Equity’ 12.2% 22.9% 14.72 ( 33.8% S s 16.7% 14.4%

1All statistics except for Texas Medicaid SNFs/ICFs are from 1980 and 1981 issues of the Value Line survey of top performing
companies.

ZAftct income tax.

3Thirty-nine entities including Alldied Scorcs, Federated Department Stores, K Mart Corp., G. C. Murphy Co s J C. Penney Co.,
Pier 1 Imports, and Sears, Roebuck and Co. .

Forcy-five entities including Atlantic Richfield, Conoco, Exxon, Gulf, Mobil, Phillips Petroleum, Shell, Standard 01l
(California), Standard 0il (Indiana), Standard 0il (Ohic), and Texaco.

SFiity-thtee entities including E1 Paso Company, ENSEARCH Corp., Houscon Natural Gas, Tenneco Inc., Texas Eastern Corp.,

. Texas Gas Transmission, and Valero Energy Corp.

6758 Texas Medicaid SNF/ICF For-Profit previders. The income tax rate assumption is 55%.

7Four entities including Mercantile Texas Corp. (9 banks), Republic of Texas Corp. (26 banks), Southwest Bancshares (20
banks), and Texas Commerce Bancshares (39 banks).

8Elcven entities including Beverly Enterprises with 314 nursing homes (70 in Texas), Cénco, Inc.}vwith 55 nursing homes, and
National Medical Enterprises with 114 nursing homes

9Seventcen entities including Church's Fried Chicken, Inc., Denny s, Inc,, Dunkin Donuts, Inc., McDonald's Corp., Pizza
Inn, Sanbo s Restaurants, Victoria Sctation, Inc., and Wendy's International, Inc.

‘Merle L. Moden
February 12, 1981
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UFFAUE UP PRUGRAMD BUUGEL ANU KALL SELTING
TEXAS MEDICAID SNF/ICF PROGRAM
FULL-TIME EQUIVALENT TOTAL RECIPIENTS
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TEXAS DEPARTMENT OF HUMAN RESOURCES
OFFICE OF PROGRAMS BUDGET AND RATE SEITING
TEXAS MEDICAID SNE/ICF PROGRAM
RECENT TRENDS! IN U.S. PER CAPITA
DISPOSABLE PERSONAL INCOME IH 1972 DOLLARS

. ARNUAL RATE
1978 - OF CHANGE

lst Quarter.. L.564,634 +5.6%

2nd Quarter.. ve..$4,465 +4.97
. 3rd Quarter.. ve.. 54,502 +4 4%
4th Quarter.......vvveve..$4,547 +3.92
1979
Ist Quarter.....ccoceees .$4,574 +3.2%
2nd Quarter.. creeresaa$4,570 +2.4%
3rd Quarter.. cerreee..$4,598 +2.17
4th Quarter.. ceerenee.$4,596 +1.1%
1980
Ist Quarter.. . ..§4,596 +0.6%
2nd Quarter.. ver.$6,528 -0.9%
3rd Quarter...............54,561 ~-0.8%
T}
R LS

: "‘\_\/"""/“
i : . el // :

s B A -
——W"‘“—/ 1872 doiizs, Q (2 rale; thous dol)

ives Seae Laas maiah

19% 37 38 %3 60 61 62 63 64 €5 6 67 &3 & 20 1 2 73 74 75 76 77 7B 79 8O 1SB)

lDecember 1980 issue of Business Conditions Digest, a publication of the
Bureau of Economic Analysis, U.S. Department of Commerce.

zblsposable income is the personal income available for spending or saving.
It consists of personal income less personal taxes and nontax payments to
government. Measurement in 1972 dollars reflects the real purchasing °
power of disposable personal income in recent years compared to 1972. The
deflator for this series is the Implicit Price Deflator--Personal Consump-
tion Expenditures.

3 .
Heasured quarter to quarter.

Merle L. Moden
February 16, 1981
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ITEM 7

Texas nursing homes turn average 33.8 per .cent profit

-y SARALEE TIEDE
‘sustin Bureau

AUSTIN — Texas nursing horrles
uurm.d more profit to their owners
1979 than petroleum companies,
I.mks, fast food franchises or retail
.1ores, according to an analysis pre-
‘wared by the Department of Human
2 sources.

A eomplhuon of cosi statements
inat B39 nursing homes filed with the
«wpartment showed that homes re-
.Jr\ed 33.8 per cent on equity after

lw¥es, compared 10 229 per cent (or

oil companies, 13.3 per cent for Texas
banks, 14.7 per cent for natural gas
companies, 14.4 per cent for fast food

.businesses and 12.2 per cent_for retail

stores.
However, some nursing home oper-
ators contend that the state's profit

"calculations are grossly unfair to those

who try 1o run well-staffed, comfort-
able homes,

Dell Hagen, president of the Nl-
tionat College of Nursing Administra-
tors and part owner of the Hearth-
stone Nursing Home in Tyler, said the
profit figure is enlarged by poorly-

run homes that cut corners on staff;

\

and food w save maney.

