North End DoN Application Questions
December 18, 2017

1. Pleasc provide a complcte response to F1.a.i, and ii: describing the Patient Panel and how this project
addresses the specific needs of the patient panel? Spectfically, and without limitation, please respond, fo the
following questions: '

a. F1.a.i Patient Panel:

Describe your existing Patient Panel, including incidence or prevalence of discasc or behavioral risk factors,
acuity mix, noied health disparities, geographic breakdown expressed in zip codes or other appropriaic
measure, demographics including ape, gender and sexual identity, race, cthmicity, socioeconomic status and
other priority populations relevant 1o the Applicant's existing patient panel and payer mix.

The demographics that North End Rehab currently serves are:

Age:

Under the age of &5 22%

65+ 78%

40-49 6%

50-59 9%

60-69 22%

70-79 18%

80-89 27%

a0-99 16%
w00+ | 2%

Race:

White or Caucasian 80%
Black or African American 15%
Astan 5%

Religion

Catholic 52%

Christian 10%

Episcopai 5%
lewish 10%

Baptist | 10%
None 12%
Zip Codes: o

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 Northend | 3771
02110 Roston 2402
02113 ' North End 6915
02114 Boston 11998
] 02136 ~ BackBay 20628
02127 * South Boston 33493




The patient pangi primary contact / relalives reside in these zip codes:

01730, 01880, 02108, 02110, 02113, 02114, 02116, 02121, 02122, 02127, 02128, 02129, 02148, 02150, 02151,
(12180, 02459, 208558, 30101, 34269, 75040, 83805

Payer Mix and Type:

Private | Medicaid |
Medicare | insurance | Medicaid i Pay Pending !
7% | 3%|  B2% 4% | 4%

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

{see data previously submitied for F.1.a.if)

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

Since Oclober 78, 2017, The North End Rehab has received s‘eferrafs from these iocations:

Referring Location Referrals
Beth Isreal Boston g
Boston Medical ... . .. 8
Brigham and Womens 3
Mass Eye and Ear 1
 Massachusetts General Hospital A0
Melrose Wakefield Hospital 1
Rhode Isiand Hospital 1
Spaulding Boston 1
Spaulding Cambridge 4
' Spaulding Rehabilitation Hospital 6
St Elizabeth's Medgical Center 15
Tufts Medical Center | B8
Whidden/CHA 1
Harborlights 7

¢. What indicators have you used 10 ascertain the continuing need for this type of facility?

As previously stated.
1. Demonstration from the North End community to Keep the center opsen and operating in this community as
a skilled nursing facility. ' i
2. Previous and ongaing meetings with all major Boston haspials and community physicians.
3. Recruitment and onboarding medical staff from referring hospitals:
a. Spaulding Cambridge
b, Tufts Medical Canier ;
¢. Massachuseits Genaral Hospital [
d. North End Waterfront
4. Family and community meetings
a. Aiso identified need to rematriculate patients who lived locally and families five locally who have
had to find care outside of Boston.

Since the original submission thete has also been the announcement of the closures of 3 South Boston Nursing
center, as well as. 3 additional Greatar Boston Nursing Centers:



e Kindred Transitionat Care & Rehabiliiation-Highgate, in Dedham; Operating
e Kindred Transitional Care & Rehabilitation-Avery, in Needham; Operating
e Kindred Nursing & Rehabilitation-Tower Hill, in Canton; Operating

= Kindred Nursing & Rehabilitation-Harborlights, in South Boston, Operating

Link to the Article / and Article Attached:

hundrads/Rzq1ywpYpELBYVKE4JSVIK/story himi

2. What evidence supports the need for the conversion from 50% short-term and 50% long-term patients (o
70% long icrm and 30% shor( torm patients?

This change in damographics was projecied 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 iocation or any other skilied nursing facility,

This was also driven by the reduction in licensed beds from 140 to 108,

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}

Payer Mix and Type:

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 Ceccupancy is 75% and we are expecting to average 82% 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 asseried that patients discharged from MGII
10 the North End facility with complex medical needs are “difficult io place m a traditional nursing facility
due to complex medical needs and the significant cost of providing care.” The Applicant, proposed and the
DoN authorized consolidating care from the West Roxbury and North Iind facilities to the new Brighton
facility. Please describe how your proposal wili address the costs of carc for these paticnts with complex
medical nceds and how doing so will serve the needs of the broader patient panel?

¢. What evidence do you have (o support the asserfion that you will continue to draw referrals for this patient
population to vour facility?

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



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

Tufts Medical Center LVAD team has reguested to offer our staff training on LVADs due to the need for a skifled
nursing facility option for placement of these patients. Training to begin in Q1 2018,

Mass Eye and Ear has requested to offer s{aff training for their complex laryngectamy patients in order to have a
discharge disposition close by for heir patients to be more jocal for their follow-up appointmeants, Training to
begin in Q1 2018.

Mass General Hospital transplant team has requested {o meet to discuss next steps in becoming a preferred
focation for their transplant patients to receive post acute follow-up care. Meeting is scheduled for January 17" at
10:30am.

The BUGs (Boston Geriatric Physician Group), affiliate of Boston Medical Center) is aisc looking for a new
location for thelr mambers with the closing of Harborlights in South Boston. Meeting being scheduled for January
2048,

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 benefils o the patient pancl of the Spectalization of carc/Specialty programming?

Marguis’ specialty program includes the enhanced clinical competencies and trainings in each specialized
program area. It alsc includas the support of waekly rounds and clinical aversight of MD specialists.

The Cardio Pulmonary program at the North End Rehab consists of a Putmonologist, Raspiratory Therapist, and
Cardioiogist.

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

Th proposal alsc 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.

h. 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
accomedations, more private visitation with family and friends.

it also will creale a larger rehabiiitation gym with the ability for additional rehabilitation ecuipments, as well as
increasing the common, leisure, recreation, and dining areas throughout the center.

¢. What outcomes/measures will you use 10 evaluaie improvements over time? 1. Detail improved outcomes
and key quality metrics

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

Patient Satisfaction
Rehospitalization rafes
Increased referral patterns
Conversion ratios

% of discharges home
Cml

Occupancy and Payer Mix
CMS Star rating trends
CMS Quality Measures

0 m N O WM S

7. How will the company’s Accountabic Care Parinerships 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 ACG,
Tufts (Wellforce ACQ}, Steward, and scen the BUS group.

Cur 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 ACO care
ceordinaiors of admission of their members top our location.

8. Describe reduction in medical costs of care that will result from treating palicnts that would have
otherwise gone 1o a Long Term Acuie Care Hospital (LTACII).

LTACH ievel of care reguiremenis for admission confinue to evoive by both CMS and Managed Care
Crganizations due o the cost of care. A patient who meets LTACH level of care, but could also be admitted to a
skilled nursing faciity couid differ in costs from on overage $1100 per day in LTACH to $450 per day in 3 skilled
facitity. :

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

With the enhancements of piped on Oxygen. tn-wall suctioning, and expanding rehabiiifation opportunities,
accommodating a higher level patient, will reduce LTACH utilization, reduce ime spent in acute hospital ievel 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 of NED Operator LLU
Dol AppHeation® 171128H-LE

DeN Application Questians
Jonuary 24, 20118

Review questions 1, 2, 3, and 4 of the Folow-up guestions to your Dol Application submitted to yatt on
December 18, 2017 {attached) and provide any additional information to suppart your resp 1o these

guestions. {Lucy Ctarke email dateg 01/12/2018)

1. Pilesse provide # complele response fo Fl.ai, and it describing the Patient Paniel and how this project
addresses the specific needs of the patient panel? Specifically, and withowt limitation, please respond,
1o the following questions:

& Fl.aiPatient Panel: Describe your exisling Paiient Panel, icluding incidence or prevalence of
disense or behaviorad risk factors, nouity mix, noted health disparities, seograplic breskdown
expressed in zip codes or other appropriate measure, demograpldcs including age. gender mud
sexual identity, race, ethnicity, sockoecononiic slatus and other priority populations relevant {o
the Applicant's existing patient pasel and payer mix.

Answer: North End Nursing Home iy operating with 100 licensed beds when Marquis Health acquired
ewrership and initigied operations on November 1, 2017 ay oppused to the previows operafor that uperdated
140 lieensed boeds. The facility's curvent oconpuncy is 82; 31 residents owe of 100 licensed bedy are
currently covercd by Medicaid (dttachment (1;. Enclosed are charts that detaif vavious characeeristics of
the North End Patient Pane! using Decesber 2017 duta (See attachment 1- Patient Panell, Deover inchaded
onr the poetient panel cheart inclides the following demographics: resident age. gender, race, und geographiic
breaidown. This chart also provides the breakdown of acuity using level of care indicators generated by
Medicore {Resource Utilization Group "RUG ™) and the Mussachusetty Management Misnites Questionnaire
("MMO ") The fucilite s MDS Casper repori which way run in Juniry, 2008 iy the supporting basis for the
daa skides {Atiachment i2}.

The geographic breakdown of the North End patient population is that 46 of the 91 patients originate fromr
ihe 02109 and 02113, the North End Zip Codes (Attachment #1). One of the main objectives of this
rengvation project s o serve the needs of the local comanmity, Many of the residents of the North End
communiiy do ot own cars for either coconomic andior logistical reasons. North End intends to actively
promofe friends and fimily to visit paticats more frequently to vabance the Resident's recovery and
wransition back 1o their howescommunity which will greatly improve pationi satisfaction. North End intends
0 meet g geographic ealth disparity by lowering the leagih of siuy and increasing the aumber of discharges
i rome and (e commuiiv,

A large portion of the curreni Patient Parel, 92% of the Medicare patiers. are receiving siilied Rehab up to
sever daysiweek andior deily skifled mersing services seven duvsiweck. This profect addresses this patient
popidation by creating a 3,482 square fout therapy gym with siate-of-the-art therapy cquipment. This allows
short term Rehab patients to receive the therapy required in a more efficient manncr, whick should lead io
shorter fenpths of ster ar Marguis has experienced with vthor recont projeets (Attiachment #3j. Presently,
due io space (346 gq. Ji 5. siaff ard rechnology limitations the provider is carrenthe limited to providing rehiab
SCrvices 10 dpproximately twa residents per hour. The enlarged rebab suite will aliow services 1o expand 10
Hp Lo et residents per howr up 1o seven davs ¢ weel.

