
North End DoN Application Questions 
December 18, 2017 

1. Please provide a complete response to Fl .a.i, and ii: describing the Patient Panel and how this project 
addresses the specific needs of the patient panel? Specifically, and without limitation, please respond, to the 
following questions: 

a. Fl.a.i Patient Panel: 
Describe your existing Patient Panel, including incidence or prevalence of disease or behavioral risk factors, 
acuity mix, noted health disparities, geographic breakdown expressed in zip codes or other appropriate 
measure, demographics including age, gender and sexual identity, race, ethnicity, socioeconomic status and 
other priority populations relevant to the Applicant's existing patient panel and payer mix. 

The demographics that North End Rehab currently serves are: 

A 1Qe: 

Under the age of 65 22% 

65+ 78% 

40-49 6% 

50-59 9% 

60-69 22% 

70-79 18% 

80-89 27% 

90-99 16% 

100+ 2% 

Race· 

White or Caucasian 80% 

Black or African American 15% 

Asian 5% 

R 1· e IQIOn 

Catholic 52% 

Christian 10% 

Episcopal 5% 

Jewish 10% 

Baptist 10% 

None 12% 

Zip Codes: 
The majority of the patient panel being cared for at The North End Rehab are from the Boston proper zip codes or 
have family members that work in these zip codes: 

Postal\Zip Code Suburb Population 

02109 North End 3771 

02110 Boston 2402 

02113 North End 6915 

02114 Boston 11999 

02116 Back Bay 20628 

02127 South Boston 33493 



The patient panel primary contact I relatives reside in these zip codes: 

01730,01880, 02109, 02110, 02113, 02114, 02116, 02121, 02122, 02127, 02128, 02129,02148,02150,02151, 
02180,02459,20855, 30101,34269, 75040, 83605 

Payer Mix and Type: 
Private Medicaid 

Medicare Insurance Medicaid Pay Pending 

17% 3% 62% 14% 4% 

b. F. I .a.ii. - Provide data/evidence showing that the proposed project aligns with identified healthcare needs 
of the patient panel. 

(see data previously submitted for F.1.a.ii) 

Since the transition of ownership from Spaulding to Marquis, we have see the expected change and expansion in 
referral patterns to the North End Rehabilitation and Healthcare Center. 

Since October 28, 2017, The North End Rehab has received referrals from these locations: 

R f L f e ernnq oca ion R f e erra s 

Beth Isreal Boston 9 

Boston Medical 6 

Brioham and Womens 3 

Mass Eye and Ear 1 

Massachusetts General Hospital 40 

Melrose Wakefield Hospital 1 

Rhode Island Hospital 1 

Soauldino Boston 1 

SpauldinQ CambridQe 4 

Spauldino Rehabilitation Hospital 6 

St Elizabeth's Medical Center 15 

Tufts Medical Center 6 

Whidden/CHA 1 

HarborliQhts 7 

c. What indicators have you used to ascertain the continuing need for this type of facility? 

As previously stated: 
1. Demonstration from the North End community to keep the center open and operating in this community as 

a skilled nursing facility. 
2. Previous and ongoing meetings with all major Boston hospitals and community physicians. 
3. Recruitment and onboarding medical staff from referring hospitals: 

a. Spaulding Cambridge 
b. Tufts Medical Center 
c. Massachusetts General Hospital 
d. North End Waterfront 

4. Family and community meetings 
a. Also identified need to rematriculate patients who lived locally and families live locally who have 

had to find care outside of Boston. 

Since the original submission t~ has also been the announcement of the closures of a South Boston Nursing 
center, as well as, 3 additional Greater Boston Nursing Centers: 



• Kindred Transitional Care & Rehabilitation-Highgate, in Dedham; Operating 
• Kindred Transitional Care & Rehabilitation-Avery, in Needham; Operating 
• Kindred Nursing & Rehabilitation-Tower Hill, in Canton; Operating 
• Kindred Nursing & Rehabilitation-Harborlights, in South Boston; Operating 

Link to the Article I and Article Attached: 

http://www. bostong lobe. com/metro/2017I12/05/mass-n ursing-homes-close-displaci ng­
h u nd reds/Rzq 1 yvp YpELBYvkE4JSVIK/story. html 

2. What evidence supports the need for the conversion from 50% short-term and 50% long-term patients to 
70% Jong term and 30% short term patients? 

This change in demographics was projected based on the long term patient panel who decided to remain at the 
North End facility after the transition of ownership from Spaulding in October instead of transitioning to Spaulding 
West Roxbury location or any other skilled nursing facility. 

This was also driven by the reduction in licensed beds from 140 to 100. 

At the time of the transition of ownership, there were 60 long term care patients that chose to remain at the North 
End facility. 

3. Provide the payer mix of your patient panel (restated from above) 

p aver 1x an dT iVDe: 

Private Medicaid 
Medicare Insurance Medicaid Pay Pending 

17% 3% 62% 14% 4% 

4. What is the current occupancy rate of the facility and what will it be after the transaction? 

Current Occupancy is 75% and we are expecting to average 92% occupancy. 
(also see page 3-5 on the initial submission) 

5. What percentage of patients will be clinically complex? 
a. Current as well as post-transaction 

Current: 15% 
Projected: 25-30% 

b. In the DoN Application proposed by FRC, Inc., the Applicant asserted that patients discharged from MGH 
to the North End facility with complex medical needs are "difficult to place in a traditional nursing facility 
due to complex medical needs and the significant cost ofproviding care." The Applicant, proposed and the 
DoN authorized consolidating care from the West Roxbury and North End facilities to the new Brighton 
facility. Please describe how your proposal will address the costs of care for these patients with complex 
medical needs and how doing so will serve the needs of the broader patient panel? 

c. What evidence do you have to support the assertion that you will continue to draw referrals for this patient 
population to your facility? 

Since the transition of ownership there were 10 referrals that were declined for clinical complexity: 
1. Frequency of Suctioning 
2. Trache Care 
3. NG Tube 
4. TPN 



Clinical competency training is in process and will be ongoing to enhance the clinical capabilities of the clincical 
team to care for a higher level of acuity in the center 

Tufts Medical Center LVAD team has requested to offer our staff training on LVADs due to the need for a skilled 
nursing facility option for placement of these patients. Training to begin in 01 2018. 

Mass Eye and Ear has requested to offer staff training for their complex laryngectomy patients in order to have a 
discharge disposition close by for their patients to be more local for their follow-up appointments. Training to 
begin in 01 2018. 

Mass General Hospital transplant team has requested to meet to discuss next steps in becoming a preferred 
location for their transplant patients to receive post acute follow-up care. Meeting is scheduled for January 1 ?'h at 
10:30am. 

The BUGs (Boston Geriatric Physician Group), affiliate of Boston Medical Center) is also looking for a new 
location for their members with the closing of Harborlights in South Boston. Meeting being scheduled for January 
2018. 

6. Describe how the renovations to the facility and patient programming will improve care for the patient 
panel and serve clinically complex patients? 

a. What are the projected benefits to the patient panel of the Specialization of care/Specialty programming? 

Marquis' specialty program includes the enhanced clinical competencies and trainings in each specialized 
program area. It also includes the support of weekly rounds and clinical oversight of MD specialists. 

The Cardio Pulmonary program at the North End Rehab consists of a Pulmonologist, Respiratory Therapist, and 
Cardiologist 

These resources offer access to these types of care for the local community. Enhanced competencies for the 
clinicians and improved hospitalization rates reducing the risks of transfer trauma. 

Th proposal also includes the installation of piped in oxygen and in-wall suctioning; meeting the needs of a higher 
acuity patient, as well as, reducing the need for portable oxygen concentrators and portable suctioning machines. 

b. How will the renovations improve the quality of life of the patients? 

As previously stated, the creating of 60 private rooms with offer more privacy, comfort, larger room 
accomodations, more private visitation with family and friends. 
It also will create a larger rehabilitation gym with the ability for additional rehabilitation equipments, as well as 
increasing the common, leisure, recreation, and dining areas throughout the center. 

c. What outcomes/measures will you use to evaluate improvements over time? i. Detail improved outcomes 
and key quality metrics 

Outcome Measures that will be tracked to measure success of implementation: (as previously stated): 

1 . Patient Satisfaction 
2. Rehospitalization rates 
3. Increased referral patterns 
4. Conversion ratios 
5. % of discharges home 
6. CMI 
7. Occupancy and Payer Mix 
8. CMS Star rating trends 
9. CMS Quality Measures 

7. How will the company's Accountable Care Partnerships impact the delivery of care at the North End 

facility? 



North End is caring for and will continue to care for Accountable Care members in the Partner's ACO, Bl AGO, 
Tufts (Wellforce ACO), Steward, and soon the BUS group. 

Our Care Navigators, clinicians will work with all ACO's to meet their desired metrics and processes. 

We have invested in Patient Ping back for patient admission and discharge tracker. This allows us to be alerted 
when any of their members admit to any other care site. This tool is used for hospital avoidances, direct admit 
from homecare, or hospital ED direct admissions, avoiding hospital readmissions. 

Patient Ping in also integrated into Point Click Care (PCC) our electronical medical record to alert AGO care 
coordinators of admission of their members top our location. 

8. Describe reduction in medical costs of care that will result from treating patients that would have 
otherwise gone to a Long Term Acute Care Hospital (LTACH). 

L TACH level of care requirements for admission continue to evolve by both CMS and Managed Care 
Organizations due to the cost of care. A patient who meets L TACH level of care, but could also be admitted to a 
skilled nursing facility could differ in costs from on overage $1100 per day in L TACH to $450 per day in a skilled 
facility. 

9. How will the project compete on the basis of price towards a reduction in the total cost of care as you 
assert in your DoN Application? 

With the enhancements of piped on Oxygen, In-wall suctioning, and expanding rehabilitation opportunities, 
accommodating a higher level patient, will reduce L TACH utilization, reduce time spent in acute hospital level of 
care, reduce hospitalization, reduce overall length of stay; making an impact in the overall episodic care of these 
patients. 



Marquis Health Services, LLC on behalf ofNEB Operator LLC 
DoN Application# 17112810-LE 

DoN Application Questions 
January 24, 2018 

Review questions 1. 2. 3. and 4 of the Follow-up questions to your DoN Application submitted to you on 
December 18. 2017 (attached) and provide any additional information to support your response to these 
questions. (Lucy Clarke email dated 01/12/2018) 

1. Please provide a complete response to Fl .a.i, and ii: describing the Patient Panel and ho"' this project 
addresses the specific needs of the patient panel? Specifically, and without limitation, please respond, 
to the following questions: 

a Fl.a.i Patient Panel: Describe your existing Patient Panel, including incidence or prevalence of 
disease or behavioral risk factors, acuity mix, noted health disparities, geographic breakdo-v,n 
expressed in zip codes or other appropriate measure, demographics including age, gender and 
sexual identity, race, ethnicity, socioeconomic status and other priority populations relevant to 
the Applicant1s existing patient panel and payer mix. 

Answer: North End Nursing Home is operating with 100 licensed beds when Marquis Health acquired 
ownership and initiated operations on Noven1ber 1, 2017 as opposed to the previous operator that operated 
140 licensed beds. The facility's current occupancy is 82; 51 residents out of 100 licensed beds are 
currently covered by Medicaid (Attachment #1). Enclosed are charts that detail various characteristics of 
the North End Ptttient Panel using December 2017 data (See attachment I-Patient Panel). Data included 
on the patient panel chart includes the following demographics: resident age, gender, race, and geographic 
breakdown. This chart also provides the breakdown of acuity using level of care indicators generated by 
Medicare (Resource Utilization Group "RUG") and the Massachusetts Managen1ent Minutes Questionnaire 
("MMQ ''). The facility's MDS Casper report which was run in Janua1J1, 2018 is the supporting basis for the 
data slides (Attachment #2). 

The geographic breakdo11m of the North End patient populaNon is that 46 of the 91 patients originate from 
the 02109 and 02113, the North End Zip Codes (Attachment #1). One of the niain objectives of this 
renovation project is to serve the needs of the local community. Many of the residents of the North End 
community do not own cars for either economic and/or logistical reasons. North End intends to actively 
proniote friends and family to visit patients more frequently to enhance the Resident's recove1J1 and 
transition back to their home/community which ·will greatly improve patient satisfaction. North End intends 
to meet a geographic health disparity by lowering the length of stay and increasing the number of discharges 
to home and the community. 

A large portion of the current Patient Panel, 92% of the Medicare patients, are receiving skilled Rehab up to 
seven days/week and/or daily skilled nursing services seven days/week. This project addresses this pa6ent 
popµlation by creating a 3,487 square foot therapy gym ·with state-of-the-art therapy equipment. 'This allo111s 
short term Rehab patients to receive the therapy required in a niore efficient manner, which should lead to 
shorter lengths of stay as Marquis has experienced with other recent projects (Attachment #3). Presently, 
due to ~pace (546 sq. Ji.), staff and technology limitations the provider is currently limited to providing rehab 
services to approximately two residents per hour. The enlarged rehab suite will allow services to expand to 
up to ten residents per hour up to seven days a week. 

a. F .1.a.ii. • Provide data/evidence showing that the proposed project aligns with identified healthcare 
needs of the patient panel. 



Answer: As discussed above this facility sho .. ws strong community support with over 50% of the current 
patient panel coming from the North End. Unlike suburban towns where personal transportation is 
prevalent and driving to a facility is common, people of the North End need a.facility that can be accessed 
without a personal automobile. 

The patient panel demonstrates an increased need for Rehab services. The proposed project addresses the 
need for this type of patient by providing dedicated space and updated equipment. 

The chart below shows the post renovation room COf'!figuration. The pre-construction building had only 10 
private rooms, whereas the renovated facility will have 42 private rooms including one private room on each 
floor with a private bath and shower. Private rooms with private bathrooms are especially important when 
treating patients with infections. As will be demonstrated.forthcoming, as a need.for a higher acuity patient 
setting has been identified, and with these patients niore prone to risk for infection, the additional private 
rooms will increase the opportunity for accessing and intproving care, reducing re-hospitalizations, and 
shortening the length of stay. Jn an article published in "Ihe Gerontologist" the authors studied the cost 
and value of private rooms verses shared bedrooms. Summary Results state: The vast n1ajority of factors 
identified in this study, regardless of whether there was solid empirical data, information was from.focus 
groups, or other anecdotal evidence, indicated better outcomes associated with private rooms over shared 
rooms in nursing honies". (Attachment #4) The article discusses clinical evidence supporting private rooms, 
especially in the area of infection control that lvill not only improve outcomes in the current patient panel, 
but also serve the types of referrals area hospitals have been requesting for placement. These requested 
services are discussed below under part b of this question. 