The profit analysis was made after
the industry protested that their re.
imbursement for Medicaid patients
was too low, but the findings prompt-
ed the board 1o cut rates further, by

three cents a day for skilled nursing -

facilitles and \wo cents a day for in-
termediate care homes.

Nursing homes now receive $33.64
a day under Medicaid for skilled care
and $26.04 daily for inermediate
care. The Texas Nursing Home Asso-
ciation is lobbying vigorously this leg-
islative session 10 raise that rate,

At least two legislative committees

have recommended that the suate
adopt tighter restrictions on nursing
home payments which have cncour-
aged expansion of the industry in
Texas, led to overbuilding and, in
turn, 10 even more expensive care be-
cause of the cost of keeping unused
bed:

8.

The Specia! Committee on the De-
livery of Human Services pointed out
last year that Texas spends more than
half a billion each year on nursing
home care.

*The number of nursing home beds
in Texas increased 668 per cent from
1960 to 1978, twice the increase na-

tionwide,”" lhn report nld “'l‘exu'

currently has 104,000 nursing home
bc‘ig‘ of wh:ch 18,000 are empty.”

m.-edn of contemporary mda(y," the
report said, noting that the entire in-

© dustry suffers from ‘*cosi-push"

the Department of Human Resources,
which administers Medicaid money,
impose limits on certain costs, audit
homes that show unusually high op-
erating expenses and fine those that
fail to submit an annus! operational
cost report, :

“A study’of the nursing home in-
dustry in Texas indicated that incen-
tives are needed for maximimzing the
use of taxpayer dollars while meeting
one of the most important public

that .

A*1976 swdy, done by the Joint

Advisory Commiltee on Government
0, i 2 new emph
- on alternative pi that would

on rograms
permit the elderly to remain in their
own |

care

could delay the entry of my aged
people into nursing homes and could
be operated far more cheaply than
|h%numn' g home program, the report
said,

¥LI
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By ABBY KAIGHIN
American-Stalesman Staff
Auslin nursing-home owner Tom Taylor
sings the biues when the subject of money
comesup.
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ITEM 8

SUSTIN-AMERICAN STATESMAK

Do nursing hemes
make enough money?

Taylor said his actual profit was $23,000, . -
not  $104,000, because the department
doesn’t allow certaln expenses to be calcu-
lated in its analysis of homes’ Income state-
ments. He was unable, however, to plrpoint

“It'shard ta opcra(c andstayinbt
when we're paid $26.01 per day per pa-
ticnt,” he said.

“The problem Is, the state wanls us to

.give total care, but it isn't willing to pay far

il. For 326.04 2 day (per patient under Medi-
cald) we are required lo furnish medical,
emotional and spiritual needs. You can't
cheek into a hotel for anywhere acar. that
kind of price.” N

Taylor Is a past ieader [n the Texas Nurs-
ing Home Association and its national coun-
terpart. His comments are typical of lead-
ers in the nursing-home industry. The
state's rales, they say, are inadequale to
caver their costs and that causes a deterio-
ration in the quality of service,

Merle Moden, a state Department of
Human Resources of(iclal who oversees the
setting of nursing-home payment rates, is
familiar wilh the owners' sad song. But, he
sald, il strikes a Iew discordant notes, com-
Ing Irom an Industry whose financtat return

on Investment, percentage-wise, greatly.

exceeds the petroleum Industry’s. -

Modea sald Texas® nursing-home in-
dustry gererally makes money — lots of it.
The problem, he said, is that studies show
no corrclation belween money spent for
nursing-hame care and the quallty of care
thatis rendered.

“The nursing-heme adustry in Texas Is
fal,” Modea sald, pulling out thick stacks of

- computer printotts, siatistical studies and

datatoback hisccontention. .

And Taylor's 150-bed Austin Nursing &
Cenvalescent Center, HIOE. Live Oak St., Is
doing far betler Uran the average Texas
nursing home, Maden sald. Although Tay-
lor said he made only a 1.1 percent profit in
1979, cosi reports he filed wilh the state
showed he made a 7.6 percent pretax profil.

Maden also noted that the home's $104.112
profit for 1979 (the ialest year availablel
Aoasn't reflect the total amount of moncy
Taylor mace from his business. In addition
1o {be profit, Taylor patd his wife $82,114 as

- the parsing hame’s adminlstrator and him-

sel $24,634 as assistaal admialstralor.

and the department’s. Ozae item he Identl-
-

- cording to Department of Human Resour-

P ted for the entire
£31,000 difference between his profit figure

was more than $16,000 for owners' Hie

insuraice, an expense consldered “unal
lowable™ by the department.

The Texas pursing-home (ndustry, ac-

ces analyses, is much more lucrative than
the petroleum industry in terms of return
on the moncy invested. In 1979, Texas curs- ~ .~
ing homes — as a group — realized 2 13.8
percent return on equily. Tbat compares
with the petroleum industry's 22.9 percent.