& F.l.all - Provide data‘evidence showing that the proposed project aligns with identified healthcare
needs of the patient panel.




Answar: As discussed ahove this facility shows strong community support with over S1% of the current
patient panel caoming from the North End. Unfike sufrban fowns where personal transportation is
prevalent and driving 10 a facility is common, people of the Narth find need a facility that can be accessed
without @ persoral autnmabile,

The patient panel demaonstrates an ereased need for Refiab services. The proposed profect addresses the
need for thic type of patient hy providing dedicated space and wpdated eguipment.

The chart helow shows the past renovation room configration. The pre-construction building had enly 10
nrivate rooms, whereas the renavated facilivy will have 47 privaie rooms including one private room on each
floor with a private hath and shower,  Private rooms with private bathrooms are especially important whex
treafing patients with infections. As will be demonsirated forthcoming, as a need for o higher qouity patient
setting has heen idemtified. and with these patients more prone fo risk for infection, the additional private
rooms will increase the opportunity for aocessing and improving care, reducing re-frospitafizations, and
shorfening the length of simv. In an arffcle published in "The Gerontofogist” the authors studied the cost
and value af private rooms verses shaved bedrooms. Summary Results state: The vasi majority of factors
identified in thic study, vegardless of whether there war solid empivical data, information was from focus
arowups, or other anecdotal evidence, indicated hetier outcomes associated with private rooms over shared
rooms i nursing homes”. (Atiachment #4) The arifele discusses clinical evidence supporting private rooms,
especiatly in the area of infection coniro! that witl rot ondy improve outcomes in the current patient panel,
hui alsa serve the types of referrals areq hospiials have been requesting for placement. These requested
services are discussed below wnder part & of this question,

Propased - Post Renovation Configuration

2nd Foor: Rooms Beds
Semi-Private .30 20
Private

Towiznd Floor ] _

3rd Floor;

Semi-Private

Private 2 2
Jotal3rd Floor ' | 40
4th Floor: ) # of Beds
Quad ¢l 0
Semi-Frivate 0O 0
Private 23 29
Total4th Floor - | C] 29
TOTAL QUADS - o]

TOTAL SEMI-PRIVATE 2 | 58
TOEAL PRIVATE 42 42
TOTAL BEDS EXISTING: 100




h. What indicators have y‘oil nsed to ascertain the continuing need for this tyne of facility?

Answer: North End's fn-house medical team has been reaching out to local referral sources regarding the
tpes of patient diagnoses most in need of ptacement foflow.

*  New Tracheostomy patients, as well gs other high acuily pulmonary diseases requiring o high
concentration/PST of exygen thal can onbe be delivered thruugh a piped in oxygen spstem as well as
it wall suctioning. These Patients are often coupled with secondary infections and other
vomorbidigias.

o Mass Bye and far needs a Bosion based center to accommuodate trach related to larvagectamy
patients with the ahility to be close by post hospitad stay for their weeldy followe-up appoinfiments.

o Meeting with Muss General January 17, 2018 - MGH will be titiating clinical training for the North
End clinical team regarding organ fransplunt patients who will require siugle rooms,

o Tufts Medical Center requests SNF beds able to accommodate Left Fentricular Assist Device (LV AL}
patients. Prefers a center in Boston and the North End will beconne that site.

Marguis provides some prafect background along with highlighting the major patient care Improvements
designed to neer the needs of This conmmmmity (Atlachment 331 Doctor s with intimate lmowledge of both the
North End faciline and the patient needs of the community have supplied letters of support for this project
{Attachment £6),

2. What evidence supports the need lor the conversion from 50% short-term and 50% long-ierm
patients o 70% long term and 30% short term paticnts?

Answer 30% shori-term and 50% long-term was when there were 140 licensed beds in this facility, The
Applicemr is now licensed for only 100 beds. and vilf be keeping the 70 prior Long Term dedy in place. This
is the basis for the 70,30 split. The weed for 70 long term beds is demonstrated through the fuct that with this
iransition of the North End facility to new ownership, 80 long-term vesidents chose ro siay at North End
where they kriew many of the other residenis. siaff and the community.

3. Provide the paver mix of your patient pancl

Answer: The current paver mix of the facility per Attachnient Iis 2 % Insurance, 62% Medicaid, 21%..
Medicare A. and 15% Private. These perceniuges are bused upon 82 patients out uf u possible 106,

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

Answer: Curvend oocupancy is 82% up from approximately 75% when Marguis 1ook over aperations on
November 1, 2017, After the renovation is completed, the (otal occupancy is budgeted at 52%,

Muarguis ' prior experience with other rerpvation projects demonstrates for a profected increase in manuged
care vccupancy. Managed Care includes, Medicaid Moneged Care Organizutions, HMO insurances,
Medicare Advaniage, and others. Census aid Payer trends show that over all census has increased for prior
projects; shori-term higher acuily census has increased significantly post renovation, while long-term census
Bux also improved (Aitachment ¥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 favilitate o shift of the payer mix from Medicaid to Medicare and
HMQ insurance plans ™. This shifi is a direct result of Murquis ' ability ro increase volume of its short-term
high acuity patients us well as the shori te 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
refutively unchanged with the exception the Medicaid populution meving away from fee-for-service 1o
Medicaid Managed Care options as part of MassHealth s continiting initiatives.



MassHealth, as part of its Pavment and Care Delivery Tnnavations, ainounced it will begin offering an
expanded selection of health plan optione to managed care eligible members (Attachment £7 - All Provider
Bulffetin 272} This is the next step from MassHealth, which has been pusiting other managed care options
such as SCOs and PACE organizations for some time.

A secend important guestion is the discrepancy between the staternent in the DoN Application that, “The
Applicant dees not anticipate that these proposed changes will impact their patient panel negatively and doses
noi anticipate a change in patient or payer mix.” And, the CPA statement that “Marguis bas been able to
effectively facilitate the shift of the payer mix from Medicaid to Madicare 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 chanpe in payer mix is required for the
financial projections to work. Please explain both the intent of the project with respect to payer mix, and the
financial analysis. {Lucy Ciarke email dated 01/12/2018)

Answer, The discrepancy appears tv be based on the privr Operafor being licensed for 140 beds versus
North End using the cwrvent Heensed capaciny of 100 beds. Current vccupancy is 82% up from
approximately 73% when Marquis ook over operations in November 1, 2017, There are curvently 31, fee for
service Medicaid Patients and 7 Long Term ather payer patients such as Medicare, Managed Cure and
Private pay. Afier the renovaiion iy completed, with total occupancy uf the budgeted ot $2%, the patient mix
it expected (o remain as 70% Long ferm and 30% Shovt term, The quality pavers will increase in hoth
populations which will increase overall payer siix,

While operating ar 92% occupaney and with an improved facility Marquis is conmitted o keeping the
mumber of fee-for service Medicaid patients unchanged. This represents 33% of the total patient popuiation,
¢(This is reflected in the BDO ay 60% in 2018 and stabilizing ai 48% hy 2022). The total long term
population is projected 1o stay at 0%, which will explain why we stated that we do nof anticipate a change
in patient mix. :

CCurrant . Durrent % JPost Benos PostRano »
Long Tarm Cure oB % B5 Tix N change in paitent mix

Medicaid FFS At 2% 5L S5%E

Duality Payers MCR/HMO 7 8% & 155 .

Shon Term Care 23 % 7 8% Ko change in paitemt mix

e dicare an 13% 15 17%

HMO £ £rivgre 13 1640 i3 1% )
TOTAL Quiabity Fayer k) 8% &1 A5 Jincrease in quality payer |
TOTAL Medieaid 51 2] 53 55%

TOTAL CENSHIS 82 B 92 024

The currem patient panel is prinaridy inade up of long-term palients and i is expected that the long-term
popidation will remuin relatively unchanged with the exception the Medicuid poplation moving away from
Jee-for-service o Medicaid Managed Care options as port of MassHealth's continuing initintives.

MossHealili, as part of its Payment und Care Delivery Innovations, announced i will begin offering an
expanded selection of health plan vptions 10 managed care eligible members (Aifachment #7 - Al Provider
Budletin 272} This is the next step from MassHealth, which has been pushing other managed core options
such as SCOs and PACE organizations for some time.

Many of these Medicaid Senior Care Organizations cover duall eligible (Medicare/Medicaid) pagents.
Rates paid by SCOs follow current Medicaid fee-for-service rates pluy g percentage. or include enhanced
rates for skilled ancillaries not covered by traditional Medicaid raswes.

The intent of this project is 1o serve this patient panal, provide an improved experience for patients, and
provide access to all seeking services regardless of paver source. The financial analvsis rakes into




consideration the changing povinent trends away from traditional fee-for-service models 1o the various
managed care pavment models.

Reference:

Attachmeni ¥1 — Noyth End Patient Panel!