Proposed - Post Renovation Configuration 

2nd Floor Rooms Beds 
Semi-Private 10 20 
Private 11 11 
Total 2nd Floor 31 

3rd Floor· #of Beds 

Semi-Private 19 38 

Private 2 2 

Total 3rd Floor 40 

4th Floor· #of Beds 
Quad 0 0 
Semi-Private 0 0 
Private 29 29 
Total 4th Floor 29 

TOTAL QUADS 0 
TOTAL SEMI-PRIVATE 29 SS 

TOTAL PRIVATE 42 42 
TOTAL BEDS EXISTING: 100 



b. What indicators have you used to ascertain the continuing need for this type of facility? 

Answer: North End's in-house medical team has been reaching out to local referral sources regarding the 
types of patient diagnoses most in need of placement.follow: 

• New Tracheostomy patients, as well as other high acuity pulmona1J1 diseases requiring a high 
concentration/PS! of oxygen that can only be delivered through a piped in oxygen system as well as 
in wall suctioning. These Patients are often coupled with seconda1y infections and other 
comorbidities. 

• Mass Eye and Ear needs a Boston based center to accommodate trach related to la1yngectomy 
patients with the ability to be close by post hospital stay for their weekly follow-up appointments. 

• Meeting with Mass General Janua!J' 17, 2018 - MGR will be initiating clinical training for the North 
End clinical team regarding organ transplant patients who will require single rooms. 

• Tufts Medical Center requests SNF beds able to accommodate L~ft Ventricular Assist Device (LVAD) 
patients. Prefers a center in Boston and the North End will become that site. 

Marquis provides sonie project background along with highlighting the niqjor patient care improvements 
designed to meet the needs of this community (Attachment #5). Doctor's with intimate !mow ledge of both the 
North End facility and the patient needs of the community have supplied letters of support for this project 
(Attachment #6). 

2. \\'hat evidence supports the need for the conversion from 50% short-term and 50% long-term 
patients to 70% long term and 30°/o short term patients? 

Answer: 50% short-term and 50% long-term was when there were I 40 licensed beds in this facility. The 
Applicant is now licensed for only 100 beds, and will be keeping the 70 prior Long Term beds in place. This 
is the basis for the 70130 split. The need.for 70 long term beds is den1onstrated through the fact that with this 
transition of the North End facility to new ownership, 60 long-term residents chose to stay at North End 
where they knew many of the other residents, staff and the community. 

3. Provide the payer rllix of your patient panel 

AnSlver: The current payer mix of the facility per Attachment I is 2 % Insurance, 62% Medicaid, 21% .. 
Medicare A, and 15% Private. These percentages are based upon 82 patients out of a possible 100. 

4. \Vhat is the current occupancy rate of the facility and what will it be after the transaction? 

Answer: Current occupancy is 82% up from approxin1ately 75% when Marquis took over operations on 
November I, 2017. After the renovation is completed, the total occupancy is budgeted at 92%. 

Marquis' prior experience with other renovation projects demonstrates for a projected increase in managed 
care occupancy .. Managed Care includes, Medicaid Managed Care Organizations, HMO insurances, 
Medicare Advantage, and others. Census and Payer trends show that over all census has increased/or prior 
projects; short-term higher acuity census has increased significantly post renovation, lVhile long-term census 
has also improved (Attachn1ent #3). It is the increase in the short-term higher acuity Medicare and Managed 
care payers that support the facility financial viability. The BDO financial review dated November 13, 2017, 
states "Marquis has been able to effectively facilitate a shift of the payer mix from Medicaid to Medicare and 
!IMO insurance plans". This shifl is a direct result of Marquis' ability to increase volume of its short-term 
high acuity patients as well as the short to long term transition population. The current patient panel is 
primarily made up of long-term patients and it is expected that the long-term payer mix will remain 
relatively unchanged with the exception the Medicaid population moving away from fee-for-service to 
A1edicaid Managed Care options as part of MassHealth 's continuing initiatives. 



Massllealth, as part of its Payn1ent and Care Delivery Innovations. announced it will begin offering an 
expanded selection of health plan options to managed care eligible members (Attachn1ent #7 -All Provider 
Bulletin 272). This is the next step from A1assHealth, which has been pushing other managed care options 
such as SCOs and PACE organizations for some time. 

A second important question is the discrepancy between the statement in the DoN Application that. "The 
Applicant does not anticipate that these proposed changes will impact their patient panel negatively and does 
not anticipate a change in patient or payer mix." And. the CPA statement that "Marquis has been able to 
effectively facilitate the shift of the payer mix from Medicaid to Medicare A and HMO insurance plans for 
facilities which were purchased in the region. As a result. we determined that the revenue projections by 
Management were reasonable." This implies that a significant change in payer mix is required for the 
financial projections to work. Please explain both the intent of the project with respect to paver mix. and the 
financial analysis. (Lucy Clarke email dated 01/12/2018) 

Answer: The discrepancy appears to be based on the prior Operator being licensedjOr 140 bed~ versus 
North End using the current licensed capacity of 100 beds. Current occupancy is 82% up from 
approximately 75% when Marquis took over operations in November 1, 2017. There are currently 51, fee for 
service Medicaid Patients and 7 Long Term other payer patients such as Medicare, Managed Care and 
Private pay. After the renovation is completed, with total occupancy at the budgeted at 92%, the patient mix 
is expected to remain as 70% Long term and 30% Short term. The quality payers will increase in both 
populations which will increase overall payer n1ix. 

ff'hile operating at 92% occupancy and with an improved facility Marquis is con1mitted to keeping the 
number of fee-for service Medicaid patients unchanged. This represents 55% of the total patient population. 
(!his is reflected in the BDO as 60% in 2018 and stabilizing at 48% by 2022). The total long term 
population is projected to stay at 70%. ·which ·will explain why we stated that we do not anticipate a change 
in patient m;x. 

'• '· 

!£.i;t,!~.!J!l,S.~!~~----- SB -.Z~~"-·- ·-~-~ 71% No chahge in pal tent mix 
Medicaid FFS 51 62% 51 55% 

Qualitv Payers MCR/HMO 7 9% 14 15% 
Short Term Care 23 29% 27 29% No change !11 pa!tent mix 

Medi rare 10 13% 16 17% 

HMO & Priv<1te " 16% 12 13% 

TOTAL Quality Payer 31 38% 41 45% Increase In quality payer mix 

TOTAL Medicaid 51 62% 51 55% 

TOTAlCE"NSUS 82 82% 92 92% 

The current patient panel is primarily made up of long-term patients and it is expected that the long-term 
population will remain relanvely unchanged with the exception the Medicaid population moving away from 
fee..Jor-se111ice lo Medicaid Managed Care options as part ofMassHealth 's continuing initiatives. 

Mass}lealth, as part of its Payment and Care Delive1y Innovations, announced it will begin offering an 
expanded selection of health plan options to managed care eligible members (Attachment #7 -All Provider 
Bulletin 272.) This is the next step from MassHealth, which has been pushing other n1anaged care options 
such as SCOs and PACE organizations for some time. 

Many of"these Medicaid Senior Care Organizations cover dually eligible (Medicare/Medicaid) patients. 
Rates paid by SC Os follow current .Afedicaid fee-for-service rates plus a percentage, or include enhanced 
rates for skilled ancillaries not covered by traditional Medicaid rates. 

The intent of this project is to serve this patient panel, provide an improved experience for patients, and 
provide access to all see!dng services regardless of payer source. The financial analysis takes into 



consideration the changing payment trends mvay from traditional fee-for-service models to the various 
nianaged care payment models. 

Reference: 

Attachment #1 -North End Patient Panel 
Attachment #2 - CMS Casper Report 
Attachment #3 - Marquis Pre/Post Construction Trends 
Attachment #4 - The Gerontologist, "Exploring the Cost and Value of Private Versus Shared Bedrooms in 
Nursing }Jomes" 
Attachment #5 - Marquis llealth narrative of project 
Attachment #6 - Physician support letters 
Attachment #-7 - MassHealth All Providers Bulletin 272 
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North End Patient Panel 
December 2017 Data 
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Attachment #1 

Medicare A 16% 
Rehab 92% 

Special Care High 2% 

Special Care low 3% 

Clinically Complex 2% 
HMO 3% 
Private 1S% 
Medicaid 6S% 

T 15% 

s 6% 
R 23% 
p 2% 
N 4% 
Nl 13% 
M 13% 

L 11% 

K 2% 
6% 

H 2% 
B 2% 

Grand Total 100% 



North End Payer Mix 

Jan 16, 2018 Census 

Sum of 

Pav Type Total Census TotalCensus 

HMO 
~··-···--~-~~~-~----·-,~-"~"--~-~----~~·--~~""""''~ 

Commercial HMO 1 1% 

Managed with RUGs 1 1% 
HMO Total 2 2% 

Medicaid 51 62% 

Medicare A 17 21% 

Private 12 15% 
-·-••-•--m~~-•·-•--~--.,~=~"'"'~ 'Aw~q~·-~~~"~'"<~Am.~~~•c~"'m~.we'<-~•~H·~·•-•• 

Grand Total 82 100% 

Attachment #1 



CASPER Report Page 1 of 1 

MOS 3.0 Facility Characteristics Report 

Facility ID: , Report Period: 11/01/17- 12/31/17 

CCN: Comparison Group: 05/01/17-10/31/17 

Facility Name: NORTH END REHABILITATION AND HEALTHCARE CENTER Run Date: 01/16/18 

City/State: BOSTON, MA Report Version Number: 1.00 

Data was calculated on: 01/15/2018 

Facility Comparison Group 

Observed State National 

Num Denom ~ Average Average 

Gender 

Male 35 102 34.3% 37.4o/o 38.3% 

Female 67 102 65.7% 62.6o/o 61.?o/o 

Age 

<25 years old 0 102 0.0% 0.4% 0.4% 

25-54 years old 6 102 5.9% 5.0% 5.6o/o 
55-64 years old 16 102 15.7o/o 10.6% 11.1% 

65~74 years old 22 102 21.6o/o 18.4% 19.8% 

75·84 years old 25 102 24.5% 26.So/o 27.6% 

85+ years old 33 102 32.4% 39.2% 35.5'% 

Diagnostic Characteristics 

Psychiatric diagnosis 40 98 40.8% 60,2o/o 56.4o/o 

Intellectual or Developmental DisablHty 1 46 2.2% 1.3% 1.4% 
Hospice 3 102 2.9% 6.5% 6.5% 

Prognosis 

life expectancy of less than 6 months 3 102 2.9% 4.9% 5.5o/t> 

Oischarge Plan 

Not already occurring 53 102 52.0% 55.6% 59.8% 

Already occurring 49 102 48.0% 44.4% 40.2o/o 

Referral 

Not needed 80 101 79.2% 85.4o/o 89.8% 

Is or may be needed but not yet made 15 101 14.9% 3.4% 3.1% 
Has been made 6 101 5.9% 11.2% 7.2% 

Type of Entry 

Admission 74 102 72.5% 72.0% 69.8% 

Reentry 28 102 27,5o/o 28.0% 30.2% 

Entered Facility from 

Community 4 102 3.9% 8.6% 10.0o/o 
Another nursing home 7 102 6.9% 5.6'% 6.5% 

Acute Hospital 87 102 85.3% 81.4% 79.6% 

Psychiatric Hospital 0 102 0.0% 2.3% 1.9o/o 
Inpatient Rehabllllatlon Facility 102 1.0% 1.1% 0.6% 

ID/DD facl!Ry 0 102 0.0% 0.0% 0.0% 

Hosplce 0 102 0.0% 0.2% 0,4% 

Long Term Care Hospital 3 102 2.9% 0.3% 0.3% 

Other 0 102 O.Oo/o 0.6% 0.6% 

Attachment #2 '' 



_ UltiStratlon ofTOtal ActuaTCl!iisu_S Prior to renovations and Post renovations 

Fa<:ili_ty ~af!l~- _ 
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Exploring the Cost and Value of Private Versus 
Shared Bedrooms in Nursing Homes 

Margaret Calkins, PhD,1 and Christine Cassella2 

Purpose: There is debate about the relative merits 
and costs of private versus shared bedrooms in nursing 
homes, particularly in light of the current efforts at 
creating both cost-efficient and person-centered care 
facilities. The purpose of this project was to explore 
the extent to which there is evidence-based informa­
tion that supports the merits of three different bed­
room configurations: traditional shared, enhanced 
shared, and private. Design and Methods: We de­
veloped a framework of four broad domains that were 
related to the different bedroom configurations: 
psychosocial, clinical, operational, and construction 
or building factors. Within each dimension, we 
identified individual factors through the literature, 
interviews, and focus groups, with the goal of 
determining the breadth, depth, and quality of 
evidence supporting the benefits of one configuration 
over another. Results: The vast majority of factors 
identified in this study, regardless of whether there was 
solid empirical data, information from the focus 
groups, or other anecdotal evidence, indicated better 
outcomes associated with private rooms over shared 
rooms in nursing homes. Cost estimates suggest that 
construction cost (plus debt service) differences range 
from roughly $20,506 per bed for a traditional shared 
room to $36,515 for a private one, and that such 
differences are recouped in less than 2 years if beds 
are occupied, and in less than 3 months if a shared 
bed remains unoccupied at average private-pay room 
costs. Implications: Despite limited empirical evi­
dence in some areas, this project provides the 
foundation for an evidence-based life-cycle costing 
perspective regarding the relative merits of different 
bedroom configurations. 