Nursing-home-Industry leaders ~ Taylor
included — quarrel with relurn on money
invested as a measure of success. They say . .-
that because the nursing-heme industry is - o
“highly leveraged” — meaning a person E ‘e
may put up a3 small amount of money a0d
borrow the rest - the return on cquity ts an . .
inapprepriate yardstlck Lo use. o & K

Moden said the department used “gener- ,00 -:,‘\
ally accepled accounting principles” to fig- )
ure the rate of return on equity and they & o
apply to all industries. ) . & é‘\'

Texas nursing homes, in 1979, had an & (5",\\
average profit margin of 5.4 percent after : < D ,\Q-;
taxes. That's the money they made after & -;b
expeases were sublracted {rom revenues :\o\q, by
and after taxes were pald on the net reve. \r& P
nue. . O %e A

{oden contrasts that with the profitmar. - .7 0"
gins of other Industries as reported In Value - "Q i
Line, a tinanclal-analysis publication. The - v." !

anajysis shows Lhat the 169 top performers
inrelal) stores natlonwlide had a 3.2 percent
profit ;margin after Laxes; fast-food cutlets,




4.4 pereent; and the natural-gas Industry, 5.6 per-,
cent.

all thelr costs to be Included In the cost reports on
which the state payment rates are based. Moden
said (hal is true. For example, he roled, luxury
vehlcles are not allowed to be ingluded as lrans-,
portation costs.- Therefore, the state rejected!
Austin Nursing & Convalescent Ceater owner Tom*
Taylor's elfort to Include three Mercedes (one was
{raded in for another midyear), CB radlos and a
Lspccd~radar detector on his cost report.

Moden sald unallowable costs are ones hat
don't directly affect patient care, He noled that
while the state will nol reimburse homes (or some
cosls, those costs are usually deductible on the
homes’ Lax returns.

Taylor sald nursing-home operators’-costs are
reduced by the state in several ways, including li-
mits on the salaries of owner-administrators.

" Moden said that Is done because owner-admin-
istrators' services are not “sold” in the market-
place.

The défzarlmcnl puls the maximum salary for
an owner-administrator at 93 percent of Lhe high-
est-pald hired administrator in the state.

“Having a limil that high,”” Moden sald,
#doesn’t deal with the Issue that the highest-patd
employed administrator might be running a 200-
bed facility while an owner-administralor of 3 €0-
bed {acility could be paying himself the same

" salary.”

The sta'e is planning to dovise a more equitahle
schedule on which to limil owner-administrators’
. salaries, he sald.

Taylor defends his wile's $22,114 salary — which
exceeds (e salaries of Ausiin's hospital admin-
fetrators ~ by roting that she has 24-hour respon-
sibility for the home. And, he said, he and his wife
have “‘ownership'' respeasibilities, unlike the hos-
pital administrators. ’

There is ore thing Moden and Taylor agree on
and that Is that money alonc cannot ensure quality
care.

Moden 83id that a couple years-ago, when in-’
dusiry leaders kept repeating their claim that
“you can't get firsl-class care with third-class
payments,” the department conducted some stud-
les.

“You would assume, thal il mency determines
the qualily of care, then you'd expect the homes
with the most verllied complaints or citalions (by
the health department) would have the lowest
costs,” Moden sald.

Using thal assumpllon as the basis for the sludy',
the wellare department culled oul from health-de-
partment records the homes with the most viola-
tions.

“Tha theary would be that al maximum cosls
there would be ro complaints and at the other end
— the providers who spend the least money —
there would be the maximum number of com-
plaints,” Moden said.

But statistically !t didn't lurn out that way. The
study showed ao relallonchip between costs and
quality.

The depariment did another study, assuming
that komes with the lowest food costs “wonld be
starving their patients . ... We printed oul (by
sogopptes) the homes in the bottan )0 perceat of

176

" tood cosl.{. Then, our investigators did on-site

Industry leaders ctaim the state doesn't allowﬁ

J

| and this Is with an 82 percent occupancy level. 1

reviews of menus and dlets.

“The boltom line was there was no reason lo
conclude the food wasn't adequate. How above ad-
equate It was was a question of taste, bul some of
the homes thal spent the least o purchase and
prepare food had good food,” Moder sald.

But Taylor, whose cenler Is constdered by state
officials to be one of lhe better Auslin nursing
homes, sald the profit isn't adequate.

A reasonable profil to a businessman lsn'l a
dirty word,” he sald. “In my judgment, the nor-
mal return to any business should be 10 to 12 per-
.cent. I've never approached that and I doa't ex-
pect Tever will.”

Moden sald he thought that kind of profit expec-
talion was unrealislic in light of the fact that most
industries aren’t making that kind of return.

He said that when the nonprofit homes are ex-
ciuded from the calculations, ncarly % percent of
the state's nursing homes are making a profit,
Some may not be making much of a profit, hut
then, he sald, il's not the state’s role lo guarantee
that every nursing home owner makes a profil.

“When you lalk about new businesscs — you
don’t normally expect lo make 2 profit Immed]-
alely. I think hls industry Is extremely healthy

they can do that with that kind of occupancy level,
we're paying too much.”

rence Libraty
‘apitol Station