Atiachnrent 2 - CMS Casper Report

Artachment #3 — Marguis Pre/Post Construction Trends

Atiachment #4 — The Gerowologist, “Exploving the Cost and Value of Private Versus Shared Bedrooms in
Nursing Homes”

Avtachment #5 — Marguis Health narrative of project

Aticchment #6 — Phvsician support letters

Attachment #7 — MassHeaith A Providers Bulletin 272



. North End Patient Panel
December 2017 Datao
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200208 R - 3.3% . LI s-‘ 76-7% BD-80 6Nh-90  100- 109 Pri"a_te_-” .; 35%)
Grand Tatal - - : - 100.0 Medicaid cnoo B5%
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Attachment #1




- -North End Payer Mix - .
an 16, 2018 Census -

jPay Type Total Census ~ TotalCensus .-
R P
Managed with RUGs 1 1%
}HMO Total

2%
{Medicaid 2L ...52%

oS A 21%
Private oy LLBR
Grand Total 82 © 100%

Attachment #1




CASPER Report

Page 1 of 1

MDS 3.0 Facility Characteristics Report

Facility ID: + &
GCN: 3

Facility Name: NORTH END REHABILITATION AND HEALTHCARE CENTER

Ciiy/State: BOSTON, MA
Data was calculated an: 07/5/2018

Gender
alo
Female
_Aﬂg
<25 ypars old
25 64 yeare old
55-64 years old
65-74 years old
75-84 yoars old
85+ years oid
Diagnostic Characteristics

Paychlatric diagnosls
ntellectual or Developmenial Disabllity
Hosples
Pregnosle
Life oxpectancy of less than & manihs
Discharge Plan
Net already accurring
Already vocurrng
Reforral
Not nceded
is or may be noeded but not yet made
Hag bgen made
Type of Entry
Admigsian
Reentry
Community
Ancther nursing home
Actte Hospita!
Psychlatric Hospital
Inpetlent Rohabititation Facility
1D/D1 facikily
Hasples
Lorg Term Care Hospital
Otlwor

Report Perlod: §1/01/17- 12/31/17
Comparison Group; 05/01/17- 10/31/17
Run Date: 04416718

Report Version Number: 1.00

Facllity Coﬁparison Group
Observed State Nafional
Num Denom Percent Average Averaga
35 162 34.3% ITA% 38.3%
67 162 65.7% 62.6% 81.7%
0 102 0.0% 0.4% T
[ 102 59% 50% 5.6%
18 102 16.7% 10.6% 11.1%
22 02 21.6% ’ i84% 19.8%
25 02 24.5% 26.5% 27.8%
33 102 22.4% 39.2% 35.5%
40 98 40.8% S0.2% H5.4%
1 46 2.2% 1.3% 1.4%
3 102 2.9% 6.5% 6.5%
3 - 102 29% 4.9% 55%
53 2 B2.0% 55.6% 59.8%
48 102 48.0% 44.4% 40.2%
80 164 79.2% B5.4% 39.8%
15 1014 14.9% 3A4% 31%
6 101 5.9% 11.2% 7.2%
74 102 12.5% 720% B8.8%
28 102 27 5% 28.0% A06.2%
4 102 3.9% 8.6% 10.0%
T 102 8.9% 5.6% 6.5%
87 102 85.3% 81.4% 7O.6%
i} 102 0.0% 2,3% 1.9%
1 102 1.0% 14% 0.6%
o 102 06.0% 0.0% 0.0%
o} 102 0.0% 0.9% 0.4%
3 102 2.9% 0.3% 0.3%
G 102 0O0% 0.6% 0.8%

Atiachment #2




. {ihistratlon of Tota) Actual £enzus Prlor, to rentvations 2nd Post renovations
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i totat T ey aat
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[

| .

Faclity Name M tipic Iherns)
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Shnrt Trrm
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1ang-Term
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Lu-ig Term

Shart Term

" -Attwal D3y Ceritus

20l .
o efore . Afer

2017

2016

Grand Tatat

o4

10.5%
51 a0 3nax

4 265D

a%a :
EEN Y]

FEE.]

1%

w078 1

EEWIT Y- S TN

611 452 Jai 816 RMLD vHE M My S 7E 763 2%
487 473 TATEc 4449 BE5 wehster 434 482 0.3%
ary 52 34 085 1B.9%

Eid 7
oossn LBTE 573
508.7 6533 6705
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- llustration:of Average Length of Stay {Days) Prior to renovations and Post rerovations."
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Exploring the Cost and Value of Private Versus
Shared Bedrooms in Nursing Homes

Margaret Calkins, PhD.' and Christine Cassclla®

Purpose: There is debate about the relative merits
and costs of private versus shared bedrooms in nursing
homes, pariicularly in light of the current efforts ot
creating both costefficient and personcentered care
facilities. The purpose of this project was o explore
the extent fo which there is evidence-based informa-
fion that supporis the merits of three different bed-
room configurations: froditional 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:
psychesccial, clinical, operational, and construction
or building facfors. Within each dimension, we
identified individual faciors through the literature,
interviews, and focus groups, with the goal of
defermining 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 anecdolal evidence, indicated betier
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 iradifional 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 ot average private-pay room
costs, Implications: Despite limited empirical evi-
dence in some areas, this project provides the
foundation for an evidence-based life<ycle costing
perspective regarding the relative merits of different
bedroom configurasions.

This suéy was funded by 'The Commonwealth Fund, Grant #
03009,
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Nursing homes are under tremendous pressure to
change. The rraditional staff-centric or medical
models are no longer cousidered appropriate, and
a new emphasis on person-centered or self-directed
care 1s emerping {Capirman, 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
ro this dehate, with some researchers and providers
arguing thar the benefits of private rooms are either
self-evident or well supporred in the literarure, and
others suggesting that private rooms are too
expensive to build and operarc. 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
with it arc central ro this discussion, there are a host
of other facrors that are important. Nevertheless,
there has been no systematic examination of the
broad ranse of factors that are related to differen:
bedroom configurations, and there s no cohesive
body of evidence supporting either private or shared
rooms in fong-term-care settings. This is a timely
issue, given thar the average age of pursing homes is
29 vears or more and many are being replaced now
or in the near future (Lewis, 2003%),

Qur purpose in this exploratory project was to
define as broad a range as possible of potential
factors associtated with different bedroom configu.
rations, and to dererminc the extent of existing
evidence, both cmpirical and ancedotal, that sup-
ports one bedroom configuration over another. In
particular, our goal was ro move beyond rthe
relatively well-documented sarisfaction-related our-
comes to explore other factors rhar impacr the life-
cvele costs of private versus shared bedrooms.
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Life-Cvele Costing: Links cost of care, quality of care and guality of life ontcomes into analysis of
operational and construciion costs to determine ideul mix of bedroom econfigurations

Figure 1. Concepiual framework.

The vast majority of research in nursing homes on
this topic relates to psychosocial outcomes {prefer-
ence and satisfacrion). There is some, albeir more
imited, research on clinical factors, although this is
well studied in hospitals. Despite a growing interest in
staffing issues, there is refatively little research thar

.explores operational correlates of different room

configurations on operational factors. Becaunse of the
lack of any previous comprehensive examination of
the broad range of factors related to private rooms in
narsing homes, for this project we drew on a frame-
work developed by Chaudhury, Mahmood, and
Valente (2005} to explore single- versus multipie-
occupancy rooms in hospitals. Chaudhury and col-
leagues 1dentified three clusters of factors: erganiza-
tional costs (initial construcrion and  ongoeing
operating costs), hospital management and patient
care issues {infection control, patient transfer, and
patient monitoring), and therapeutic impacts {privacy,
stress, and family accommodarion). We modified
their framework slightly for this project, separating
organizartional factors from resident facrors. Organi-
zational facrors can be further broken down into
building-related issucs (design and capital costs for
construction and building operaton) and operational
issues (staffing issues, marketing or maintaining
census, and rime spent managing residents). Resident
factors include psychosocial outcomes {weli-bemng,
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 ourt-
comes! about resident factors should be fed into the
“decision-making process about design and operarion-
al issues (which also uses evidence-based and
empirical informarion) ro determine the ideal mix of
bedroom configurations for a given project. Ideally,
more research is then conducied on resident out-
comes, which is fed back into the cycle again.

The issue of private rooms is of primacy in
institutional scitings—hospitals and nursing homes—
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where people often have little ar no choice abourt
where they live or with whom 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 multiple visitors every dav, and there is
a heavy focus on treatmenr and getting well enough
10 go home. Nursing homes provide support for
chronic care; the length of sray is months to vears, so
issues of well-being and quality of life, as well as cost
considerations, take primacy. This s generally
reflected ip the literature, with more research on
clinical facrors 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 hterature
from both of these sertings in order to identify the
broadest range of potential factors.

Methods

We used an iterative process, alternating licerature
review with interviews and focus groups. We
conducted a preliminary review of the literature by
using the IDEAS Institute’s in-office libtary {which
has over 3,500 arricles and books on long-rerm care
catalogued) to cxplore factors and outcomes that
may be associated with different bedroom designs
{private vs shated}. We grouped the factors topically
into the aforementioned framework.

Before conducting a2 more thorough litcrature
search, we conducted interviews with four nursing
home administrators and four architects specializing
itn long-rerm care to flush outr additional facrors
within cach dimension that might not surface readily
in the literature review. We then used these terms
(from the mitial search and the inrerviews) to conduct
a systematic review of the literarure. We conducred
initial scarches on Ageline and PubMed, and we
included articles from 1970 to the present in our

The Gerontologist
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search. As we tdeatified and abstracted arricles, we
also culled their references for related articles. We
mcluded only rhose articles thar specifically addressed
bedroom design or canfiguration, both empirical and
anccdotal. We categorized articles by setting and type
(empirical or descriptive). Because some of the topics
identified in the interviews were nor found in the
literature, we held focus groups in throe nursing
homes, with stalf, family members, and residents in
atrendance, 1o further probe the imporance of these
other factors. We selected a focus gronp format
because 1t allows for discussion among different
departments (nursing, social work, housekeeping,
maintenance, and dietary), and this setup can en-
courage ferfile discassions ahout topics thar are
sometimes infrequently thought abour. We used a
semistructured discussion guiddine to allow for open-
ended discussion and 1o ensure that all topics were
systemarically covered; this also allowed us to identify
additional factors. Focus groups were run by two
individuals, with onc serving as {acilitator and one as
recorder. We identified several additional factors
through the focus groups, and we conducted a second
lirerature search (following the same parameters
atready descaribed! for references on these {actors,

We idenrificd a toral of 112 arvicles. Although we
made eflorts to focus on references specifically
related ro nursing homes {(® — 33}, somc topics
were only addressed in artidles related 1o other
sctiings (hospitals, 7 — 37; independent or assistant
living, # = 7, mulciple settings, such as articles on
rransfers, n = 7; and other or nonsetting specthe, # —
6} 1t is worth noting that none of the published
references differeniiated "a traditional shared bed-
roout, in which beds are side by side and occupants
share one window and one bathroom, from whar we
refer to in this arricic av an enbanced shared
bedroom, which s a relatively newer configuration
in which each person has his or her own distinct
territory and window and does not have to cress into
the roommate’s space to reach his or her own {see
Figure 23,

Becanse of an almost complete lack of informa-
ticn in the literature, we undertock a derailed
analysis of hedroom 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 issnes of Nursing Homes: Long-
Term Care Marnagement magazine, phs 38 plans
from another studv {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 Fovironments, We
contacied every design firm (2 — 36) with a pursing
home project; we described the puzpose of our study,
and we invited the firm to submit detniled bedroom
ptans for the project{s} that had been in DESIGN, as
well as any other nursing home projects the firm had
designed over the past 10 vears. 1T'wenty-four firms