This study was funded by The Commonwealth Fund, Grant # 
20050096. 
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Nursing homes are under tremendous pressure to 
change. The traditional staff-centric or medical 
models are no longer considered appropriate, and 
a new emphasis on person-centered or self-directed 
care is emerging (Capitman, Leutz, Bishop, & Casler, 
2004; Sloane & Zimmerman, 2005; Weiner, 2003). 
One central aspect of the change movement is 
greater emphasis on autonomy, dignity, and privacy. 
The value of private over shared bedrooms is central 
to this debate, \\rith some researchers and providers 
arguing that the benefits of private rooms are either 
self-evident or well supported in the literature, and 
others suggesting that private rooms are too 
expensive to build and operate. Designers have 
added to the complexity of the issue by creating 
"enhanced shared" rooms, which either give each 
resident a well-defined and generally exclusive 
territory within the room or provide essentially 
private bedrooms with a shared bathroom. Although 
privacy and the benefits or detriments associated 
\\rith it are central to this discussion, there are a host 
of other factors that are important. Nevertheless, 
there has been no systematic examination of the 
broad range of factors that are related to different 
bedroom configurations, and there is no cohesive 
body of evidence supporting either private or shared 
rooms in long-term-care settings. This is a timely 
issue, given that the average age of nursing homes is 
29 years or more and many are being replaced now 
or in the near future (Lewis, 2005). 

Our purpose in this exploratory project was to 
define as broad a range as possible of potential 
factors associated with different bedroom configu­
rations, and to determine the extent of existing 
evidence, both empirical and anecdotal, that sup­
ports one bedroom configuration over another. In 
particular, our goal was to move beyond the 
relatively well-documented satisfaction-related out­
comes to explore other factors that impact the life­
cycle costs of private versus shared bedrooms. 
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Organizational Factors Bedroom Configuration Resident Factors 

Design and capital coBts 

Evidence-based 
Anecdotal 

Traditional 
Shared 

Psychosocial 
Evidence-based 

Anecdotal 

Enhanced Shared 

Operational Factors 
Evidence-based 

Anecdotal 

Private 

Clinical 
Evidence-based 

Anecdotal 

Life-Cycle Costing: Links cost of care, quality of care and quality of life outcomes into analysis of 
operational and construction costs to determine ideal n1ix of bedroom configurations 

Figure 1. Conceptual framevvork. 

The vast majority of research in nursing homes on 
this topic relates to psychosocial outcomes (prefer­
ence and satisfaction). There is some, albeit more 
limited, research on clinical factors, although this is 
well studied in hospitals. Despite a growing interest in 
staffing issues, there is relatively little research that 
explores operational correlates of different room 
configurations on operational factors. Because of the 
lack of any previous comprehensive examination of 
the broad range of factors related to private rooms in 
nursing homes, for this project we drew on a frame­
work developed by Chaudhury, Mahmood, and 
Valente (2005) to explore single- versus multiplc­
occupancy rooms in hospitals. Chaudhury and col­
leagues identified three clusters of factors: organiza­
tional costs (initial construction and ongoing 
operating costs), hospital manage1nent and patient 
care issues (infection control, patient transfer, and 
patient monitoring), and therapeutic i1npacts (privacy, 
stress, and family accommodation). We modified 
their framework slightly for this project, separating 
organizational factors from resident factors. Organi­
zational factors can be further broken dov.Tn into 
building-related issues (design and capital costs for 
construction and building operation) and operational 
issues (staffing issues, marketing or maintaining 
census, and time spent managing residents). Resident 
factors include psychosocial outcomes (well-being, 
satisfaction) and clinical issues (sleep, falls, nosoco­
mial infections, etc.). This framework, shown in 
Figure 1, suggests that evidence (with greater weight 
on evidence-based outcomes than empirical out­
comes) about resident factors should be fed into the 
decision-making process about design and operation­
al issues (which also uses evidence-based and 
empirical information) to determine the ideal mix of 
bedroom configurations for a given project. Ideally, 
more research is then conducted on resident out­
comes, which is fed back into the cycle again. 

The issue of private rooms is of primacy in 
institutional settings-hospitals and nursing homes-

where people often have little or no choice about 
v..1here they live or v..1ith v.1hom they may share 
a room. Different factors are more or less salient 
across these two settings. In hospitals, patients 
typically stay a few days or weeks at most. There 
may be nlultiple visitors every day, and there is 
a heavy focus on treatment and getting well enough 
to go home. Nursing ho1nes provide support for 
chronic care; the length of stay is months to years, so 
issues of well-being and quality of life, as well as cost 
considerations, take primacy. This is generally 
reflected in the literature, with more research on 
clinical factors and accommodating family and 
visitors conducted in hospital settings, and an 
emphasis on well-being and quality of life in the 
nursing home literature. We explored the literature 
from both of these settings in order to identify the 
broadest range of potential factors. 

Methods 

We used an iterative process, alternating literature 
review with interviews and focus groups. We 
conducted a preliminary review of the literature by 
using the IDEAS Institute's in-office library (which 
has over 3,500 articles and books on long-term care 
catalogued) to explore factors and outcomes that 
may be associated with different bedroom designs 
(private vs shared). We grouped the factors topically 
into the aforementioned framework. 

Before conducting a more thorough literature 
search, we conducted interviews with four nursing 
home administrators and four architects specializing 
in long-term care to flush out additional factors 
within each dimension that might not surface readily 
in the literature revie'Ar. We then used these terms 
(from the initial search and the interviews) to conduct 
a systematic revie'A' of the literature. We conducted 
initial searches on Ageline and PubMed, and we 
included articles from 1970 to the present in our 
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search. As we identified and abstracted articles, we 
also culled their references for related articles. We 
included only those articles that specifically addressed 
bedroom design or configuration, both empirical and 
anecdotal. We categorized articles by setting and type 
(empirical or descriptive). Because some of the topics 
identified in the interviews were not found in the 
literature, we held focus groups in three nursing 
homes, with staff, family members, and residents in 
attendance, to further probe the importance of these 
other factors. We selected a focus group format 
because it allows for discussion among different 
departments (nursing, social work, housekeeping, 
maintenance, and dietary), and this setup can en­
courage fertile discussions about topics that are 
sometimes infrequently thought about. We used a 
semistructured discussion guideline to allow for open­
ended discussion and to ensure that all topics were 
systematically covered; this also allowed us to identify 
additional factors. Focus groups were run by two 
individuals, with one serving as facilitator and one as 
recorder. We identified several additional factors 
through the focus groups, and we conducted a second 
literature search (following the same parameters 
already described) for references on these factors. 

We identified a total of 112 articles. Although we 
made efforts to focus on references specifically 
related to nursing homes (n = 55), some topics 
were only addressed in articles related to other 
settings (hospitals, n = 37; independent or assistant 
living, n = 7; multiple settings, such as articles on 
transfers, n = 7; and other or nonsetting specific, n = 

6). It is worth noting that none of the published 
references differentiated a traditional shared bed­
room, in which beds are side by side and occupants 
share one window and one bathroom, from what we 
refer to in this article as an enhanced shai-ed 
bedroom, which is a relatively newer configuration 
in v.rhich each person has his or her own distinct 
territory and windov.r and does not have to cross into 
the roommate's space to reach his or her own (see 
Figure 2). 

Because of an almost complete lack of informa­
tion in the literature, we undertook a detailed 
analysis of bedroom design and construction costs 
for this project. We collected and analyzed 189 
bedroom plans. We drew our sample from design 
firms that had nursing home projects published in 
any of the DESIGN issues of Nursing Homes: Long­
Term Care Management magazine, plus 58 plans 
from another study (Kaup & Norris-Baker, 2004). 
DESIGN is a review of elder-related facilities that is 
judged annually by SAGE, the Society for the 
Advancement of Gerontological Environments. We 
contacted every design firm (n ~ 36) with a nursing 
home project; we described the purpose of our study, 
and we invited the firm to submit detailed bedroom 
plans for the project(s) that had been in DESIGN, as 
v.rell as any other nt,Irsing home projects the firm had 
designed over the past 10 years. Twenty-four firms 

Figure 2. Different bedroom configurations: traditional 
shared, enhanced shared, and private. 

agreed and submitted plans. Twelve firms either 
refused (n = 2) or agreed (n = 10) but, despite 
repeated requests for plans over a 3-month period, 
never submitted. We acknowledge that this sampling 
method likely resulted in a slightly biased sample, in 
that these projects were, on the whole, considered 
worthy of being accepted for publication in a pre­
miere design review publication. Hov.rever, as our 
purpose in this study was not to estimate the 
percentage of rooms built in different configurations 
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but simply to estimate the costs of constructing 
different room configurations, \Ve did not consider 
this bias to be a serious flaw. 

Results of the Literature Review 

We identified a total of 38 different factors within 
the four dimensions of the model. We identified most 
of the factors in at least one published reference, 
although there were several factors that we identified 
in focus groups that we did not find in the literature 
on either nursing homes or acute care settings (we 
discuss this issue separately). The vast majority of 
references related to the resident side of the model 
(psychosocial and clinical) as opposed to operational 
and building factors. The appendix lists the refer­
ences, the setting (hospital, nursing home, etc.), and 
which factors ¥.7e identified in each article. Because 
the purpose of this project was not a meta-analysis of 
extant research but rather an exploration of the 
broadest range of possible factors, we provide no 
other analysis of the articles. 

Psychosocial Factors. - There is strong evidence 
that, as a general cohort, older adults overv.1helming 
prefer private' rooms over shared rooms in residential 
settings, potentially even among people who thought 
they would prefer a shared room. A study by the 
American Association of Retired Persons found that 
individuals over the age of 50 preferred a private 
room by a ratio of 20:1 (82% vs 4%; see Baugh, 
1996). These results replicate early research on the 
preference for private rooms conducted by Lawton 
and Bader (1970). The primary factors that influence 
this preference appear to be privacy (for self and 
when conversing with others), lack of control (over 
lifestyle and environment), and feeling uncomfort­
able being forced to be an "unv.rilling observer" to 
others, though several of these come from anecdotal 
resources and not empirical studies. 

There is also evidence that seniors tend to express 
satisfaction with their current living situation, 
regardless of the objective quality of that housing 
(Pinquart & Burmedi, 2004). However, in a small­
scale study conducted in Japan, Terakawa (2004) 
studied residents who moved from an older nursing 
home v;rhere all bedrooms were traditional ·shared 
bedrooms to a new nursing home where all residents 
had private rooms. The results indicated that even 
people who initially did not want a private room and 
~xpected not to like having a private room were 
completely satisfied with their private room by 8 
months after the move. These results suggest that 
expressed opinion about satisfaction v.rith or prefer­
ence for a shared room may be based on being 
reasonably satisfied with a current situation (in 
a shared room) and may not be based on experience 
in both a private and shared bedroom. Other 
researchers have found that having a private bed-
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room is among the most desired changes of nursing 
home residents (Mosher-Ashley & Lemay, 2001). 
Residents who desired more privacy had lower life 
satisfaction than did residents who felt they had 
sufficient privacy. 

There is a related concept of privacy with visitors, 
though the vast majority of research on this topic 
comes from acute care settings, where visiting, often 
with multiple people, occurs on a more frequent 
basis. Patients feel they have better visits with fami­
lies in .a private room, and they express higher satis­
faction with this configuration (Chaudhury et al., 
2005; Ulrich & Zimring, 2004). 

Lack of control is another commonly cited factor 
that impacts preference for a private room in nursing 
homes. Common issues that cause conflicts between 
roommates include the television and radio (on or 
off, volume, and program selection); the time to get 
up and go to bed; having curtains open or closed; 
having the door to the hallway open or closed; 
heating, ventilation, and air conditioning levels; and 
the personalization or decoration of one's room 
(Foltz-Gray, 1995; Harris, McBride, Ross, & Curtis, 
2002; Kaldenberg, 1999; Kane, Baker, Salmon, & 
Veazie, 1998; Ulrich & Zimring, 2004). 

There is also some limited, n1ost1y anecdotal, evi­
dence about the positive benefits of sharing a room. 
Bitzan (1998) studied 31 nursing home residents who 
lived in shared rooms and found that 22 % indicated an 
overall strong or positive emotional bond with their 
roommate, whereas 78°/o had a moderate or weak 
emotional bond v.rith their roo1nmate. Interestingly, 
even among those who indicated a positive emotional 
bond v.rith their roommate, the majority did not enjoy 
spending tin1e with their roommate, did not perceive 
their roommate to be sensitive to their feelings, and 
agreed they got along best when they kept their 
feelings and activities to themselves. 

Clinical Factors. -In clinical terms, the evidence 
is strong on iatrogenic outcomes, especially related 
to nosocomial infections. Pneumonia, the leading 
cause of death among nursing home residents, with 
overall mortality rates reported between 20°/o and 
50% and as high as 80% in some studies (Zimmer­
man, Gruber-Baldini, Hebel, Sloane, & Magaziner, 
2002), is the second most frequent nosocomial 
infection in nutsing homes (Harkness, Bentley, & 
Roghmann, 1990). The vast majority of research 
suggests that there is a reduced risk of developing 
a nosocomial infection in a private room than in 
a shared bedroom (Fune, Shua-Haim, Ross, & 
Frank, 1999; Pegues & Woernle, 1993; Sharbaugh, 
2003; Zimmerman et al.), although much of the 
research was conducted in acute care settings (Ben­
Abraham et al., 2002; Berry, 2004; Boyce, Potter­
Bynoe, Chenevert, & King, 1997; Chang & Nelson, 
2000; Chaudhury, Mahmood, & Valente, 2004; 
Coleman, 2004; Drinka, Krause, Nest, Goodman, & 
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Gravenstein, 2003; Ulrich & Zimring, 2004). Re­
search conducted in nursing homes found that 
roommates of individuals infected with Influenza A 
had a 3 .07 relative higher risk of acquiring the illness 
than did individuals in a private room (Drinka et al.). 
This statistic, combined with the 3.5°/o excess 
mortality rate associated with acquiring Influenza 
A, has serious life-threatening implications. Similarly, 
Pegues and Woernle found that 84 % of nursing 
home residents who developed acute nonbacterial 
gastroenteritis during an outbreak lived in a room 
with a roommate, whereas only 16°/o of residents 
who became ill lived in private rooms. Beyond the 
potentially life-threatening consequences, there are 
also significant cost implications of nosocomial 
infections in nursing homes, which are estimated in 
one study to be in the range of $1 billion (Kayser­
Jones, Wiener, & Barbaccia, 1989). 