Vol. 47, No. 2, 2007 171

Fgure 2. Different bedrovmm coufigarations:  iraditional
shared, enhanced shared, and privase.

agreed and submitted plans. Twelve firms cither
refused {1 == 2} or agreed {mo= 10} but, despite
repeated requests for plans over a 3-month period,
never submirted. 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-
micre design review publication. ltowever, as our
purpose in this study was not o estimate the
percentage of rooms bwlt in different configurarions
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but simply to estimate the costs of constructing
different room configurations, we 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 literarure
on either nursing homes or acute care settings {we
discuss this tssue separately). The vast majority of
relerences relared o the resident side of the model
{psychosocial and clinical} as opposed to operational
and building factors. The appendix lists the refer-
cnces, the setring (hospital, nursing home, erc.}, and
which factors we identified m each article. Because
the purpose of rhis project was not a meta-analysis of
extant research bur 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 overwhelming
prefer private rooms over shared rooms in residential
settings, potentially even among people who thoughr
they would prefer a shared room. A study by the
American Associarion of Retired Persons found thar
individuals over the age of 30 preferred a private
room by a ratio of 20:1 (82% vs 4Y%; see Baugh,
1996). These results replicate early research on the
preference for private rooms conducted by Lawron
and Bader {1970}, The primary facrors that influcnce
this preference appear te 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 “unwilling observer” to
others, though several of these come from anecdotal
resources and not cmpirical studies.

There is also evidence that seniors tend to express
satisfaction with their current living situation,
regardless of the objective guality 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 where all bedrooms were traditional shared
bedrooms 10 a new nursing home where all residents
had private rooms. The results indicated thar even
people who initially did not want a private room and
expected not to like having a private room were
completely satisfied with their private room by 8
months afrer the move, These results sugpest that
expressed opinion about satisfacrion with or prefer-
ence for a shared room may be based on being
reasonably satisfied with a curreut situation {in
a shared room? and may not be based on experience
in both a privare and shared bedroom. Other
rescarchers 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 whe desired more privacy had lower hifc
satsfuction than did residents who felt they had
sufficient privacy.

There 18 a related concept of privacy with visitors,
though the vast majority of rescarch on this topic
comes froin acute care settings, where visiting, often
with multiple people, occurs on a more freguent
basis. Patients feel they have better visits with fami-
lies in a private room, and they express higher satis-
faction with this configuration {Chauwdhury et al.,
2005, Ulrich & Zimring, 2004).

Lack of control is another commonly cited factor
that impacts preference for a privare room 1o nursing
homes. Common issucs that cawse conflicts between
roommates include the television and radic (on or
off, volume, and program selection); the time to get
up and go 1o bed; having currains open or closed;
having the door 1o the hallway open or closed;
heating, ventilation, and air conditioning levels; and
the personalization or decoration of one's room
{Foltz-Gray, 1995; Ilarris, McBride, Ross, & Cuorris,
2002, Kaldenberg, 1999 Kane, Baker, Salmon, &
Veuazie, 1998; Ulrich & Zimring, 2004},

There is also some limited, mostly 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, whercas 78% had a moderate or weak
emotional bond with their roommate. Interestingly,
even among those who indicated a positive emotional
bond with their roommate, the majority did not enjoy
spending tme with their rcommate, did not perceive
their roommate to be sensitive (o their feelings, and
agreed they got along best when they kept their
feelings and activities to themselves.

Clinical Factors.—1n 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% and
50% and as high as 80% in some studies {Zimmer-
man, Gruber-Baldini, Hebel, Sioane, & Magaziner,

- 2002%, is the sceond maost frequent nosocomial

infection in nutsing homes {(Harkness, Bemtley, &
Roghmann, 1990). The vast majority of research
suggests that there 1s a reduced risk of developing
a nosocomial infection in a private room than in
& shared bedroovm (Fune, Shua-Haim, Ross, &
Frank, 1999; Pegues & Woernle, 1993; Sharbaugh,
2003; Zimmerman et al), although much of the
rescarch was conducted in acure care settings (Ren-
Abraham et al, 2002, Berry, 2004; Bovee, Potter-
Bynoe, Cheneverr, & King, 1997; Chang & Nelson,
2000; Chaudhury, Mahmood, & Valente, 2004
Coleman, 2004; Drinka, Kranse, Nest, Goodman, &
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Gravenstein, 2003; Ulrich & Zimring, 2004}, Re-
scarch conducted in nursing homes found that
roommates of individuals infected with Influenza A
had a 3.07 relative higher risk of acquiring the iliness
than did individuals in 2 private room (Drinka et al.).
This statistic, combined with the 3.5% excess
mortality rate associated with acguiring 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 a2 roommare, whereas only 16% of residents
who became 11l lived in private rooms. Beyond the
potentially life-threatening consequences, there are
also significant cost implications of nosocomial
infections in nursing homes, which are cstimared 1n
onc study ro 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, 2602, tirich & 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 pursing
homes. There were some suggestions, though no
empirical evidence, that placing people who are ar
a high risk of falls in multibed rooms in hospitals
mighr reduce the occurrence of falls. as roomimates
could remind individuals not to risc without assis-
tance {Chaudhury et al., 2005; Tutuarima. van der
Meulen, de Haan, van Straten, & Limburg, 1997).

Operational Factors. —We identified (wo issues
in the literature that relate to operational efficiency:
the marketing of shared rooms, and rhe quality of
staff-resident communications. However, empirical
studies on both these ropics are practically non-
existent, and virtually all of the evidence on this
topic comes from interviews, focus groups, and a few
descriptive articles. Duffin (2002) and Fisher {1993)
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. Ilowever, we found no empirical studies to
support these ancedoral descriptions.

Information on the guality of resident-staff
communicarions comes primarily from hospital
studies (Berry, 2004; Ulrich & Zimring, 2004), The
Healthcare Insurance Portability and Accountability
Act regulations. known as HIPAA, mandate the
implementation of certain confidentiality proce-
dures. Having a conversation with a resident about
private medical matrers is much more difficult when
there is a roommate in the room, though this tssue is
certainly more relevant in a hospital setting than
a nursing home, where HIPAA concerns are often
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focused on communication at the nursing station,
not in the bedroom.

There were also some references rhat discussed the
positive consequences of shared rooms in terms of
staff efficiency, although again thiy literature was
mostly conduncted in hospital setrings. Chaudhury
and colieagues (2004} found that the only dimension
that nurses in fowr 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 studics 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, Gatbraith, Sturdavant, &
Leckwart, 1970}, regardless of bedroom configura-
non, and these results may be translatable to
a nursing home setting.

Building Factors. —There are very few empirical
stadies exploring consrenction or ongoing building-
related costs of nursing homes. The only relevant
construction cost analysis thal we identified was
condneted 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
$285/8t7 ($285/0.09m%). Using this formar, 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) conhgurations, suggesting, thar
all private rooms would cost substantially more to
CONSEruct,

Results of interviews and Focus Groups

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

Psychosocial Foctors, —Staff and residerits echoed
the strong preference for private bedrooms found in
the literature. In one facility thar had a number of
enhanced shared rooms, staff and residents alike said
these rooms were perceived morce like a “private room
with a shared bathroom™ than a shared room, with all
the benefits thereof, Issues related to visiting appeared
o be most erirical during the death and dying process.
Most fatnily members want to be close to the dying
relative but are sensitive to the fuct that they are also
in someone else’s room, Families feel bad for the other
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residenr and the encroachment of their family, and
the resident who 1s 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 kepr 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 gronps relaied primarily to
sleep and falls. Both residents and stalf indicated that
an individual is more likely 1o wake up when a staff

cmber onters the room and provides care w
a roommate than whern the ndividual lives alone,
although rthis may be mitigared m some enhanced
shared rooms, depending on the level of acoustic
separation berween the residents, This can be
a serious disrupror of sleep. becanse some individ-
uals are checked every rwo hours. Staff members
were uncertain how muoch of an impact frequently
interrupted slecp had on residents the nexr day. In
addvum, several staff at different facilities indicatod
rhey were surce thar there are more falls in shared
rooms, though they had no hard data ro suppor:
this. We identified several other facrors as potential
clinical outcomes related to private versus shared
rooms in the focus gronps that were not apparent in
the literature, including the ase of as-needed (known
as PRN] and psychotropic medications, the rate of
distressed behaviors by residents {particularly resi-
dents with demential, and medical crror rates.
However, information on these topics [rom the
focus groups was mixed.

Operational Factors. —Not surprisingly, much of
the discussion in the interviews and focus groups
revolved around operational issucs, as thesc arc of
primary concern to staff and administrarors. Topics
included increased time and effort for marketing and
admissions, time speat dealing with families, fime
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 wuh the limired
literature abour the increased difficulty of marketng
shared rooms {which translates into greater costs)
Nane of the locus group facilitics had an .open bed
avatlable in a private room, though there were
scveral openings in shated rooms. When a private
room becomes avatlable, seaff indicated that 1t is
alwavs filled immediately, often from someone in
house who has been waiting. One f{ocus group was
held in the nursing home of a retirement communiry,
and staff indicated that residents were leaving the
campus to go to a different nursing home rather than
move into a shared roomn, which represents lost
income for the faciliry.

The management of roommare conflict had even
greater cost implications. We found no cmpinical

evidence related o the tme spenr managing
roonunate conflice in the literature, but the seaff in
the focas groups indicared that it could be sub-
stantial. Hsrimates of the average time spent
{recognizing that on any given weck it could be
considerably higher) ranged from 2 to 25 hours per
week. Apparently, it 15 not just the soctal workers
and nursing staff who spend tdme on roomimate
issues, One honsckeeper indicated she spends more
rime with residents in shared rooms who are upsct by
something, than she spends with residents in privare
rooms, who seem to be upset less often.

If resclution of differences bhetween residents s
not possible, and the decision is made 1o relocare
a resident, there are additional operational cosrs.
Room-cleaning tme and mainenance issues are
greater at the time of relocation than routine room
care 1, Al furmiture must be removed and dis-
infected, and any maintenance issues (patching, walls
where personal belonpings hung, repainting, and
stripping and refinishing the floor) must be ad-
dressed. This also causes disruption to the remaining
resident, who cannot access his or her room while it
is being cleaned. In one f{acilitv, this process was
estimared ro add an additional 90 min of cleaning
fIme over routme cleaning,.

ATl these costs may be furiher compounded by the
fact that, when a building is dose to full, there may
not be an appropriate empty room available into
which the individual who 1s relocating can move. All
{acilitics indicated that unanucipated resident re-
location because of roommate problems can cause
a domino effect, requiring one, two, or sometimes up
to three other residents to also relocate. Fach of these
refocations also rakes a subsrantial amount of staff
tme, as staff members explain to residents and
families why it i5 best for someone, who may be
relatively happy in her or his current location, to
move. Often people do not want to move, foraing
nursing staff to use their avthority that it *is in
everyone’s best interest.” This directly contradicts
the principles of person-centered or self-directed
care, as residents are given lietle or no cholce or
controt in these sitnations. The time-management
consequences, especially for nursing and social
workers, can be substantial, thongh this remains
undocumented. Finally, depending on where the
individual{s} arc relocated to fie., a different unit or
household}, staff may have to spend additional tme
gerting to know the resident and his or her clinical
nceds and daily rounnes and helping the resident
adjust to a new roommate. Thus, there are not only
operational costs bt also negative clinical correlares
of this type of move,

We identificd a fow additional operational corre-
fates 1o the focus groups. Several housckeepers
indicated thar privare rooms take less time to clean
than shared rooms, not just because there are two
people in a shared room. In several faciliries,
housekecpers and direct care staff said that peopic
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in private rooms seem to “keep therr spaces berter.”
They speculated that there s a greater sense of
ownership of the whole room as personal territory in
a private room, whereas in a shared room,
evervthing fcecls like common space, and people
don’t take ax much care of it. There were also some
cost facrors related ro lost income from rehabiiita-
tion residents who wanted to be discharged sooner
becanse 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
retirning home before they are ready.

Results of the Bedroom Plan Analysis

In this project we conducted an analysis of 189
bedraoms to compare the construcnon 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
conbgurations.

T'o estimate the cost of construction, we made
detailed measurements of wall length {differentiaring
exterior, interior room to room and interior to
corndor, and  plumbing wall), and we noted
windows, presence of a closet, size of room, plus
associared bathroom, shower and other fixtures, and
more. We based cost estimates on exact dimensions
of each clement of the bedroom and adjoining bath-
room, asing standard commercial-grade-construc-
tion assumptions {e.g., slab on grade, 2 X 4 framing,
vinyl exterior, £.5-in. or 1.27-cm drywall, painted
walls, viny] 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 persen than rthat of an c¢nhanced
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 analvses including addinional specifics of cost
breakonts, analyses including assoaated  hallway
spaces, and low-end vs  high-end  construction
assumptions are available at www.[DEASInstita-
te.org). When the cost of debr service is added (7%
for 30 years), these costs per bed increase to $36,515,
€25121, and $%20,306 for private, enhanced, and
rraditional rooms, respectively.

Although the costs themselves are clearly higher
for a privare room, the significance of thes differcnce
remains unclear. In a privale pay market, there is
typicalty a difference in the cost of a shared bedroom
and that of a private room. A large national study
found thar difference to be $23 {8167 for shared, and
$190 for private; see Genworth Financial, 2008).
Because there is no revenue data on enhanced shared
rooms, we combined the data from the two shared
confignrations, for an average cost of $22,814 per
porson for shared rooms, Thus the difference in
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Tabic 1. Room Size of Three Bedroom Configurations

Roum Size

N L - T £t
Conbguration ft*/room ftoiperson

270 {18238
326 {155 361
214 (101 450;

135 {91019
163 {775 281}
234 {18L.0-450)

T'radirional shared
Enhanced shared
Vrivate

Nuare: Room size range 1s shown in parcathoses,

constriction costs berween a private and a shared
room, per persomn, s $13,702, ¥ a facility charges $23
mwore for a private room, the difference in costs
{including debt! 1o construct a private room as
opposed to a shared room can be recouped in less
than 2 vears {596 days). This assumes the shared
room has fwo occupants. If, in fact, a bed remains
unoccupied (possibly becavse potendal residents
choose to go to a facility that offers private reoms),
then the revenoe difference s not $23 per day, but
8167 (i we assume rhere s one empry bed). In thar
case, the time 1t would take to recoup the cost of
consiructing a private room drops to 82 days, or less
than 3 months, Stared another way, for cvery 82
resident davs below ol census, the facility conld
have buiir a private room with the lost revenue. After
the 82 days, the facility is acrually making more
monev 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 berween a private
and a shared bedroom. If a faciliry is housing people
who arc 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. however, has rccopmized the
tremendous 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
takc a facthty 7.5 years to recoup the construction
cost differentinl, If we assume that there is 2 30-vear
mortgage, it means the {acility is ahead, financially,
for 22 vears of the mortgage. This analysis is
summarized in Table 2.

Discussion

The vast majority of facrors identified in thix
study indicated better outcomes associated  with
privaie roums over shared rooms in nursing homes.
'The evidence is strongest for psychosocial issues,
parricularty related to preference and satisfaction for
families and staff as well as residernis. In clinical
terms, the evidence is strong on iatrogenic outcomes,
espectally relared to nosocomial infections. Evidence
of impact of room configuration on falls and slecp
hvgiene 15 weaker. There are numerous operational
factors that suggest that staff members spend more
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Tablc 2, Breakdown of Conastruction Costs Plus Debt and Time so Recoup the Cost Differential

Time to Recoup

Room Constroction and (ost Ocenpied Unnccupied Unoccupied

1'ype Dychr Cost i$) Differential {$ uo 523 W §1e7 i 55 @ §1.25
Shared 22514

Privaw 36,515 13,702 596 days 82 davy 7.3 vears 30.0 years

Nate: Construction and debr cost is shown per person.

time managing difficult situations when people have
roommates than when 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 liscrature.
Finully, the construction cost analysts suggests thar
although private rooms cost more to construct, the
difference in costs may not be as significant as some
people have argned. Fven with a modest $5 a day
ditferential room rate, the cost of construction and
debt of a private room versus a shared room can be
recouped in less than 8 years.

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

There is clearly a need {or much more research in
this area. 'I'wo or three potential topics for each
domain of the framework arc suggested here. In
terpis  of puychosovial dssues,  researchers - muost
analyze whether individuals who indicare they are
satisfied with a shared room would be more satished
with a private room if they had the opporrunity 1o
cxperience one. Consideration should also be given
t¢ what characieristics (of the individual or the
situation) differentiate people who prefer a shared
room from a private room. Surprisingly, there was
very httle informadon specific to the needs or

preferences of people with dementia. In terms of

chnical outcomes, the relaiionship 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 berween tradinional and enhanced shared
rooms). There is also a need for greater understand-
ing of the impact of the presence of a reommate on
{alls, because of the serious morbidity issues
associated with falls.

Operational correlates of private versus shared
bedrooms are not well addressed in the extam
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literatare, altheugh 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 nnable to fill a shared room
when an individual would have agreed to move into
a private roown. A related topic would be an explo-
ration of the differential costs of markerting a shared
room versus a privaic room versus an enhanced
shared room, Theore is clear, albeit ancedotal, cvi-
dence that roommate conflict can occupy a sub-
stantial portion of staff tme. Although having all
private rooms might free up staff ame, it will not
pecessarily reduce costs, The gnestion is what staff
members do with this time - whether this wranslates
into better care, The focus groups suggested thar
maintenance and housckeeping 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 how
unir lavout relates to bedroom confignranon and
thercfore costs would be of great benefit to the in-
dustry. This might also be ted ro staff efficiency swud-
ies, such as tracking how much time is spent walking
to destinations in units with different lavours.

Across all ropics, attention shouold be given to
dilfcrentiating between bedroom configurations. The
vasl majority of studies that we reviewed do not
include bedroom configuration as a variable, and
nonc have cxplored differential impacts of the
enhanced shared hedrooms. A more detailed study
of this should consider differentiating rterritory-
enhanced rooms, where each person has her or his
own territory but spaces arce separated by a curtain
{and thus tack anditory and olfactory privacy}, from
privacy-euthanced bedrooms, where each person has,
in essence, a private bedroom with a solid door bur
shares the bathroom,

Currently, the Muedicaid  program
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 1o
control costs, it would not be inappropriate 1o
suggest ‘that additicnal reimbursement should squal
{not exceed)} the additional cost of construction plus
debe service. An increase of $1.23 a day would cover
the costs as assamed in this model in 30 years {the
assumed length of the mortgage).

SCTVES A8

The Geronlologist

Attachment #4




The evidence on preferences, satisfaction, and
quatity of life for residents living in private reoms in
nursing homes is substantial. Virtually all other
factors that impact life-cvcle costs also trend foward
hetrer indicarors for private rooms, although there 1s
a need for better evidence to support this. Even the
cost analysm 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 weli as the .

regularors and legistators who control Medicaid
budgets, are not yet swaved by this evidence, and
they are arill building shared rooms. Over the next
decade many nursing home  buildings will be
significantly renovated or replaced. There is a clear
need for more cvidence-based information, with
widespread dissemination efforts, ro support making
more informed. evidence-based decisions.
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tealth Services

Ms. Nora Mann, Esq.

Director, Determination of Need Program
Department of Public Health

258 Washington Sireet, 6th Floor
Boston, Massachusetts (2108

Re: NEB Operator, LLC
dfbia North Lind Rehabilitation & 1lealtheare Center
Project #

- Background:

On March 3, 2017 Marquis Iiealth Services acquired Spauiding 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 aption for the North End Boston Community 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. In partnership with the Health Center, Nursing Home patients
* continued to be pmwdcd wﬂh primary care, dental, podiatry, mental health, iaboratory and vision
services.

_When Partners announwd 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 1o close the North Fnd 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 community. Marguis Health Services, already with already a presence of nine nursing facilities
in New England and known for ifs reputation for being a leader in the industry and at the forefromt
of Healthcare Reform assumed operations of the facility on November 1%, 2017.