The empirical evidence of the negative impact on 
sleep in shared rooms in hospitals is fairly strong 
(Duffin, 2002; Ulrich & Zimring, 2004), although in 
nursing homes the evidence is weaker (Schnelle, 
Alessi, Al-Samarrai, Fricker, & Ouslander, 1999). 

Falls prevalence was also hypothesized to be re­
lated to private rooms. However, we found no re­
search that specifically linked the prevalence of falls 
to being in a private versus shared room in nursing 
homes. There were some suggestions, though no 
empirical evidence, that placing people who are at 
a high risk of falls in multibed rooms in hospitals 
might reduce the occurrence of falls, as roonimates 
could remind individuals not to rise without assis­
tance (Chaudhury et al., 2005; Tutuarima, van der 
Meulen, de Haan, van Straten, & Limburg, 1997). 

Operational Factors. -We identified two issues 
in the literature that relate to operational efficiency: 
the marketing of shared rooms, and the quality of 
staff-resident communications. However, empirical 
studies on both these topics are practically non­
existent, and virtually all of the evidence on this 
topic comes from interviews, focus groups, and a fev.1 

descriptive articles. Duffin (2002) and Fisher (1995) 
both suggest that it is harder to market shared 
rooms, in part because of gender-matching issues 
and in part because of a preference for private 
rooms. However, we found no empirical studies to 
support these anecdotal descriptions. 

Information on the quality of resident-staff 
communications comes primarily from hospital 
studies (Berry, 2004; Ulrich & Zimring, 2004). The 
Healthcare Insurance Portability and Accountability 
Act regulations, knov.1n as HIP AA, mandate the 
implementation of certain confidentiality proce­
dures. Having a conversation v.1ith a resident about 
private medical matters is much more difficult when 
there is a roommate in the room, though this issue is 
certainly more relevant in a hospital setting than 
a nursing hof!le, where HIP AA concerns are often 
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focused on communication at the nursing station, 
not in the bedroom. 

There were also some references that discussed the 
positive consequences of shared rooms in terms of 
staff efficiency, although again this literature was 
mostly conducted in hospital settings. Chaudhury 
and colleagues (2004) found that the only dimension 
that nurses in four hospitals rated private rooms 
worse than shared rooms was on walking distance 
from the nursing station. However, this may have as 
much to do with unit configuration as it does with 
the percentage of private rooms. Several studies have 
shown that radial units are much more efficient, 
from the perspective of walking distance and time 
spent walking, than corridor designs (Shepley & 
Davies, 2003; Trites, Galbraith, Sturdavant, & 
Leckwart, 1970), regardless of bedroom configura­
tion, and these results 1nay be translatable to 
a nursing home setting. 

Building Factors. - There are very few empirical 
studies exploring construction or ongoing building­
related costs of nursing homes. The only relevant 
construction cost analysis that we identified v.1as 
conducted by Chaudhury and colleagues (2005) of 
private versus shared rooms in hospitals. They 
calculated gross floor area per bed (for the whole 
unit, which includes all shared social spaces and staff 
support areas), and they estimated construction at 
$285/ft2 ($285/0.09m2

). Using this format, they 
estimated the cost per patient room at $182,400 per 
patient in all private room configurations and 
$122,550 per patient in mixed (some private and 
some shared room) configurations, suggesting that 
all private rooms would cost substantially more to 
construct. 

Results of Interviews and Focus Groups 

In general, the interviews and focus groups 
reinforced the information we gleaned from the 
literature review, and we identified a number of 
additional topics. In addition, two of the focus group 
facilities had enhanced shared rooms, which staff felt 
impacted many of the topics of discussion. We found 
no mention in the published literature on this room 
configuration. 

Psychosocial Factors. -Staff and residents echoed 
the strong preference for private bedrooms found in 
the literature. In one facility that had a number of 
enhanced shared rooms, staff and residents alike said 
these rooms were perceived more like a "private room 
with a shared bathroom" than a shared room, with all 
the benefits thereof. Issues related to visiting appeared 
to be most critical during the death and dying process. 
Most family members want to be close to the dying 
relative but are sensitive to the fact that they are also 
in someone else's room. Families feel bad for the other 
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resident and the encroachment of their family, and 
the resident who is not dying is also uncomfortable, 
having to intrude on what should be a private time 
for the family. Staff in the focus groups felt that 
being in a shared room sometimes kept as many 
family members from gathering or staying as long as 
they would have preferred. 

Clinical Factors. -Discussion of clinical factors in 
the interviews and focus groups related primarily to 
sleep and falls. Both residents and staff indicated that 
an individual is more likely to wake up when a staff 
member enters the room and provides care to 
a roommate than when the individual lives alone, 
although this may be mitigated in some enhanced 
shared rooms, depending on the level of acoustic 
separation benveen the residents. This can be 
a serious disruptor of sleep, because some individ­
uals are checked every tvvo hours. Staff members 
were uncertain how much of an impact frequently 
interrupted sleep had on residents the next day. In 
addition, several staff at different facilities indicated 
they were sure that there are more falls in shared 
rooms, though they had no hard data to support 
this. We identified several other factors as potential 
clinical outcon1es related to private versus shared 
rooms in the focus groups that were not apparent in 
the literature, including the use of as-needed (known 
as PRN) and psychotropic medications, the rate of 
distressed behaviors by residents (particularly resi­
dents with dementia), and medical error rates. 
However, information on these topics from the 
focus groups was mixed. 

Operational Factors. -Not surprisingly, much of 
the discussion in the interviews and focus groups 
revolved around operational issues, as these are of 
primary concern to staff and administrators. Topics 
included increased time and effort for marketing and 
ad1nissions, time spent dealing with families, time 
spent managing conflict, and time spent managing 
transfers, all of which appear to be greater with 
shared rooms than private rooms. 

Focus group participants agreed with the limited 
literature about the increased difficulty of marketing 
shared rooms (which translates into greater costs). 
None of the focus group facilities had an open bed 
available in a private room, though there were 
several openings in shared rooms. When a private 
room becomes available, staff indicated that it is 
a}v;.rays filled immediately, often from someone in 
house who has been waiting. One focus group was 
held in the nursing home of a retirement community, 
and staff indicated that residents were leaving the 
campus to go to a different nursing home rather than 
move into a shared room, which represents lost 
income for the facility. 

The management of roommate conflict had even 
greater cost implications. ~Te found no empirical 

174 

evidence related to the time spent managing 
roommate conflict in the literature, but the staff in 
the focus groups indicated that it could be sub­
stantial. Estimates of the average time spent 
(recognizing that on any given week it could be 
considerably higher) ranged from 2 to 25 hours per 
week. Apparently, it is not just the social workers 
and nursing staff who spend time on roommate 
issues. One housekeeper indicated she spends more 
time with residents in shared rooms who are upset by 
something than she spends with residents in private 
rooms, v;.rho seem to be upset less often. 

If resolution of differences between residents is 
not possible, and the decision is made to relocate 
a resident, there are additional operational costs. 
Room-cleaning time and maintenance issues are 
greater at the time of relocation than routine room 
care is. All furniture must be removed and dis­
infected, and any maintenance issues (patching walls 
where personal belongings hung, repainting, and 
stripping and refinishing the floor) must be ad­
dressed. This also causes disruption to the remaining 
resident, VI.rho cannot access his or her room while it 
is being cleaned. In one facility, this process was 
estimated to add an additional 90 min of cleaning 
time over routine cleaning. 

All these costs may be further compounded by the 
fact that, "'rhen a building is close to full, there may 
not be an appropriate en1pty room available into 
which the individual who is relocating can move. All 
facilities indicated that unanticipated resident re­
location because of roommate problems can cause 
a domino effect, requiring one, two, or son1etin1es up 
to three other residents to also relocate. Each of these 
relocations also takes a substantial amount of staff 
time, as staff members explain to residents and 
families why it is best for someone, who may be 
relatively happy in her or his current location, to 
move. Often people do not Virant to move, forcing 
nursing staff to use their authority that it "is in 
everyone's best interest." This directly contradicts 
the principles of person-centered or self-directed 
care, as residents are given little or no choice or 
control in these situations. The time-management 
consequences, especially for nursing and social 
V1.1orkers, can be substantial, though this remains 
undocumented. Finally, depending on where the 
individual(s) are relocated to (i.e., a different unit or 
household), staff may have to spend additional time 
getting to know the resident and his or her clinical 
needs and daily routines and helping the resident 
adjust to a neY1r roommate. Thus, there are not only 
operational costs but also negative clinical correlates 
of this type of move. 

We identified a few additional operational corre­
lates in the focus groups. Several housekeepers 
indicated that private rooms take less time to clean 
than shared rooms, not just because there are two 
people in a shared room. In several facilities, 
housekeepers and direct care staff said that people 
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in private rooms seem to "keep their spaces better." 
They speculated that there is a greater sense of 
ownership of the whole room as personal territory in 
a private room, whereas 1n a shared room, 
everything feels like common space, and people 
don't take as much care of it. There were also some 
cost factors related to lost income from rehabilita­
tion residents who wanted to be discharged sooner 
because they were uncomfortable in shared bed­
rooms. Medicare Part A reimbursement rates are 
substantially higher, so an early discharge may mean 
both lost revenue and increased risk for people 
returning home before they are ready. 

Results of the Bedroom Plan Analysis 

In this project we conducted an analysis of 189 
bedrooms to compare the construction costs of three 
bedroom configurations: traditional shared, en­
hanced shared, and private. Table 1 shows the 
average and range of the size of the three bedroom 
configurations. 

To estimate the cost of construction, we made 
detailed measurements of wall length (differentiating 
exterior, interior room to room and interior to 
corridor, and plumbing wall), . and we noted 
windows, presence of a closet, size of room, plus 
associated bathroom, shower and other fixtures, and 
more. \X1 e based cost estimates on exact dimensions 
of each element of the bedroom and adjoining bath­
room, using standard commercial-grade-construc­
tion assumptions (e.g., slab on grade, 2 X 4 framing, 
vinyl exterior, 0.5-in. or 1.27-cm drywall, painted 
walls, vinyl flooring, wood truss roof system, 20-year 
shingle) for the Cleveland, Ohio area. The average 
per-person cost of a private room is more expensive 
at $14,906 per person than that of an enhanced 
shared room at $10,301 per person, which itself is 
more expensive than a traditional shared room at 
$8,252 per person. (Additional information about 
cost analyses including additional specifics of cost 
breakouts, analyses including associated hallway 
spaces, and low-end vs high-end construction 
assumptions are available at www.IDEASinstitu­
te.org). When the cost of debt service is added (7% 
for 30 years), these costs per bed increase to $36,515, 
$25,121, and $20,506 for private, enhanced, and 
traditional rooms, respectively. 

Although the costs themselves are clearly higher 
for a private room, the significance of this difference 
remains unclear. In a private pay market, there is 
typically a difference in the cost of a shared bedroom 
and that of a private room. A large national study 
found that difference to be $23 ($167 for shared, and 
$190 for private; see Genworth Financial, 2005). 
Because there is no revenue data on enhanced shared 
rooms, we combined the data from the two shared 
configurations, for an average cost of $22,814 per 
person for shared rooms. Thus the difference in 
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Table 1. Room Size of Three Bedroom Configurations 

Room Size 

Configuration ft2/room ft2/person 

'fraditional shared 270 (182-380) 135 (91.0-190) 
Enhanced shared 326 (155-562) 163 (77.5-281) 
Private 214 (101-450) 214 (101.0-450) 

Note: Room size range is shown in parentheses. 

construction costs between a private and a shared 
room, per person, is $13,702. If a facility charges $23 
more for a private room, the difference in costs 
(including debt) to construct a private room as 
opposed to a shared room can be recouped in less 
than 2 years (596 days). This assumes the shared 
room has two occupants. If, in fact, a bed remains 
unoccupied (possibly because potential residents 
choose to go to a facility that offers private rooms), 
then the revenue difference is not $23 per day, but 
$167 (if we assume there is one empty bed). In that 
case, the time it would take to recoup the cost of 
constructing a private roo1n drops to 82 days, or less 
than 3 months. Stated another way, for every 82 
resident days below full census, the facility could 
have built a private room with the lost revenue. After 
the 82 days, the facility is actually making more 
money on the private room that it would make on 
the shared room. 

This analysis, of course, is based on the assump­
tion of a cost differential of $23 between a private 
and a shared bedroom. If a facility is housing people 
who are on Medicaid, then the cost analysis changes. 
Generally speaking, Medicaid will not pay extra for 
a private room, unless it is medically necessary. The 
state of Michigan, hovvever, has recognized the 
tre1nendous benefits of private rooms, and it now 
includes in their capital cost formula an additional 
$5 per patient per day for private rooms (up to 100 
beds). Even with this minor increase, it would only 
take a facility 7 .5 years. to recoup the construction 
cost differential. If we assume that there is a 30-year 
mortgage, it means the facility is ahead, financially, 
for 22 years of the mortgage. This analysis is 
summarized in Table 2. 

Discussion 

The vast majority of factors identified in this 
study indicated better· outcomes associated with 
private rooms over shared rooms in nursing homes. 
The evidence is strongest for psychosocial issues, 
particularly related to preference and satisfaction for 
families and staff as well as residents. In clinical 
terms, the evidence is strong on iatrogenic outcomes, 
especially related to nosocomial infections. Evidence 
of impact of room configuration on falls and sleep 
hygiene is weaker. There are numerous operational 
factors that suggest that staff members spend more 
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Table 2. Breakdown of Construction Costs Plus Debt and Time to Recoup the Cost Differelltial 

Room Construction and Cost 
Type Debt Cost ($) Differential ($) 

Shared 22,814 
Private 36,515 13,702 

Note: Construction and debt cost is shown per person. 

time managing difficult situations when people have 
roommates than vvhen they do not, and possibly 
more resources cleaning and maintaining shared 
rooms, though these findings are from the focus 
group and are not found in the research literature. 
Finally, the construction cost analysis suggests that 
although private rooms cost more to construct, the 
difference in costs may not be as significant as some 
people have argued. Even with a modest $5 a day 
differential roon1 rate, the cost of construction and 
debt of a private room versus a shared room can be 
recouped in less than 8 years. 