Te better understand the dynamics of this transitien, 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 verv family oriented. The older
North Enders Jove to reminisce about the neighborhood and its history. The prior North
End Rehabilitation & Heaithcare 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 comtinuance of this facility fo this
community.

Simply contiruing the existence of this Nursing Facility, will require significant capital
improvements gives the age and deterioration of the building. in addition fo these basic capital
improvements, six months of intense community outreach has shown and identified that the North
End Rehabilitation and IHealthcare Center communities’ {(i.e. North end population and local
Hospitals) stand to substantially benefit from renovations. Renovations wilinot only
improve the physical appearance that will help heighten patient's moods and quality of life, but they
will aliow for the facility 10 accoramodate more of the senior population with complex medical
dingnoses.

575 Route 70, Brick NJ 08723 T732.961-9991  F:732-941-9994  www.mhsip.com
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We are modeling these renovations o be in accordance with the healthcare needs that have been
identified in networking and speaking with the lecal Boston hospitals. We have spoken to numerous
hospitals inciuding, Mass General Hospital, Brigham and Women's Hospital, Tufts Medical Cenier,
Bostan Medical Center, and Beth Israel Health System, and the common theme that has been
expressed is the additional need to provide a proper sefting for higher acuity patients. To
demonstrate that our project aligns with the healthcare needs of such, we have oullined below some
of the major factors that are incorporated in the proposed preject. Included with the apticipated
renovations are;

_ New Rehab Cx in

We will be ereating a new 3,500 sq. foot rehab gym that will he 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
faciity to accommodate all the complex rebab patients, opening more oppormunities for North End
residents to remain in their neighborhood. Many family members live with-in walking distance of
~ the f‘acxht) and wanl their loved ones to only remain in the North End.

__Add:twnal Prwate Rooms

We will be’ murulf;mcr lhe amount of private rovms. This will allow the Facility to accommodate
transplant patients, patients with infectious precautions, end of life patients, complex cardiac and

pulmogary patients (to name afew). Ascxpressed o 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 enabie
_the facﬂlt} to provide the appropriaic atmosphere required for this patient type.

The- addmonai 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
tnfection, and quality outcome. The renovations will include adding common arcas 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 finther creating a
homelike setting, thereby increasing the quality of life for all the residents, For our short-term rehab
paticnts, this sctiing will provide the opportunity for a quicker healing and rehab process and shorter
tength 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 seitings,

Piped in Oxvyren

As mentioned, in speaking with (he local hospitals in the area, we have idemtified 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, Accommodaiing these patients will only be possible with these renovations.

575 Route 70, Brick NJ OB723  T732.961.9991 F.732.941-9994  www.mhsip.com




MAROQUIS

Health Servives

Specialty Prosrams

As mentioned, in meeiings with the Jocal hospitals in the area, we have identified the need io
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 15 expected o include Speeialiy Programs such as a Cardiolopy program, a
Pulmonarv/Stroke Program, az well as the possibility of a Specialty Dementia Program in the future.
~ Thix alopg with the other sctiings added. will also be a crucial factor in reducing the overall

o “rehospitalizations and allowing for a quicker healing and rehab process and shorter length of stay,

* aliowing them to return home to their families sooner.

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

Marquis 1ealth Services is working with Partners Heath Care for the new North Fnd Rehabilitation
.. and Healthcare Center to he a preferred provider for their SNt Coliaborative. While in the past,
* this facility has primarify-only serviced the Partners Healtheare System. now under Marguis, in
addition to Partners, we expect to expand the referral base from other hospital systems, fo inciude
Tufis Medical Center, Boston medical Center, Beth Tsrael Health System, Mass General Hogpital,
Brigham and Women’s llospital as well,

‘On a final note, aside from the overall general support we have received from the local Hoespitals,
“kindly find the attached letters that we have received from arca 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 Massachusetls General Hospital, Dr. Bruce Bonanell,
physician at Spaulding 1lospital for Continuing Medical care, and Dr. Joln Foster, Physician at
Massachusetts’s General Hospital.

Tt is with this in mind that we cmbark on this new and cxciting initiative and we present to you our
application for the Determination of Need.

Sincerely vours,

Norman Rokeach, ILNHA Dr. Yogesh Viroja, MD, MBA

Chief Executive Officer Corporate Medical Director
Marguis Health Services Marquis Health Services
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- SPAULDING HOSPITAL.

¥ FOR CONTINUING MEDICAL TARE

CAMBRIDGE

1575 Cambridge Street Cambridge MA 02138 £17.876.4344 www spauldingrehab.ory

lanuary 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 rencvate their Skilled Nursing Facility, The North End Rehabilitation and
Healthcare Center. This is an important preject 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 valuc 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 repovation. It is essential that North End Rehabilitation & Healtheare Center receive

support for these renovations so that it may continue offering its broad range of high-quality and
" complex medical and rehabili{dtion gervices to skilled nursing patients.

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

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

C/\mw‘____ Q,,..,....,.q—m i
//

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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North End Wateriront Health John A, Foster, MD MPH
332 Hanover Street Internal Medicine
Boston, MA 02)13 Chief Medical Qfficer

Phope: 617-643-8000
Fax: 017-043-8122

January 22, 2018
To Whom it may concern:

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; 1 can attest to the fact that the physical plantisin
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 adeguately 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 narsing patients.

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

>

Sincerely,

John A. Foster, MD, MPH
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Terrence A. O’Malley, M.D.

Physician, Massachuserts General Hospital
Partners Heslth{Care System
tomulieyi@ mgh harvard edu

To Whom It May Concern:

70 Fultem Street
Buston, Ma 02109

H17-843-5001 clinical
H17-726-1818 page operator
©017-284-6774 fax

January 22, 2018

I am The Medical Director Marquis Ilealth 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 Healtheare
Center can continue fo provide a broad range of complex medical and rehabilitation services

to skilled nursing patients.

Marguis Heallh Scrvices applicalion for a Determination of Need has my f{ull and strong

support. Thank you in advance {or vour consideration of this matter.

Sincerely,
%@@fﬁf

Terrcnee A. O’Malley, MD

Aﬁachmént #6
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November 2017

TO: All Providers Participating in MassHealth

FROM: Danie] Tsal, Assistant Secretary for MassHealth bﬁ"
i ; £ .
RE: i i

Overview of 2018 New Health Plan Oplions

MassHealth Payment and Care Delivery Innavations (PCDI)

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

What's New

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

= Accountable Care Partnership Plans and Primary Care ACOs will be available as enroliment options to managed
care members. MCO-Administered ACOs are parl of the MCO delivery svstem and will not be presented as an
enrollment option because members will be attributed through their MCO.

+  Most MassHealth managed cave memnbers will be assigned 10 a health plan so that they can continue to receive care
from their primary care provider (PCP), All members will have the opportunity to choose a different health plan.

» The Eligibility Verification Systemn (EVS) on the Provider Online Service Cenfer {POSC) 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 facililate
those changes.

»  Primary care practices will be exclusive to their ACO—they will only be able to sce managed cave eligible members
whao are affiliated with their ACO.

‘What’s Stayving the Samne
s MassHeallth will seek 1o keep members with their PCPs throughout enroltment changes.
s MassHealth will continue 1o offer the PCC Plan and MCOs as health plan options.
e  Members will have Plan Selection and Fixed Enrollment periods.
#  These changes do not apply 10 non-managed care eligible members,

PCDI does not affect. mcmbels who recclve
MassHealth coverage ﬂlmmgh
+  Fee-for-service (including those over dge 65 m
. with thard—parry coverage) Lo
_._.g-;f-_-':-:()neCareplanq T

: . &’ SeniorCare Options. (SOO} plans - -
' permanently m a nllr‘smg famh‘ry] . Program of Ali- inchisive Carc for the Eldcrly :
‘Covered by MassHealth: Standatd ' _

. Camir'ibr'lHea.l.t.h. .LarePlus orlamlly N L (PACE) Orgamzdtluns

: Asszstance

dMembers o

MaquEdlth managed care. ehglble memberb are:
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Overview of ACO Maodels

ACOsg are provider-led erganizations that coordinate care, have an enhancad 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 performance
standards acrass maitiple measures of quality, including prevention and wellness, chronic disease management, and member
experience. This program requires that participating providers engage with their ACQOs 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 bul are interested in learning more should contact ACOs in their area to understand available options.

1.  Accountable Care Parmership Plans

An Accoumtable Care Partnership Plan is a network of PCPs who have exclusively partnered with an MCO to usc their provider
network to provide integrated and enordinated care for members. Accountable Care Partnership Plans are paid a prospective
capitation rate for all attributed members. Aceountable 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-contimsum care across a range of
measures. Accountable Care Partnership Plans pay provider claims for all plan-covered services. Accountable Care Partnership
Plans may earn savings if they meet certain quality thresholds.

2. Primary Care ACQOs

A Primary Care ACO is & network of PCPs who contract directly with MassHealth, using MassHealth's provider network,
including the Massachusetts Behavioral 1lealth Partnership (MBIP), 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 ACQ is accountable for providing high-value, cross-continuum care across a range of measures, The ACD may
earn savings if it meets certain quality thresholds.

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

3. MCO-Administered ACOs

An MCO-Administered ACO is a network of PCPs who may contract with one or multipie MCOs and use the MCO provider
networks to provide integrated and coordinated care for members. MCO-Administered ACOs are not presented as an enroliment
aption because members will be enrolled with the MCO and attribuled Lo the contracted ACO through the MCO they are earolied
with. MCOs pay claims to providers in their networks, The ACO is accountable for providing high-value, eross~continuum care
across a range of measures. The ACQO may earn savings if it meets certain quality thresholds.

Continuity of Care Reguirements

MasgHealth, ACOs, and MCOs have procedurces 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 authoerized services. MassHealth wilt work closely with plans to share information and facilitate
transitions for particularly vulnerable members, including sharing and honoring prier authorizations.