One vveakness to this analysis is that it was not 
possible to estimate the associated unit size differ­
ences caused by having more private rooms. It is 
argued that unit or household size and configuration 
(radial, open plau, hallway plan, or other variation) 
has a more significant impact on overall unit or 
household size than the number of private versus 
shared rooms. A study that expanded the plan 
analysis to include the whole unit configuration 
would shed light on this. 

There is clearly a need for much more research in 
this area. Two or three potential topics for each 
domain of the framework are suggested here. In 
tern1s of psychosocial. issues, researchers must 
analyze whether individuals who indicate they are 
satisfied with a shared room would he more satisfied 
with a private room if they had the opportunity to 
experience one. Consideration should also be given 
to what characteristics (of the individual or the 
situation) differentiate people who prefer a shared 
room from a private room. Surprisingly, there was 
very little information specific to the needs or 
preferences of people with dementia. In terms of 
clinical outcomes, the relationship of bedroom 
configuration to incidence of increased disruptive~ 
ness, distress, agitation, or aggression, particularly in 
individuals with dementia, requires more study. This 
area, in particular, should focus on the three dif­
ferent bedroom configurations (i.e., it should differ­
entiate between traditional and enhanced shared 
rooms). There is also a need for greater understand­
ing of the impact of the presence of a roommate on 
falls, because of the serious morbidity issues 
associated with falls. 

Operational correlates of private versus shared 
bedrooms are not well addressed in the extant 

Occupied 
@ $23 

596 days 

Time to Recoup 

Unoccupied 
@ $167 

82 days 

Unoccupied 
@$5 

7.S years 

@ $1.25 

30.0 years 

literature, although the focus groups indicated 
a number of issues worthy of further exploration. 
The issue with the largest financial impact relates to 
lost revenue from being unable to fill a shared room 
when an individual would have agreed to move into 
a private room. A related topic would be an explo­
ration of the differential costs of marketing a shared 
room versus a private room versus an enhanced 
shared room. There is clear, albeit anecdotal, evi­
dence that roommate conflict can occupy a sub­
stantial portion of staff time. Although having all 
private rooms might free up staff time, it will not 
necessarily reduce costs. The question is what staff 
rnem hers do ¥.rith this time-----whether this translates 
into better care. The focus groups suggested that 
maintenance and housekeeping costs are higher per 
person for shared rooms than for private rooms, but 
there is no concrete evidence to support this. 

On the cost of construction side, an analysis of ho¥.r 
unit layout relates to bedroom configuration and 
therefore costs would he of great benefit to the in­
dustry. This might also he tied to staff efficiency stud­
ies, such as tracking how much time is spent walking 
to destinations in units with different layouts. 

Across all topics, attention should be given to 
differentiating between bedroom configurations. The 
vast majority of studies that we reviewed do not 
include bedroom configuration as a variable, and 
none have explored differential impacts of the 
enhanced shared bedrooms. A more detailed study 
of this should consider differentiating territory­
enhanced rooms, where each person has her or his 
own territory but spaces are separated by a curtain 
(and thus lack auditory and olfactory privacy), from 
privacy-enhanced bedrooms, \Vhere each person has, 
in essence, a private bedroom v.rith a solid door but 
shares the bathroom. 

Currently, the Medicaid program serves as 
a disincentive to construct private rooms. Private 
rooms do cost more to construct, and there is, 
with few exceptions, no additional reimbursement 
to cover these additional costs. Given the need to 
control costs, it would not be inappropriate to 
suggest that additional reimhursement should equal 
(not exceed) the additional cost of construction plus 
debt service. An increase of $1.25 a day would cover 
the costs as assumed in this model in 30 years (the 
assumed length of the mortgage). 
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The evidence on preferences, satisfaction, and 
quality of life for residents living in private rooms in 
nursing homes is substantial. Virtually all other 
factors that impact life-cycle costs also trend toward 
better indicators for private rooms, although there is 
a need for better evidence to support this. Even the 
cost analysis suggests that, with a relatively minor 
increase in reimbursement, the differential construc­
tion and capital costs can be recovered. Unfortu­
nately, some providers and designers, and well as the 
regulators and legislators who control Medicaid 
budgets, are not yet swayed by this evidence, and 
they are still building shared rooms. Over the next 
decade many nursmg home buildings will be 
significantly renovated or replaced. There is a clear 
need for more evidence-based information, with 
widespread dissemination efforts, to support making 
more informed, evidence-based decisions. 
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MARQUIS 

Ms. Nora Mann, Esq. 
Director, Determination of Need Program 
Department of Public Health 
250 Washington Street, 6th Floor 
Boston, Massachusetts 02108 

Re: NEB Operator, LLC 

Health Services 

d/b/a North End Rehabilitation & Healthcare Center 
Project# 

Background: 

On March 3, 2017 Marquis Health Services acquired Spaulding Nursing and Therapy Center -
North End. As a matter of background, Spaulding North End which is under the Partners system, 
has been the only post-acute and long term care option fodhe North End Boston Conununity since 
1983. Spaulding states that in 1983, in response to the needs and requests of the community, the 
North End Community Health Center opened the North End Nursing Home (subsequently called 
the Spaulding Nursing and Therapy Center North End) to ensure a continuum of care, allowing for 
the monitoring, coordination and access to culturally competent care by the same providers through 
a patient's lifecycles and care needs. Jn partnership with the Health Center, Nursing Home patients 
continued to be provided with primary care, dental, podiatry, mental health, laboratory and vision 
services. 

When Partners announced the intent to close both of their Skilled Nursing Facilities in the North 
End and in West Roxbury, and to open a new facility in Brighton, the North End Community 
petitioned Partners not to close the North End facility; and to rather work on finding a provider 
.who would continue to operate and maintain the facility as a Skilled Nursing Facility for the North 
End conunnnity. Marquis Health Services, already with already a presence of nine nursing facilities 
in New England and known for its reputation for being a leader in the industry and at the forefront 
of Healthcare Reform assumed operations of the facility on November l ", 2017. 

To better understand the dynamics of this transition, it is important to understand that The North 
End of Boston is an authentic historical and unique urban community. A community that is very 
involved, and has proven over the decades to be close knit and very family oriented. The older 
North Enders love to reminisce about the neighborhood and its history. The prior North 
End Rehabilitation & Healthcare Center has been a vital community resource since 1983. When 
Partners declared their intention of closing this facility, and the community petitioned to continue 
its existence, Marquis took the initiative to undertake the continuance of this facility to this 
community. 

Simply continuing the existence of this Nursing Facility, will require significant capital 
improvements given the age and deterioration of the building. Jn addition to these basic capital 
improvements, six months of intense community outreach has shown and identified that the North 
End Rehabilitation and Healthcare Center communities' (i.e. North end population and local 
Hospitals) stand to substantially benefit from renovations. Renovations will not only 
improve the physical appearance that will help heighten patient's moods and quality oflife, but they 
will allow for the facility to accommodate more of the senior population with complex medical 
diagnoses. 
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MARQUIS 
Health Services 

We are modeling these renovations to be in accordance with the healthcare needs that have been 
identified in networking and speaking with the local Boston hospitals. We have spoken to numerous 
hospitals including, Mass General Hospital, Brigham and Women's Hospital, Tufts Medical Center, 
Boston Medical Center, and Beth Israel Health System, and the common theme that has been 
expressed is the additional need to provide a proper setting for higher acuity patients. To 
demonstrate that our project aligns with the healthcare needs of such, we have outlined below some 
of the major factors that are incorporated in the proposed project. Included with the anticipated 
renovations are; 

New Rehab Gym 

We will be creating a new 3,500 sq. foot rehab gym that will be available 7 days a week. This is a 
need that currently exists, as the current rehab gym does not provide the opportunity for the facility 
to avail its services to all of those in need at accommodating times. This new gym will enable the 
facility to accommodate all the complex rehab patients, opening more opportunities for North End 
residents to remain in their neighborhood. Many family members live with-in walking distance of 
the facility and want their loved ones to only remain in the North End. 

Additional Private Rooms 

We will be increasing the amount of private rooms. This will allow the Facility to accommodate 
transplant patients, .patients with infectious precautions, end of life patients, complex cardiac and 
puhnonary patients (to name a few). As expressed to us over and over by the local Boston Hospitals, 
these are the patients that there exists a need of need placement for. This new addition will enable 
the facility to provide the appropriate atmosphere required for this patient type. 

The additional amenities and private room layout of this will provide exceptional patient comfort 
in a homelike setting allowing the opportunity for optimal patient care, satisfaction, minimize 
infection, and quality outcome. TI1e renovations will include adding common areas for family 
members and patients to utilize. Many of our patients have very involved loving families 
that spend their days with their loved ones at the facility. Renovating common areas for spending 
time playing games, watching television, sharing meals etc. will lend itself to further creating a 
homelike setting, thereby increasing the quality of!ife for all the residents. For our short-term rehab 
patients, this setting will provide the opportunity for a quicker healing and rehab process and shorter 
length of stay, allowing them to return home to their families sooner. Clinical studies have shown 
that patients tend to rehab and heal faster under these home like settings. 

Piped in Oxygen 

As mentioned, in speaking with the local hospitals in the area, we have identified the need to 
provide a higher acuity setting to service such patient types. Accordingly, part of the renovations 
will include installing Piped in Oxygen. The addition of piped in oxygen will allow for specialized 
cardiac and pulmonary care that has proved to be a much-needed program for the 
community members. Accommodating these patients will only be possible with these renovations. 
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MARQUIS 
Health Services 

Specialty Programs 

As mentioned, in meetings with the local hospitals in the area, we have identified the need to 
provide a higher acuity setting to service such patient types. As such, in part with the renovations 
we will be bringing in Specialty Physicians, Clinicians, and a Subacute Medical Director, with the 
mission of promoting the rehabilitation of our residents back to their prior level of function. 
Specialization is expected to include Specialty Programs such as a Cardiology program, a 
Pulmonary/Stroke Program, as well as the possibility of a Specialty Dementia Program in the future. 
This along with the other settings added, will also be a crucial factor in reducing the overall 
rehospitalizations and allowing for a quicker healing and rehab process and shorter length of stay, 
allowing them to return home to their families sooner. 

We have met with the local State representatives, as well as Mayor Walsh, who are both very 
excited about this new presence and initiative. Aside from encouraging the project, they have 
offered their assistance with anything that is needed. We have met with the North End Association 
as well as performing other community outreach initiatives that have been most welcome. 

Marquis Health Services is working with Partners Heath Care for the new North End Rehabilitation 
and Healthcare Center to be a preferred provider for their SNF Collaborative. While in the past, 
this facility has primarily only serviced the Partners Healthcare System, now under Marquis, in 
addition to Partners, we expect to expand the referral base from other hospital systems, to include 
Tufts Medical Center, Boston medical Center, Beth Israel Health System, Mass General Hospital, 
Brigham and Women's Hospital as well. 

On a final note, aside from the overall general support we have received from the local Hospitals, 
kindly find the attached letters that we have received from area Hospital Physicians, specifically 
addressing the needs of these renovations, along with their words of support. Included are letters 
from; Dr. Terrence O'Malley, Physician at Massachusetts General Hospital, Dr. Bruce Bonnell, 
physician at Spaulding Hospital for Continuing Medical care, and Dr. Jolm Foster, Physician at 
Massachusetts's General Hospital. 

It is with this in mind that we embark on this new and exciting initiative and we present to you our 
application for the Determination of Need. 

Sincerely yours, 

c? 
Norman Rokeach, LNHA 
Chief Executive Officer 
Marquis Health Services 

frfa1}L 
(:~- .. /:_.-~-·// 

Dr. Yogesh Viroja, MD, MBA 
Corporate Medical Director 
Marquis Health Services 
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:~ SPAULDING HOSPrrAL.. \:"° FOR CONTINUTNG M!lOICAL CAR£ 
1575 Cambridge Street Cambridge MA 02138 617.876.4344 www.spauldingrehab.org 

CAMBRIDGE 

January 22, 2018 

To Whom it may concern: 

I am pleased to express my strong support for Marquis Health Service's application for a 
Determination of Need to renovate their Skilled Nursing Facility, The North End Rehabilitation and 
Healthcare Center. This is an important project for Greater Boston, and will ensure the 
Commonwealth that the needs of patients requiring skilled nursing care and rehabilitation services 
are met 

Patients place a high value on physical plant to support the rehabilitation and medical needs of 
their recovery. The North End Rehabilitation and Healthcare Center is an aging facility badly in 
need of such renovation. It is essential that North End Rehabilitation & Healthcare Center receive 
support for these renovations so that it may continue offering its broad range of high-quality and 
complex medical and rehabilitation services to skilled nursing patients. 

As the subacute medical director for this facility, Marquis Health Services' application for a 
Determination of Need has my full and strong support. Thank you in advance for your 
consideration. 

Feel free to contact me directly with any questions you may have. 

Ox--- 0-~/ 
Bruce Bonnell MD MPH MBA 
Subacute Medical Director 
The North End Rehabilitation and Healthcare Center 
Geriatrician and Hospitalist 
Spaulding Hospital for Continuing Medical Care 
1575 Cambridge Street 
Cambridge MA 02138 
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MASSACHUSETTS 
GENERAL HOSPITAL 

North End Waterfront Health 
332 Hanover Street 
Boston, MA 02113 
Phone: 617-643-8000 
Fax: 617-643-8122 

To Whom it may concern: 

John A. Foster, MD MPH 
Internal Medicine 

Chief Medical Officer 

January 22, 2018 

I would like to express my strong support for Marquis Health Service's application 
for a Determination of Need to renovate their aging Skilled Nursing Facility, The 
North End Rehabilitation and Healthcare Center. 

As past Medical Director of the facility from 1988 - 2008, and continuing as an active 
staff physician there since then; l can attest to the fact that the physical plant is in 
desperate need of renovation. Since its founding, the facility has been a critical part 
of the community of the North End, providing a safe and attractive environment for 
skilled rehabilitation services and long term care for local elders, the recently ill, and 
the disabled - a place where families could take an active role in the care of their 
loved ones. Yet, the march of time has aged the facility such that its ability to provide 
the type of environment now required to adequately serve the needs of its patients is 
threatened. The families of the North End and surrounding communities need a 
renovated physical plant to ensure the best environment exists for the care and 
emotional support of their loved ones - both for effective, modern, state-of-the-art 
rehabilitative recovery services and dignified long term care. The role this facility 
plays in the fabric of the community and local health care environment (including 
the needs of nearby hospitals for available skilled and long term beds) cannot be 
overstated. 

I recognize the high value patients and families place on the physical plant to 
support the rehabilitation and medical needs of their ill loved ones. A renovated 
facility for the North End and surrounding communities is essential to assuring that 
The North End Rehabilitation & Healthcare Center can continue offering its broad 
range of high-quality and complex medical and rehabilitation services to 
skilled nursing patients. 

Marquis Health Services' application for a Determination of Need has my full and 
strong support. Thank you in advance for your consideration. 

Sincerely, 
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Terrence A. O'Malley, M.D. 

Physician, Massachusetts General Hospital 
Partners HealthCare System 
tomalley@mgh.harvard.edu 

To Whom It May Concern: 

70 Fulton Street 
Boston, MA 02109 

617-843-5001 clinical 
617-726-1818 page operator 
617-284-6774 fax 

January 22, 2018 

I am The Medical Director Marquis Health Services' skilled nursing facility in the North End. 
I wholeheartedly support their application for a Determination of Need to renovate this 
facility which has not been upgraded in decades. An improved facility is essential for the 
continued care of patients from across the city but also, in particular, residence of the North 
End who need skilled nursing care and rehabilitation services. 

These renovations are essential for assuring that the North End Rehabilitation and Healthcare 
Center can continue to provide a broad range of complex medical and rehabilitation services 
to skilled nursing patients. 

Marquis Health Services application for a Determination of Need has my full and strong 
support. Thank you in advance for your consideration of this matter. 
Sincerely, 

Terrence A. O'Malley, MD 

-~-c 
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TO: 

FROM: 

RE: 

Commonwealth of Massachusetts 
Executive Office of Health and Human Services 
Office of Medicaid 
www.mass.gov/massheaJth 

All Providers Participating in MassHealth 

Daniel Tsai, Assistant Secretary for MassHealth 

Overview of 2018 New Health Pla;i Options 

MassHealth Payment and Care Delivery Innovations (PCDI) 

Mass Health 
All-Provider Bulletin 272 
November 2017 

Effective March 1, 2018, MassHealth will begin offering an expanded selection of health plan options to managed care 
eligible members. These new options are Accountable Care Organizations (ACOs), and a key part ofMassHealth PCDL 
MassHealth will also continue to offer Managed Care Organizations (MCOs) and the Primary Care Clinician (PCC) Plan as 
managed care options. 

What's New 

• MassHealth is introducing three ACO models: (1.) Accountable Care Partnership Plans; (2.) Primary Care ACOs; 
and (3.) MCO-AdministeredACOs. 

• Accountable Care Partnership Plans and Primary Care ACOs will be available as enrollment options to managed 
care inembers. MCO-AdministeredACOs are part of the MCO delivery system and will not be presented as an 
enrollment option because members will be attributed through their MCO. 

• Most MassHealth managed care members will be assigned to a health plan so that they can continue to receive care 
from their primary care provider (PCP). All members will have the opportuuity to choose a different health plan. 

• The Eligibility Verification System (EVS) on the Provider Online Service Center CPOSC) will be updated with 
messages that indicate which type of health plan a member is enrolled in and whom to contact for billing 
information. 

• MassHealth will require ACOs to enhance primary care efforts and will provide additional supports to facilitate 
those changes. 

• Primary care practices will be exclusive to their ACO-they will only be able to see managed care eligible members 
who are affiliated with their ACO. 

What's Staying the Same 

• MassHealth will seek to keep members with their PCPs throughout enrollment changes. 
• MassHealth will continue to offer the PCC Plan and MCOs as health plan options. 
• Members will have Plan Selection and Fixed Enrollment periods. 

• These changes do not apply to non-managed c.are eligible members. 

Affected Members 

MasSHealth managed care eligible members are: 
• Younger than age 65, without any third-party 

insurance coverage (i_ncluding Medicare) 
• LlVing in :the community (not :living 

permanently· in a nursing facility) 

• Covered by MassHealth: Standard, 
CommonHealth, CarePlus, or .Family 
Assistance 

. 

PCDI does not affect members who receive 
MassHealth coverage through: 

• Fee-for-service (including those over age 65 or 
with third-party coverage) 

• One Care plans 
• Senior Care Options (SCO) plans 
• Program of All-inclusive Care for the Elderly 

(PACE) Organizations 
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Overview of ACO Models 

MassHealth 
All-Provider Bulletin 272 
November 2017 

ACOs are provider-led organizations that coordinate care, have an enhanced role for primary care, and are accountable for the 
quality and total cost of care. 

Reimbursement arrangements with ACOs will provide incentives to improve care coordination and achieve pe1formance 
standards across multiple measures of quality, including prevention and wellness, chronic disease management, and member 
experience. This program requires that participating providers engage with their ACOs and take appropriate ownership of 
meeting the ACO' s goals (cost, quality, and member experience performance). 

We have contracted with 17 ACOs across the three models described below, and will allow new provider organizations to contract 
'With our existing ACOs in later years of the program, subject to MassHealth review. Providers who are not already affiliated 'With 
an ACO but are interested in learning more should contact ACOs in their area to understand available options. 

1. Accountable Care Partnership Plans 
An Accountable Care Partnership Plan is a network of PCPs who have exclusively partnered with an MCO to use their provider 
netvvork to provide integrated and coordinated care for members. Accountable Care Partnership Plans are paid a prospective 
capitation rate for all attributed members. Accountable Care Plan Partnerships are responsible for all contractually covered 
services and take on full insurance risk. The plan is accountable for providing high-value, cross-continuum care across a range of 
measures. Accountable Care Partnership Plans pay provider claims for al1 plan-covered services. Accountable Care Partnership 
Plans may earn savings if they meet certain quality thresholds. 

2. Primary Care ACOs 
A Primary Care ACO is a network of PCPs vi.rho contract directly with MassHealth, using MassHealth's provider network, 
including the Massachusetts Behavioral Health Partnership (MBHP), to provide integrated and coordinated care for members. A 
Primary Care ACO does not receive capitation payments for attributed members. MassHealth pays providers on a fee for service 
basis directly. Behavioral Health providers must enroll with MBHP and are paid in accordance with their MBHP provider 
agreements. The ACO is accountable for providing high-value, cross-continuum care across a range of measures. The ACO may 
earn savings if it meets certain quality thresholds. 

Primary Care ACOs.will use the MassHealth network for specialty services and have the option of defining a Referral Circle. If a 
member"s specialist is part of the Referral Circle identified by the member's Primary Care ACO, the member will not need a 
referral to receive services from that specialist. 

3. MCO-AdministeredACOs 
An MCO-Administered ACO is a network of PCPs who may contract with one or multiple MCOs and use the MCO provider 
networks to provide integrated and coordinated care for members. MCO-Administered ACOs are not presented as an enrollment 
option because members will be enrolled with the MCO and attributed to the contractedACO through the MCO they are enrolled 
with. MCOs pay claims to providers in their networks. The ACO is accountable for providing high-value, cross-continuum care 
across a range of measures. The ACO may earn savings if it meets certain quality thresholds. 

Continuity of Care Requirelllents 

MassHealth, ACOs, and MCOs have procedures to minimize disruptions to provider relationships and authorized services. 
Members should contact the plan directly for any questions or concerns related to existing provider relationships, scheduled 
appointments, and/or authorized services. MassHealth will work closely with plans to share information and facilitate 
transitions "for particularly vulnerable members, including sharing and honoring prior authorizations. 

Members are encouraged to work with their healthcare providers to obtain authorizations for healthcare services they are 
currently receiving at the time of transition into a new Plan. PCPs and their care team are responsible for working with the 
member as well as the plan's network of providers to support coordination and continuity of care. 
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Primary Care Participation and Exclusivity 

MassHealth 
All-Provider Bulletin 272 
Nove111ber 2017 

• ACO-participating primary care practices are set for the first year of the ACO program (March 2018 - December 2018). 
• ACO-participating PCPs cannot participate as primary care providers in MCOs or the PCC Plan or any other ACO. 
• ACO-participating PCPs exclusively provide primary care to MassHealth managed care members enrolled in their ACO. 
• This exclusivity is enforced at the practice or entity level rather than at the individual doctor level. 

This fall, MassHealth will "special assign" to each ACO the members who have primary care assignments to that ACO's PCPs 
effective March 1, 2018. Members may choose to change plans following special assignment. 

Exclusivity does not apply to other programs, such as Senior Care Options (SCO), One Care, the Program of All-inclusive Care for 
the Elderly (PACE) or MassHealth fee-for-service. PCPs can continue to provide services to members in the above-mentioned 
plans and fee-for-service members regardless of their contracts with ACOs. 

PCPs who are also specialists can continue to provide specialty services across managed care plans. 

Specialist, Hospital, and Other Provider Participation 

Specialists, hospitals, and other providers may contract with multiple health plans at the same time and can provide services to 
members in any of the health plans with whom they are contracted. The managed care assignment of the member to an MCO, 
ACO, or PCC Plan is crucial for specialists to understand. This will ensure that specialists provide services to members of plans 
that they are contracted with. 

A specialist may see MassHealth members enrolled with the PCC Plan or a Primary Care ACO if the specialist is a MassHealth 
participating provider. For members enrolled in an Accountable Care Partnership Plan or MCO, specialists will need to contract 
with each of these health plans to provide services to members enrolled in these plans. 

Long-term services and supports (LTSS) that are currently paid for by MassHealth on a fee-for-service basis, and are not covered 
by MCOs will continue to be paid by MassHealth. This includes Personal Care Attendant, Adult Foster Care, Group Adult Foster 
Care, Adult Day Health, Day Habilitation, Continuous Skilled Nursing, and long-term (over 100 days) Nursing Facility, Chronic 
Disease, and Rehabilitation Hospital services. Providers do not need to contract with the new health plans for these services. 

The contracting and payment process for dental services and non-emergency medical transportation services is also not 
changing as part of PCDI. 

Member Assignment and Noticing: 

Effectiv_e March 1, 2018, current managed care members will be assigned to an ACO, MCO, or the PCC Plan based on each 
member's PCP relationship in mid-October 2017. This process, lmown as special assignment, is designed to keep members with 
their PCP whenever possible. If a member prefers to maintain relationships with providers other than their PCP, the member 
should contact those providers to find out which plans those providers are contracted with, and then contact MassHealth for 
assistance enrolling in a plan that is available in their service area and has their preferred providers. 

• If a member's PCP is moving to a new health plan, the member will be special assigned to that health plan to prioritize 
and maintain their current PCP relationship. 

• If a member is enrolled in an MCO that will not be available after March 1, 2018, and their PCP is not joining an ACO, 
the member will need to select a new health plan before March 1, 2018. If the member does not select a new plan, 
MassHealth will assign a new plan. 

• If a member's PCP is not changing health plans, the member can stay enrolled in their current health plan, or explore 
new health plan options during their Plan Selection Period. 

Through November and December 2017, managed care eligible members will receive a notice and Enrollment Guide from 
MassHealth explaining their health plan enrollment options effective March 1, 2018. These notices will be unique to each 
member, and will explain that they'll have the option of selecting a new PCP and/ or health plan, and what will happen if they 
decline to make a choice. 
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Important Member-Choice Dates 

MassHealth 
All-Provider Bulletin 272 
November 2017 

The member assignment and noticing dates below are for 1nanaged care members with enrollments effective March 1, 2018. 

• Member Noticing Begins: November 13, 2017 
• Member Enrolbnents Effective: March 1, 2018 

• Plan Selection Period: March 1, 2018-May 31, 2018 
• Fixed Enrollment Period: June 1, 2018-February 28, 2019 

For new members, after March 1, 2018, the Plan Selection Period is the first 90 days after enrollment in an ACO/MCO, and the 
Fixed Enrollment Period is the remaining 275 days of the year. All members have a new plan selection period every year. 

Compare Online 

A new online tool is be available at i,.vvvw.MassHealthChoices.com that allows managed care eligible members to search a 
complete list of plan options and PCPsi and use the Learn, Compare, and Enroll tabs to 

• Learn about important MassHealth information 
• Compare health plan options available in their senrice area and PCPs that participate in their available health plan 

options; and 
• Enroll in the plan of their choice that best meets their needs. 

MassHealth wi11 also offer members Enrollment Events for in-person one-on-one assistance with plan enrolhnent. Events and 
additional information can be found at W\\'\v.MassHealthChoices.com 

Member Options and Changes 

Managed care members will have Plan Selection and Fixed Enrollment periods. Members enrolled in an MCO or ACO health 
plan will have a 90-day Plan Selection Period every year, based on initial enrollment date. MassHealth will notify members 
annually about their Plan Selection Period. During that period, members can change health plans for any reason. 

Members who are in an ACO or MCO when their Plan Selection Period has ended will be in their Fixed Enrollment Period. 
During their Fixed Enrollment Period, they will not be able to change their health plan until the next annual Plan Selection 
Period) with limited exceptions. 

Members who are enrolled in an ACO or an MCO effective March 1, 2018 will be in their Plan Selection Period until May 31, 
2018. These members will be in their Fixed Enrollment Period from June 1, 2018 - February 28, 2019. 

Members enrolled in the PCC Plan can change to an ACO or an MCO at any time. 

Members can switch plans by: 

• Enrolling online at \NV\rw.MassHealthChoices.com 

• Contacting the MassHealth Customer Service Center at 1-800-841-2900 (TIY: 1-800-497-4648) 

• Completing and mailing the enrollment form 
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Referrals 

Mass Health 
All-Provider Bulletin 272 
Nove1nber 2017 

Referrals for certain services are required for the PCC Plan and Primary Care ACOs. The requirements for referrals for all other 
plans are subject to the requirements of the health pl.an in which the member is enrolled. 

Referral Circles 
Primary Care ACOs will use the MassHealth network for specialty services and have the option of defining a Referral Circle. If a 
member's hospital or specialist is part of the Referral Circle of the member's Primary CareACO, the member will not need a 
referral to receive services from that hospital or specialist. To participate in a referral circle for a Primary Care ACO, the provider 
must be enrolled as a MassHealth billing provider and identified to MassHealth by the Primary Care ACO. 