Members are encouraged to work with their healtheare providers to obtain anthorizations for healtheare services they are
currently receiving at the time of transition inte & new Plan. PCPs and their care team are responsible for working with the
member as well as the plan’s network of providers {o support cocrdination and continuity of care,
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Primary Care Participstion and Exclusivity

»  ACQ-participating primary care practices are sel for the first year of the ACQO program {March 2018 — December 2048).
+  ACO-participating PCPs cannot participate as primary carc providers in MCOs or the PCC Plan or any other ACO.

s  ACO-participating PCPs exclusively provide primary care to MassHealth managed care members enrolled in their ACO.
s This exciusivity is enforced at the practice or entity level rather than at the individual doctor level,

This {all, MassHealth will “special assign” te cach ACO the members who have primary care assiginents to that ACG'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-inchusive Care for
the Elderly (PACE) or MassHeaith fee~for-service. PCPs can eontinnie fo provide servicas to members in the above-mentioned
plans and fee-for-service members regardless of their contracts with ACOs.

PCPs who are also specialisls can continue to provide specialty services across managed care plans,

Specialisl, Hospital, and Other Provider Participation
Speciatists, hospitals, and other providers may contract with multiple health plans at the same time and can provide services to
meimbers in any of the health plans with whom they are contracted. The managed care assignment of the member to an MCO,

ACQ, or PCC Plar is crucial for specialists 1o understand. This will ensure that specialists provide scrvices to members of plans
that they are contracted with. :

A specialist may sce MassHealth metnbers enrolled with the PCC Plan or a Primary Care ACO if the specialist 1s a MassHealth
participating provider. For members enrolled in an Accountahle Care Partnership Plan or MCO, specialists will need to contract
with each of thase 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 Altendant, Adult Foster Care, Group Adult Fosler
“are, Adult Day Health, Day Habilitation, Continuous Skilled Nurging, and lang-term (over 100 days) Nursing Isacility, 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 Assipnment and Noticing

Effective March 1, 2018, current managed care members will be assigned fo an ACO, MCQ, or the PCC Plan based on each
member's PCP refationship in mid-October 2017. This process, mown as spectal assigniment, is designed to keep members with
their PCP whenever possible. I a member prefers to maimtain relationships with providers other than their PCP, the member
should comtact those providers te find cut which plans these providers are contracted with, and then contact MassHealth for
asgistance 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.

+ H 2 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 Seleclion Pariod.

Through November and Decemnber 2017, managed care eligible members will receive a notice and Enrollment Guide from
Massllealth 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 io make « choice.
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Importani Member-Choice Dates

The mamber assignment and noticing dates below are for managed care members with enrollments effective March 1, 2018,
» Member Nolicing Begins: November 13, 2017
« Mecmber Enroliments Effective: March 1, 2018

» Plan Seiecton Period: March t, 2018—May 31, 2018
» JVixed Fnrellment Period: June 1, 2018—ebruary 28, 2019

For new members, after March &, 2018, the Plan Selcetion Period is the first 9o days after enrollment in an ACO/MCOQO, and the
Fixed Faroliment Period is the remaining 275 days of the year. ATl members have a new plan selection period every year.

Compare Osline

A new online tool is be available ai www.MassHeallthChoices.com that allows managed care eligible members to search a
compilete list of plan options and PCPs, and use the Learn, Compare, and Enroll tabs to

+ Learn about important Massllealth information

» Compare health plan options available in their service area and PCPs that participate in their available health plan
options; and '

+  Lnroll in the plan of their choice that best meets their needs.

MassHealth will also offer members Enrotlment Events for in-person onc-on-one assistance with plan enrollment. Events and
additional information can be found at www. MassHealthChoices.com

Member Options and Changes

Managed care members will have Plan Selection and Fized Enrollment periods. Members enrolled in an MCQ or ACO health
plan will have a go~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 plaus 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 Lheir Fixed Enrollment Period, they will nol be able 1o change their health plan until the next annual Plan Sclection
Pariod, with imited 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 earolled in the PCC Plan can change to an ACO or an MCO at any time,

Members can switch plans by:

+«  Enrnlling online at www MassHealthCholces coin
*  Contacting the MassHealth Customer Service Center at 1-800-841-2000 (TTY: 1-800-497-4648)
»  Completing and mailing the enrallment form
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Referrals
Referrals for certain services are required for the PCC Plan and Primary Care ACOs. The requirements for referrals for all other
plans are subjcet to the requirements of the health plan in which the member is envolled.

Refereal Cireles

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 parl of the Referral Cirele of the member’s Primary Care ACO, the member will not need a
referral to receive services {rom that hospital or specialist. To participaie in a referral circle for a Primary Care ACO, the provider
must be enrolled as a MassHealth hilling provider and identified to MassHealth by the Primary Care ACO.

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

Com maunity Partners (CPs)

Effective June 1, 2018, Community Partners will work collaboratively with ACOs and MCOs to provide care coordination to
certain members identified by ACOs, MCOs or MassHealth. Behavioral Health Community Partners wilt 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 recefve communication
from their plans and Massllealth 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 which 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 claims, including contact information far BH
contractors.

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

Example 1. Aceountable Care Parinership Plan
Plan Name: Tufts Health Together with BIDCO
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Screcnshol Exampies of New EVS Restrictive Messaging — Effective March 1, 2018

Exampie 2
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Screenshot Examples of New EVS Restrictive Messaging — Effective March 1, 2018

Exampie 3. MCO Plan
Plan Name: Boston Medical Center Health Plan - MassHealth Standard
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Screenshot F.xamples of New EVS Restrictive Messaging — Effeclive March 1, 2018

Exampie 4 Prlmar} Care Llnuuan (PCC) Plan and Behdﬂordi Hedlth
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PCDI Provider Education and Communieation

MassHcalth will conduct three phases of education, fraining, and communication {or the provider conumunity Lhroughout
PCDI implementation. Tailored content will be offered to align with each phase.

« Phasc 1: Awareness {October 31 — December 21, 2017}

a  Phase 2: Operations (January 4 — March 30, 2018)

¢« Phase 3: Community Partners (April 1 — May 31, 2018)

P(‘DI Phda-e f. Awarcncss - 2017 chmar Scrxca

Thxs is thc ﬁrc;t in a sertes of webinars related to PCDI. The objectives of Phase 1 web!nar segsions are Lo pr owde &11 _
attendecs with an understanding of the MassHealth PCDI initiative and its lmpact on pI‘OVldE‘I‘S and members.

Toplcs ' : _ _Deecrlpuon
Overview of Masslealth PCDEL | Overview of the MassHealth PCDI dehivery system and new payment models
- Key Terms and Coneepts Review glossary of PCDT key terms, acronvms, and concepts

Member Agsignment and Noticing | Inform providers of special assignment and atlo-assignment member nolicing

Inform providers of the new online MassHealth Choices tool to search for

MassHealth Choice Teol .
: providers and compare plans

New enhancements made to the Fligibility Verification System {1XVS) to assist
Eligibility and Claim Submission providers with inguiries regarding eligibilily, billing and service authorization
for medical and behavioral health claims

Notifv providers of available resources such as the Fact Sheets for PCPs,

Pm“d?r Resourccs specialists, hospitals, and Behavioral Health providers, web took kits, and FAQs

- PCDI Phase I: Awareness — 2017 Webinar Schedule . = L

 Novemberzo17 | . Decemberzoty
Date ' Time - Date e Time

November 28,2017 . 1:00 p.m. ' Décembe_r__s_, 2017 1:00 p.m,
-_'Décenl_be:r:_?,.®17; 10:00 a.tm.

_'.'Dcccmt.}ét_.l_é,:_:z_.617 . 1:00 p.m.

Dc_ccmﬁc_r 14,2017 10:00 a.m.

'Deccnibcr:;_g', 2017 ] 1:00 p.m.

béccmﬁcﬁ?lpétﬁf : 10:00 a.m.

To attend a webinar session please visit the Maschalth Lcarning Manao ement sttem (LM‘-])

av Aﬂa}}le.
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PCDI Provider Education and Communication (cont. )

_;St.hedule ufUp(’Uﬂuni,. e o

. 1Januars 2018 -

Date

.Incation

Maximum Occupancy

Bristol (‘mmnlmrty Collegc R R
. 777 Elsbree Street . - .. Jannary 10, 2018 10;00 4., 7:00
Fall River, MA 02720 ' e

150

Holidaylnn 10 I
30 Washington Street . January 19, 2018 - 10:00 431, 7:00 pan.
Somerville, MA 02143 i JE AT

70

Lawrence Public Library : CT
51 Lawrence Street ~ 7 January 25, 2018 10:00.a.m.- 7:00 p.aa.
Lawrence, MA 01841 C o

200

UMass Medical School
- Amphitheater
333 Sauth Strest
Shrewsbury, MA 01545

January 31, 2018 10:00 a.m. —7:00 p.m.

100

' 'March 2018

Lu(,atmn R ; Date : 3.55 'I‘im_e 1 Maximum Occupancy

Holiday Inn : o . :
20 Washington Strest = March 5, 2018 ¢ 10100 4.7 7:00 pum.,
Somerville, MA 02143 S SRR

70

Castle of Knights : S S
1599 Memorial Drive Chicopee, I MA : March 21, 2018 I'10:00 8.1~ 7:00 p.m,
01020 - - s

300

Berkshire Crowne Plaza S
1 West Strect ~ ) March 28, 2018 (10:00 am. ~7:00 p.m.
Pittsfield, MA 01201 EEPEREE R

100

'to attend one of our events, please visit the Massllealth Lesrning Management System (LLMS)

at www.masshealthtraining.com and ereate a profile. Onee vou are registered, select the preferred event date and Hime

available under the Comumunity Based Training Events tab.