Accountable Care Partnership Plans and MCOs may have preferred networks within their overall networks that have modified 
authorization requirements. For more information on these potential arrangements, talk to the health plans you have contracted 
with. 

Community Partners (CPs) 

Effective June 1, 2018, Community Partners wi11 work collaboratively with ACOs and 'MCOs to provide care coordination to 
certain members identified by ACOs, MCOs or MassHealth. Behavioral Health Community Partners will provide care 
management and care coordination to members with significant behavioral health needs. LTSS Community Partners will 
provide LTSS care coordination and navigation to members with complex LTSS needs. Providers will receive communication 
from their plans and MassHealth about the Community Partners program as the program launch date approaches. 

MassHealth Eligibility Verification System (EVS) Enhancements 

Providers can continue to check member enrollment and eligibility using the Eligibility Verification System (EVS) on the 
Provider Online Service Center (POSC). As PCDI is implemented, MassHealth will enhance the EVS Restrictive Messages so 
providers know V·Thich type of health plan, including ACOs, a member is enrolled in, and who to contact for help with inquiries 
regarding billing and service authorization for medical and behavioral health clahns, including contact information for BH 
contractors. 

There are two types of Restrictive Messages that will appear on EVS: Eligibility Restrictive Messages, and Managed Care Data 
RestriCtive Messages. The Managed Care Restrictive Messages are currently being enhanced for members who will be enrolled in 
an ACO plan effective March 1, 2018. 
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Screenshot Examples of New EVS Restrictive Messaging Effective March 1, 2018 

Example 1. Accountable Care Partnership Plan 
Plan Name: Tufts Health Together with BIDCO 

f;1!91pi!1)y 
1 Verity Meml>J:t!: 

Eligibility 
> lncy.rue EhgitnLrty 

Rsrquerst 
? Enr(J{!rntrn 
> Lgng Term Cars: 

' t.fani!I]~ Cl•im.$ •1>d 
P11ymi>ms 

' f.~an29-e Pr<:Y~ider lri:formauon 
> Admintstt11r Acc-ooaj 
" Ret\fpen-ce Pubt-icatrnns 
> E_H:R lncrntrYF_P·rogram 

'~~ ' ElJt!l!l! 

MASSHEAlTH STA!lllARO 

TM l!lf(lffll3!1on below re!et$ to ltie MASSHEALTII STA!lllARO C<>Wlr•Q• for 101t712!ll 7 10 

1M7121117, 

"<,- ;.~~~~--=.< 

TI.IFTS-610CO 

991 I ll91 CERTAIN HSN OE;NTAl SER\!ICES AVlll.ABl..E IT COMMUNITY 

HEALTH CENTERS AND HOOPITAJ..-8..SEDHEAJ..TH CENT!':RS 

----" - - '' 
-)_:'_~-%---_-:-:-- ' ·:~'-·=:~~}~~-~~~ 

(!J!l!ll.ll5'7-19fi 

.• !'.l$i$. ~~I><· 

11l117J2017 -10/!712017 

-----------------------, ' ~ 
{ 1F~' 1 sss Tlrl!l; >1em1ti rogellletwittt e1oco \ 
I member. Tuns Hullll To11ellierw1tt1 El!DCO I• an t 
I Aeeount•~l• Ca<• Partrwsllip Plan. l 
I I 
I ftr:stri-cth.1t:' 157&168,6 for metitcal S!lH\'ice QUtsU-Oos, all I 
I 1-SU·257·191l5. I 
I • 
I 1577 I 6!>7Fm l>oha,jora1 tieal!h seMC1' j 
I quuttons, calf.1.ss11-2s1-1eas. 1 I 
I 1578/6$.8 For medical claims, pollcy, or : 
\ billlng questions, c,.,ll 1·!1s.ll·237·19S5. I ' , 
~-----------------------
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Screenshot Examples of New EVS Restrictive Messaging - Effective March 1, 2018 

Example 2. Primary Care ACO Plan 
Plan Name: Community Care Cooperative (C3) 

EHtl~i,'+'t: 

\#',;7,;..,n 
lf\<t i ~l (;£1HNN HSU V(;IH~ SH\VIC!i$.AV.1.:~Al'lt kt C;;AAtMVhifY H£AtHl 

Ctt:ltJl:$-Af~ HVS?ffill.>SA.StD tltAL 'hi CtUtfft.<; 

·:_<t>Af)c;>:::' 

+ >llllltJQJ!!I 

'.<~Vi'_i.\U 

if,~'14 

-·c:,~~f~f~'.? 
SMflHJOifM 

V:tf&,r;0~t \ Wl'tfRF\., 

N;\$.fCU VAWH! ..---------------------------------------.. ------... ' ' I 461 - Primary Care ACO member. Call PCC 1 
i above for authorization for au services except : 
\ · those listedin 130 CMR450.118(J). l ~----u _____ .,. ____________________________________ # 

,,----------------~-~,-------~---------------------- ..... 
( 1579 f 6$9 Comm0~y C.Ut CWp~e memb~L Con-~y ~t \ 
l CWptt;ttrvt t$ .a Pninaty Ca.It ACO : 
I I 

1 15&0 1 6$0 Fottnedlcal $111Nicr q.JtS110fl~. can 1..s&S-S7&-.9226 : 
I I 
f l{;C"~H;'!;.-{' J 
1 µ.;;,,_,~~,-~ 15$1 J &91 For beh:r1>0t~ httLih s,tr111ct que-sb::ms attd · t 
I .al.lfftonuhon_ t:all the: Mastathvsttts 8tha'l1-om! Hpaf.lh ?a:1tntor:Sh1p ! 
I 3' !~!1$-0l)$G I 
I I 

: 1582. I 692 f0t mn-di-c3l claims. relttr:l.!:o. orbi!fin9 questions> .c:a11 thil: : 
\ t~tissHtahO CiJstemtr S•rvict Cenlet at 1.SOO-.tll·ZSOO 1 
''------~------------------~----------------~#' 

>: ;~,;±~-~-~~,;;.:-:-_- - -- 15!," :'.- _+_0"',;s,i;"d'!oit~'t- !i_4!f-·¥m¥:, 

.. f.fMSACttl.IJif;.ItSJ.!Ll1Jf~ 1.)U~ ~lW;-~,~ 1~t®1f1(1$trlQ11 

- "'- - ---" 

l'r~;~: MASSA~KJ$t;Tis;(;~-~-f-;::~,~-,., F. "''-' ~i•t~<.OM 
/' ____ ., ___________ .. __ ,._,:_""."---------------------... --------.._-\-
: . 761525 Fortiellllvioral health service quesllons and l 
l r~~~!1:;~;;~ autnomauon, call the r..~assachusetts Behavioral Health l 
~ Partnerstt1p at 1 ·800·495-0086 ) 
------------------------------------------------' 
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Screenshot Examples of New EVS Restrictive Messaging - Effective March 1, 2018 

Example 3. MCO Plan 
Plan Name: Boston Medical Center Health Plan - MassHealth Standard 

-/ Provider Search 
;, tv1anaae Batch Files 
> t~tanage Setvlce AuthortzaHons 

' > tv1anage Correspondence and 
Reoortino 
Manage Men1Ders 

Elioini!lW 
> Veritv Member Sliglbilitv 
·, Inquire Eiioibllitv Reaues: 

> EnroHmenl 
> Lona Terrn care 

> f,4anaae C!a1ms and Payments 
> t.1anaoe Provider !n1orrnation 
> Adtninlsier Account 
> Reterence Publications 
-,, EH-R 1ncentive Program 
- Ne1,vs & Uodates 
> Related Links. 

Click on the Date Range to view Eligibility Information for Memher ID 

MASSHEALTH STANDARD 

The information Wlow refers to the MASSHEALTH STANDARD coverage for 1013112017 to 1013112017. 

Restrictive: 
N'1*SSJig'€-S 

99.11991 CERTAIN HSN DENTAL SERVICES PN«'l ABLE AT COMMUNITY HEALTH 

CENTERS AND HOSPITAL-BASED HEALTWcENTL '·'· 

:--: ·jgpj :,_.:: ~,- _,--- - ~--' ;-;·o-::nw:_ 

f883) 56£: .-0008 

Date 10/3112017 End Dale 10/3112017 

Name; BOSTOL! MED CTP HEALTH PLAN Phon<: (868) 56fi.-0008 

,-----------------------------------------------, I I 

: 747 J 021 BMC HeatthNet Member. For medical I 
I services call 1-888-566-0008. For behavioral l 
I health services call 1-866-444-5155 : 
I I ' , , ______________________________________________ , 
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Screenshot Examples of New EVS Restrictive Messaging - Effective March 1, 2018 

Example 4. Primary Care Clinician (PCC) Plan and Behavioral Health 

fl!QdWf'iy 
Vcnfy Momturr SJigibtiJW 

\ l~£;J; __ ~Jil:.,.,fg;};tg;jt 

:£i-rt$,"[·f£:,,'l 

MASSllEllL!H SUlllDAl<O 

"2'4£ t 24i> EXEMPT FROM COPAY ON PttARhtACY SfRVe'.'.:T;S UNOER -1Y.;l CMK 
4£.Q. 11[.\{D} 

t!S€' f 1~ EXEMPT FROM COPAY ON NON,f''<'i<IJA,CY ;;;.~''.tt.\fJCES UNDER tJ:Q 
C~4R 4511130(0) 

!88$) 123-4567 

";'''"HAPPY HfAL1H MEDICAL 

''" ;,;;"'',: 1 CEW"-1<'. Pl 

!fiQST~t !.\A \12\lt 

,~--------------~------------~---------------------------, I l 
I ,,,,,;,;n;ir 461 461 Pnmary Care Clinician (PCG) Pian member Call I 
' M::n,,,1,, PCC for aulholizanon for all services e)(cepl those listed in • 
! '130CMR450118(J) I 
' ' --------------------------------------------------------~ 

,..,.-----_------------------------------------~------------ .. \ 
: ·"·, 761525 For behavioral health service questions and : 
l "'··, aulhonzallon. call the Massachusells Behavioral Health l 
I Partnership at 1-800495-0086 · ) '-------------------------------------------------------
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November 2017 

MassHealth will conduct three phases of education, training, and conununication for the provider conununity throughout 
PCDI implementation. Tailored content will be offered to align with each phase. 

• Phase 1: Awareness (October 31 - December 21, 2017) 

• Phase 2: Operations (January 4 - March 30, 2018) 
• Phase 3: Community Partners (April 1 - May 31, 2018) 

. . . ·. 
PCDI Phase I: Awareness - 2017 Webinar Series 

. . . . 

This is the first in a series of webinars related to PCDI. The objectives of Phase 1 webinar sessions are to provide all 
atte11dees with an understanding of the MassHealth PCDI initiative and its impact on providers and members . 

. . 

Topics Description . 

. • . . . . . 

Overview ofMassHealth PCDI Overview of the MassHealth PCDI delivery system and new payment models 

Key Terms and Concepts Review glossary of PCDI key terms, acronyms, and concepts 

Member Assignment and Noticing Inform providers of special assignment and auto-assignment member noticing 

MassHealth Choice Tool 
Inform providers of the new online MassHealth Choices tool to search for 
providers and compare plans 

New enhancements made to the Eligibility Verification System (EVS) to assist 
Eligibility and Claim Submission providers with inquiries regarding eligibility, billing and service authorization 

for medical and behavioral health claims 

Notify providers of available resources such as the Fact Sheets for PCPs, 
Provider Resources 

specialists, hospitals, and Behavioral Health providers, web took kits, and FAQs 
. . •. 

PCDIPhase I: Awareness - 2017 Webinar Schednle . . . 

November 2017 December 2017 

Date Time Date Time 

November 28,2017 l:OOp.m. December 5, 2017 1:oop.m. 

December 7, 2017 1o:ooa.m. 

December.12, 2017 l:OOp.m. 

December 14, 2017 10:00 a.m. 

December 19, 2017 1:oop.m. 

December 21, 2017 10:00 a.m. 

To attend a webinar session, please visit the MassHealth Learning Management System (LMS) 
at vvwW.masshealthtraining.com and create a profile. Once you are registered, select the preferred course date and time 
available. 
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PCDI Provider Education and Communication (cont.) 

·. . . 

Schedule of Upcoming PCDI Provider Events 
. · . · . 

January 2018. 

Location Date 

Bristol Commuuity College 
777 Elsbree Street January 10, 2018 

Fall River, MA 02720 

Holiday Inn 
30 Washington Street January 19, 2018 

Somerville, MA 02143 

Lawrence Public library 
51 Lawrence Street January 25, 2018 

Lawrence, MA 01841 

UMass Medical School 
Amphitheater 

January 31, 2018 
333 South Street 

Shrewsbury, MA 01545 

.. 
March2018 

Location Date 

Holidaflnu 
30 Washington Street March 5, 2018 

Somerville, MA 02143 

Castle of Knights 
1599 Memorial Drive Chicopee, MA March 21, 2018 

01020 

Berkshire Crowne Plaza 
1 West Street March 28, 2018 

Pittsfield, MA 01201 

. . 

. . 

Time 

io:oo a.m. 7:00 p.m. 

10:00 a.m. 7:00 p.m. 

io:oo a.m.- 7:00 p.m. 

10:00 a.m. -7:00 p.m. 

Time 

10:00 a.m. 7:00 p.m. 

10:00 a.m.- 7:00 p.m. 

10:00 a.m. -7:00 p.m. 

• 

MassHealth 
All-Provider Bulletin 272 
November 2017 

· . 

Maximum Oecupancy 

150 

70 

200 

100 

Maximum Occupancy 

70 

300 

100 

To attend one of our events, please '~sit the MassHealtb Learning Management System (LMS) 
at Vlrv.rw.masshealthtraining.com and create a profile. Once you are registered, select the preferred event date and time 
available under the Community Based Training Events tab. 

Additional Resources for Providers 

For more information about these changes, please visit 

• www.mass.gov/masshealtb-for-providers 

• www.masshealthtraining.com 

MassHealth Customer Service Center 

If you have any questions about the information in this bulletin, please email your inquiry to 
providersuwort@mahealth.net or call 1-800-841-2900 (TIY: 1-800-497-4648). 