Additional Resources for Providers

For more information about these changes, please visit
«  www.mass.gov/massheatib-for-providers

»  www.massheallhtraining.com

MassHealth Customer Service Center

If you have any questions about the information in this bulletin, picase cmail vour inguiry to
" providersupport@mahealth.net or call 1-Boo-B41-2900 (17Y: 1-800-497-4648).
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BMC HealthNet Plan Community Alliance
Boston Aceountable Care Organization
in partnership with BMC HeaithN et Plan

BOSTOM RECICAL CENT

HEALTHNe? }@é

1-B8B-566-c010

Beacon Health Strategies
1-888-217-3501

HOGION MELIGAL DENTER

HEALTHNef PLAR

COMBUNITY ALLIANSE

itemker Name

Pemtiss 1D: B003 23456 08
Mineekhndih Hag FRAEETEIRY

Hatwth Doty Silanes

fmhp srpBaaanniity

BMC IiealthNet Plan Mercy Alliance
Mercy Medical Center

int partnership with BMC HealthNet Plan
www.bmchp.org inercy

BOSTON MIDISAL CENTER .. " %,

HEALTHNes PLAN

1-888-566-0010

Beacon Health Strategies
1-888-217-3501

ALSIH MERIAL TORITR - B

HEALTHNet Pl AT
WERGY ALLIANCE

Member Hame

Hlenrtey 16 BOVTZH456 00
Rheaatiealth 158, 12HM5ETHE0E

Banienbis Mnray Mbarci,

hupglip ergimer oy

BMC HealthNet Plan Signature AHiance
Signature Healthcare
in parmership with BMC HealthNet Plan

BOSTOM MEMTAL CEMYER .,

HEALTHNez FLAN

1-888-566-0010

Beacon Health Strategies
1-888-217-1501

aSTon MIGICE, GENER .,
HEAITHNer PLAN T
SIaNATIER ALTIANLE
Fember Hame

Mamber 18- 380123455 06
Szt 1B 1R

Thipie, Sigraiune fdiwce

SIGNATURE
FEEALTIE ART

Lmchnmefsipnhoe

BMC HealthNet Plan Southeoast Alliance
Southeoast Heallh
in partnership with BMC LiealthNet Plan
www.hmchp.org/southeoast
BOSTOM MEDICAL CERTER 7 © 7"

HEALTHNez PLAN

1-B88R-566-0010

Beacon Health Strategics
1-888-217-3501

BUFION MECICEL CabER
HERLTHNer PLAN -
SOUTHODAST ALLIANAE
Nember Rame

Raenbor i BBS 123456 3%
Fnnstipish e |ZRES67E0E)

Thetwoeir Tanabersesy Adaanes

¥ Srwivhooasy Tiealth

bens i mepregitian pam
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MassHealth Health Plan Contact Matrix - liffective March 1, 2018

Berkshire Fallon Health Collaborative
Health Cullaborative of the Berkshires
in parmership with Fallon Health

www.fallonhealth.org/Berkshires

I 1
¥ falloni:

1-855-203-4660

MassHealth All-Provider Bulletin 272
Novewmber 2017

Beacon Health Strategies
1-888-877-7184

Hallen auhi | |

5

Borkehien
Fallon Health

Phyzical orwm’ . X :
Speciatis pifice Coliat:orative

3
14
-3
Emwrgarsy roam §
11
B3
$

Samed#y surgery
Iriprationt -
Proisription

Monrrtiinth 138

Fallon 365 Care
Reliant Medical Group

R o
corsis

in partnership with Fallon Health o Beacon Health Options ! ’;‘f",‘?"j“".'ﬁ."_-- 4o Fallon
www.fallonhealth.org/365¢are : 1-855-508-3390 1-R88-877-7182 ?{-;gh;’:,;;_. Eg 265 Cate
i Ermacg a ney room
; ' moient 17 80 @ RELANT
Preztoplan 517285
|| prasstastin (=11 W CVS caramarn
Wellforce Care Plan kit
Wellforce Care Plan
in partnership with Fallon Health S, Beacon Health Options Crerammial g0 B
www.fallonhealth.org/wellforce 55-508-4715 1-B88-877-7183 eiiemea  s0 - | wellforce
Emnigancsoom  $0 i Core flan
p . Ll Lachis. day zirgeiy - £0 X
g falloniealit: ;: hgton: 50 1
i i rorgiption . S H!I.b'.i ¥ CVS caremark
' MtsHeh DS o i
Be Healthy Parinership
Baystate Health Care Alliance
n i rthr@hip with Health New England Massachuseuts Behavioral oy
; T Health Partnership (MBHP | Fhasmnacy:
www.behealthypartnership.org 1-800-786-99G9 p ( ) B orli
www.masspartnership.com D T
s 1“‘800“495”0{)86 LI
4 Health New England e
S Yehere you atarn Quesnzna? Caltusatlld sy
For TTY, calb 783
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MassHealtli Health Plan Contact Matrix — Effective March 1, z018

My Care Family
Merrimack Valley ACO
in partnership with Neighborhood ilealth Plan (NiP)
www.mycarefamilv.org

Y Nm ghbc] hood
k~uJL Ty e

1-800-462-5449

MassHealth All-Provider Bulletin 22
November 2017

Beacon Health Options
1-800-414-2820

T
{1%3}5 gmgzh&'grc?oc B } My Carg

Faxml}*

RITHES PRIy

Tufts Health Tngélher with Atrius Health
Atrius Health :
in partnership with Tufts Health Plan (TtIP)
www. TuflisHealth Together.com/atriushealith

ATUFTS

¥ Heast Plan

1-888-257-1985

Tufts Health Together
with Airius Health
1-888-257-1985

TUFTS |

KF Heakts Plan

» €3 Atrins Health

Tults Healthr Together with Alrivs Health
L Z T AT

HMamber iD h‘ 11

Ileamyisge dahied e
FARISFICES 411 v Py s, e

Tufts Health Together with BIDCO
Beth Israel Deaconess Care Organization (BIDCO)
in partuership with Tufts Health Plan (THP)

www. TuftsHealthTogether, com/BIDC
IR TUFTS

W hzatth Phyn

1-888-257-1985

Tufts Health Tngelher
with BIDCO
1-888-257-1985

MassHeaIth 1 a4 n

CARE CRGALIZATIGH

Heatth Plan

Turfts MHealth Tegethwr with BIOCO

o, Maszh raltn Blan

Member ID & M s N
V\'*s“x'::){x':()a’x

[T
DB IEFATIE (1 1 T LOGG! }
TultsHealthTopethrncmuminca |

Tufis Health Together
with Boston Children’s ACO
Boston Children’s ACO
in part nership with Tuﬁ‘; Heallh Plan (THP]

ald TUFTS

B it PRany

1-888-257-1985

Tufts Health Together with
Boston Children’s ACO
1-B88-257-108F

AINI A

Beston Ch'ldrens
¥ Accountable Care Organizatian

ETUFTS |

¥ Health Plan

:mr;rs Heafm ‘raqemer with Boston Chiidren's ACO
S R ey

HMerober (D #: RE -
MassHealth 1D #:
Member: SLSap

HANR

Tufts Health Together with CHA
Cambridge Health Alliance (CHA)
it parmers*h r'p wi’rh Tults Health Plan {THP)

aTUFTS

bpadtiy St

1-888-257-1985

Tufts Health Together
with CHA
1-888-257-1985

i

Tufts Health Together with CHA
A laqghiaal o Fran

Mumher 1D #: 1) )!.V)X_‘\X“‘\Y
MarsHezlth 10 g )3
Memher: SUSAR o 5AT

FRa T

TUFTS .

Carmbricdas
Health Plan

Haalth Alltance

* &P CH

RN
foLE

BLEOMST Smeeiv IMannt pr geenest
ARAIETAGEE LT (KD O In

TuftaH AR TR ELh B2 Tom ACHA
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Massliealth Health Plan Contact Matrix — Lffective March 1. 2018
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Nopvember 2017

S PRIMARY CARE ACO PLANS*-

. CUSTOMER SERVICE .| .

- BEHAVIORAL HEALTH SERVICES - | .

Community Care Cooperative (C3)*
C3 members get primary care at a community health
center and have aceess to the most Massiealth
specialists and hospitals.

WWW.C34C0.018
> COMMUNITY
g,

CARE COOPERMATIVE

1-B66-676-9226

Massachusetts Behavioral
Health Partnership (MBHP)
www.mnasspartnership.com

i~B00-495-0086

DARE TR RALIE

Partoers HealthCare Choice*

bttp:/fwww,partners.org/for-patients /ACQ/Partners-

e ——

PAR [N};f{ga FOUNDIED BY BRIGHAM AND WOMEN'S HOSMTAS,
ML ALLHEARE AN MASSACTIOSETTS GENERAL FFOSFITAL

1-800-231-2722

Massachusetts Behavioral
Health Parinership (MBHP)
www.massparinership.com

1-800-195-0086

First Mare Lmi Harpe.

NEOROE- DR

Kipt B rgrehe it el 2 £ o e Mot s ey

o b el T

e, Parthers HealthCare Chofes
T i, hkembaer Sad

Steward Health Choice*
www.stewardhealthchoice.org
of STEWARD HEALTH

1 : : A

s A <

1-855-860-4949

Massachusetts Behavioral
Health Partnership (MBHP)
www.masspartnership.com
1-800-495-0086

o STEWARD HEALTH

L H

MEMBER HAME:
MERMBER HI-
MASSHEALTH [b:

STEWARD MEMHBER SERVIGES:

Johiy & Sample
GLCOOUILG000
COa000a02000

B53-860.4849

*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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HEALTHNGS PLA

BMC HealthNet Plan
wwiw.bmchp.org . Beacon Health Strategies Joba Q Sample

o . _ (1Y HIGR IR Lo
BOSTON MEDICAL CENTER - " %, 1-888-566-0010 1-888-217-3501
HEA §.?§’§Net PLAN -
YasaHesh D203 2148878 bmchp org
| A TUFTS
i # Heaith Flan
Tufts lealth Together Tults Health Together 5
. . Pk all e |
htlp:/ /www.tufishealthtogether.com . o |
5 1-888 057 1985 Tufls Health logethel‘ Metnbrer B 8 U000 0
v it i e - = M Health 13 #: MX RN
U FTS ; 1-888-257-1985 Mzif.bnef SUSAN A SaMPLE
§ Hualth Pan ?
TR iberher Do
HREISTIGES [Ty OO0 00Ty
TulteHewith fogetheresm

. FirstName MI LastName
© 000000000000 i

Primary Care Clinician (PCC) l’]an*

SAwww. mass . goviservice~-details/pri : Massachusetts Behavioral
clinician-pee-plan-for-masshealth-members ' Health Partnership (MBHP)

1-800-841-2 .
4 200 W IN488 |ga_rtners hi p.COIn
1-800-495-0086

*NOTE:
= Toenroll in the PCC Plan, members must also select a PCP in the MassIlealth network, PCPs may not be available in all service areas.
+ PCC Plan members can enroll in an ACO or MCO at any time.
¢ Community Pariners, 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
Massachuselts Department of Mental Health program.
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