Attachment #7 
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MassHealth Health Plan Contact Matrix-, Effective March 1, 2018 

BMC HealthNet Plan Collllllunity Alliance 
Boston Accountable Care Organization 

in partnership with BMC HealthNet Plan 
www.bmchp.org/communitv. 

BOSTON MEDICAL CENTER 5 d,v 

HEALTHNet PlAN ~-

BMC HealthNet Plan Mercy Alliance 
Mercy Medical Center 

in partnership with BMC HealthNet Plan 
"\l\/VVW.bmchp.org/n1ercy 

BOSTON MEDICAL CENTER {j 

HEALTHNet PLAN '.:~ 

BMC HealthNet Plan Signature Alliance 
Signature Healthcare 

in partnership with BMC HealthNet Plan 
www.bmchp.org/signature 
BOSTON MEDICAL CENTER ~ :'.' 

HEALTHNet PLAN ~~ 

BMC HealthN et Plan Southcoast Alliance 
Southcoast Health 

in partnership with BMC HealthNet Plan 
www.bmchp.org/southcoast 

BOSTON M ED!CAL CENTER >· 1 t· 4 <-

H EALTHNet PLAN ;: 

1-888-566-0010 

1-888-566-0010 

1-888-566-0010 

1-888-566-0010 

Attachment #7 
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Beacon Health Strategies 
1-888-217-3501 

Beacon Health Strategies 
1-888-217-3501 

Beacon Health Strategies 
1-888-217-3501 

Beacon Health Strategies 
1-888-217-3501 

30Sf0N MEOICALCEIHER 

flEALTHNet PLllN :· 
COMMUNITY ALLIANCE 

Member Name 

Member ID: BU01234S:G Oll 
Mn,;.,Hea1\h tl)il: 1n~sa1nn1 

Netwwh Ccmrnu:fly ,>;Ilia nee 

POSlON Mt.OKh\t cn1n:ri 

HEl\LTHNet PU\N '. 
MERCY l\LL111NCE 

Memb-er !fame 

MembN ID: B00-1234.56 OD 
MassHea!lh lOlt1 12345!178901 

Ne1»'<'<lrk: Mercy A!li<Jnry;! 

sosrori !,lEDICllLCEN'fE~ 

llEALTHNet PU\N 
SIGN'ATURE. ALLIANCE 

Member flame 

Member l(t, 80012l456 00 
M,,,,_"<;Ht>.to!lh !!)11, 111'15!>1!S~l 

Nc'71>u11<:1 Sigr..atm~ All;;inc~ 

00Sl0N M£()1CT.L CENfER ., '1 " 

!rnlthf.Dijll't." fll!N! r,\ly 

"Ir 
liinlty Health 

C'l.\=[n;i<»~ 

M~;;;-~d;;;;cm .. ~ 

h11ml1p,f!fglmr.rq· 

fi:b.StGN1\TURf 
\(!:;' f-1£ALTilC1\R£ 

hmd1p,11rghig11nl1!r~ 

HEAlTHNet Pll\N ;: ~ Snuthrnm Health 
SOUTffCOAST ALLlANt::t 

Member Name 

M~mbcr IO: S.00123456 Ul) 
M~!;ISfiealth 10,,-, 11:f.f5G1$9U1 

N-e!w{)t~! -Southcoo~l Akmce hmd1p. nrghlft1tl~f. ~n~.1 

:::) 

:•:': 
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MassHealth Health Plan Contact Mah·ix - Effective March 1, 2018 

Berkshire Fallon Health Collaborative 
Health Collaborative of the Berkshires 

in partnership with Fallon Health 
www.fallonhealth.org/Berkshires 

lll!Pi 
!!-FJ!Uf!i!Mf II I . . ; > ' 

I a On ,.,,.,.,, 
"' 1 "';j1•:1L_ 
-1.l 

Fallon 365 Care 
Reliant Medical Group 

in partnership with Fallon Health 
www.fallonhealth.org/36scare 

ll:J!Jl 
'''''''"fall ' I ' !"-"--·'' ( onlTCV:) '!'f'l. 1$ 1,-• .t.- ---

Wellforce Care Plan 
Wellforce Care Plan 

in partnership with Fallon Health 
www.fallonhealth.org/wellforce 

nrir 
w~111' fallonhHc1ith 

lllilt 

Be Healthy Partnership 
Baystate Health Care Alliance 

in partnership with Health New England 
www.behealthypartnership.org 

1,·4ff!Jq1 Health New England 
"\t,'0 <Vhere you 1nettet: 

1-855-203-4660 

1-855-508-3390 

1-855-508-4715 

1-800-786-9999 

MassHealth All-Provider Bulletin 272 
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Beacon Health Strategies 
1-888-877-7184 

Beacon Health Options 
1-888-877-7182 

Beacon Health Options 
1-888-877-7183 

Massachusetts Behavioral 
Health Partnership (MBHP) 

www.n1asspartnershin.con1 
1-800-495-0086 

t0PAYS;___ . 
PCP¢ff\~+-.l!it 
Phy.:·k:~I 11:.;;.M 
Sp•dttii o!f.ltit 
E""""VB"'"<:Jil rCi:lm 
S11m.,.,f:0;y ::urgory 
lnp111tiiint 
Proxrlmlol' 

w .. :*l•.t~liltlf 

¢0PA'YS. 

Sb 

" " $0 

" " 11 /3,bS 

PCP cffiO.. Vktl 
:Pll)".idll l!"'!n'I 

Sp11e:n!in "~ 
~m~t~>:yf~m; S 0 
~-....."lf~yiur9&ty !O 
),,pM$1d $-Q 
Pro::c6pb<>ft S i/S.65 

M~t~l!!Dll; 

ID: tifXJfl:.iJJ(ll)DL JC• 

B"G:rkshiria 
Fallon Health 
Colh:iborntivo 

h ?~:>J-,,., 
.ruA::r:c::.~~>!>'"Cn 

<m> 
¥'CVS~!< 

;-f~falIDnlv~-c.liJ 1 

Fallon 
365 Care 

«>~~k1~~l 
•cvseammru'k' 

"'i~-mfalfonl jl:,r;l!h 

$4}l!#)~l 

wellforce" 
Cam Plan 

¥CVSc-· 

,,_ 

i For 
Fharmac;,~ 
C~th -

!hH.~llr,hy ?"'1ll•HhijiiD · ~":_!mlt:_ ~:'.\~ 
i•)J:i:i~''<<<<•r•J,T'J PW, :S.tfoolfu; 

q;,,_stitm~~-c~"ii1v: at !-,i ['_i.·! :;;«i$.'_i,1j'3_'i M'iSOO,; 73·5_·;;09_0 
F0r -
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MassHealth Health Plan Contact Matrix - Effective March 1, 2018 

My Care Family 
Merrimack Valley ACO 

in partnership with Neighborhood Health Plan (NHP) 
www.mycarefamily.org 

Tufts Health Together with Atrius Health 
Atrius Health 

in partnership with Tufts Health Plan (THP) 
www.TuftsHealthTogether.com/atriushealtl1 

l!IJv~,~r~ 

Tufts Health Together with BIDCO 
Beth Israel Deaconess Care Organization (BIDCO) 

in partnership with Tufts Health Plan (THP) 
www.TuftsHealthTogeilier.com/BIDCO 

mr~,~~~ 

Tufts Health Together 
with Boston Children's ACO 

Boston Children's ACO 
in partnership with Tufts Health Plan (THP) 

www.TuftsHealthTogeilier.com/BCACO 

l!IJ"~~r,~ 

Tufts Health Together with CHA 
Cambridge Health Alliance (CHA) 

in partnership with Tufts Healili Plan (THP) 
www.TuftsHealiliTogether.com/CHA 

l!IJD~lf,r; 

· 1-800-462-5449 

1-888-257-1985 

1-888-257-1985 

1-888-257-1985 

1-888-257-1985 
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Beacon Health Options 
1-800-414-2820 

Tufts Health Together 
with Atrius Health 

1-888-257-1985 

Tufts Health Together 
withBIDCO 

· 1-888-257-1985 

Tufts Health Together with 
Boston Children's ACO 

1-888-257-1985 

Tufts Health Together 
with CHA 

1-888-257-1985 

ll!+!ITUFTS + © Atrius Health lllJlll Hc<ilth !"Ian 

TCJfts Health Together with Atrius Health 
AHM<,H<>l•l\l•P'~I> 

M<!mber ID#; l•l.XX\<.l(".Y~O(XX 
Mm;sHt:Hllth ID#:: NX'>'.X:<)(x:·o'.)(XXX 
Member: S\ l!"!'.N /\ S;\HPI ,F 

,,,, . .,,,,, .. ,.,,,~;, 

'"''"'""'··"""et•· ocxx 

~·G.~~.19~~ < n V· D<O~ 0,•'~ ~~~''' 

T~l"H~nf(~T"'l'•tl'l"'.="'/A!•ll'•lloo"h 

'"""'~"'·'"'-'' 

I~ TUFTS + Beth Israel Deaconess 
flJJli!f Health Plan CARE ORGA"llZAT!ON 

Tufts Health Together with BIDCO 
A M%~HE''-'ltl1 Plan 

Member ID#: NXXXXXXXXXX 
MassHea!th ID#: NXXXXXXXXXXXX 
M,.rnber: SUSAN A SAMPLE 

!~J:f~~~~::o::>;<>CH- >:Y>: 
r--'.c-.,-,b~c "'°''"'"~" 
sas.~s1.rnus ( r1 ,-. (X'C-O-::•::.cccoJ 
Tll!t•H~<llt'1To;>~•'1~r"'"""""IOCO-

"""'~"""'"'"8?5'.'C'_'Jf!':Ef'j'J"""'"""''"'"'"~~""'""'"'-'' 

m TUFTS ,.. ~ Boston Chlldrens 
Health P!an WAeeount<ible Care Organization 

Tufts Health Together with Boston Chfldren's ACO 
A M~s>l-Tealtr- P'"" 

Member ID ff: NXXXXXYYXXX 
MassHealth ID#: t-JX>:YX.XX};X_XXXX 
Member. SUSAN A S.--'INPLE 

~""''b~•'OPl'viM1' 
aaa.:.S>.1~as (TI\" ooaornoo:ir:::1 
Tufl<>!e.,11'1T<>!><"th~•-~<>m{BCA<::O 

tmm:mm-is;Jo1mirnri""-"'"" 

4!'.l!llTUFTS + Ft:lCHACambcidge 1111!11 He<ilth Plan 111.J.::.J H<>alth Antance 

Tufts Heafth Together with CHA 
/\ '-"!;,;,sH""l~h Pt,.,n 

Member ID#: NXX>'.XXXXXXX 
Mns..'<Health ID #: r-JXXXXXXXXXXXX 
Member. SUSAN A 5;\MPLE 

P:<P(:N- >'.)CO( 

M~m!;-~c ,.,.,,,;~,._,.-

U98-2S7.19aS (TTY; ()()QO\l~A:co1n 
Tuft.»eolthT<>!l..th~'·"""'(CHA 

··::: 
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MassHealth Healtl1 Plan Contact Matl"ix - Effective March 1, 2018 

PltiMAR.Y.CAREACO PLANS* 

Community Care Cooperative (C3)* 
C3 members get primary care at a community health 

center and have access to the most MassHealth 
specialists and hospitals. 

vvww.c3aco.org 

~COMMUNITY 
~CARE COOPERATIVE 

Partners HealthCare Choice* 
http://www.partners.org/for-patients/ACO/Partners­

HealthCare-Choice-Medicaid.asnx 

~----PARTNERS10 I FOUNDEDBY'BRIGHA?v1ANDWO~IBN'SHOSPITAL 
HE A Lt ll c A 1t E ANDMASSACHUSETfSGENERAl,HOSPITAL 

Steward Health Choice* 
www.stewardhealthchoice.org 

JI' STEWARD HEALTH 
q 

~ 

CUSTOMER SERVICE 

1-866-676-9226 

1-800-231-2722 

1-855-860-4949 

MassHealth All-Provider Bulletin 272 
November 2017 

BEHAVIORAL HEALTH SERVICES 

Massachusetts Behavioral 
Health Partnership (MBHP) 

i,1vww.masspartnership.com 
1-800-495-0086 

Massachusetts Behavioral 
Health Partnership (MBHP) 

www.masspartnership.com 
1-800-495-0086 

Massachusetts Behavioral 
Health Partnership (MBHP) 

www.masspartnership.com 
1-800-495-0086 

,,.,,~,~ 

!':'!ii:i:!!i~· 

,~1m1=Cr 

Partners HealthCare-Choice 
Member Card 

First Name Ml last Name 

0000000-00000 

'"""~)~""''1l'"'"'"'"'"""'r"""'"""'"..:.,,>:1"'"" 
""'·-••1·~ 

MEMBER NAME: 
MEMBER ID: 
MASSHEAlTH IOo 

Jotui A. Sarnp!e 
000000000000 
000000000000 

STEWARD .MEMBER SE.RVlC:ES: 85-5-860.4949 

*NOTE: To enroll in a Primary Care ACO, members must also select a PCP in that ACO's network. PCPs may not be available in all service areas. 
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MassHeallh Health Plan Contact Matrix - Effective March 1, 2018 

BMC HeallhNet Plan 
wwv<.bmchp.org 

BOSTON MEDICAL CENTER 

HEAlTHNet 

Tufts Health Together 
http://www.tuftshealthtogether.com 

III J~~t~r,~ 

Primary Care Clinician (PCC) Plan* 
http: llwww.mass.gov/service-details /primar:y-care­

clinician-pcc-plan-for-masshealth-members 

MassHealth 
PCc:P1i:ir 

*NOTE: 

1-888-566-0010 

1-888-257-1985 

1-800-841-2900 
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• To enroll in the PCC Plan, members must also select a PCP in the MassHealth network. PCPs may not be available in all service areas. 
• PCC Plan members can enroll in an ACO or MCO at any time. 
• Community Partners, who provide long-term services and supports, are not available in the PCC Plan. 
• Behavioral Health Community Partners are only available for PCC Plan members who also participate in Community Based Flexible Supports (CBFS), a 

Massachusetts Department of Mental Health program. 
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