
 

Prepared by VNPP, Inc 
October 30, 2015 
1 of 4 
 

Issue #1: 

The ID/D population, especially those who live in group homes, sponsored residential 

placements, or other supported residential options, are high users of Emergency Rooms 

for issues which are not an "emergency."  

 

Goal #1: 

 Reduce the number of non-emergency episodes of care in an Emergency Room 

 Improve patient experience 

 Coordinate care between DBHDS Licensed Residential staff and PCP 

 

Contributing Factors: 

 Regulatory pressures tend to force providers to "over care" for individuals and seek 

medical attention for relatively minor issues rather than wait until an appointment can 

be scheduled with the individual's PCP.  Providers are judged by Adult Protective 

Services, DBHDS Offices of Licensing and Human Rights and by the oversight 

bureaucracy created to satisfy requirements of the DOJ Settlement Agreement on 

their responsiveness to any unusual symptomology and the typical "right answer" is 

that the individual is taken for an evaluation by a medical professional as soon as 

possible. 

 Urgent care facilities that accept Medicaid are not available in all locations; urgent 

care facilities are not accessible 24/7. 

 The nursing services, which are fundable by the appropriate HCBS Waiver, are both 

specific to an individual and are authorized based on existing medical need; these 

services are not available in these situations. 

 Individuals in the population described have complex medical needs, and frequently 

lack the ability to communicate effectively and clearly; it is, therefore, far more 

challenging to provide an on-call physician sufficient information for them to make 

appropriate judgments from a phone call. 
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Possible Solutions: 

 Develop, within the hospital Emergency Department, the capacity to provide triage 

and assessment for those individuals from the identified population who present with 

non-emergency symptomology, provide symptom relief as needed, patient care 

instructions to the accompanying staff and a notice to the PCP or specialist to 

provide follow-up as appropriate.  The current trend among insurers toward 24/7 

consulting nurse availability telephonically could certainly be a reasonable approach 

in this instance. 

 Expand the role of the nursing services, which are fundable by the appropriate 

HCBS Waiver, to include “on-call” functions which would allow those health care 

professionals who know the individuals best to be the first contact for triage in non-

emergency situations. 

 Assure, through incentive payments, that 24/7 urgent care facilities that accept 

Medicaid are available in all locations. 

 Utilize EMS, in areas where capacity exists, to perform the triage and assessment 

described above; coordinate with the local Emergency Department to provide 

orders, patient care instructions and notice to the PCP or specialist to provide follow-

up as appropriate. 

 Provide new technology, by funding the infrastructure, to permit on site electronic 

monitoring.  In those instances where key indicators can be monitored efficiently, 

there can be intervention at an earlier, less urgent stage.  
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Issue #2: 

The ID/D population, including those who live in group homes, sponsored residential 

placements, or other supported residential options, frequently have complex medical 

needs and, as a complicating factor, may lack the ability to communicate effectively, 

cooperate with care, or have the capacity to make informed decisions.   

 

Goal #2 

 Reduce the length of hospital stays to the benefit of the patient  

 Reduce the cost of an episode of care 

 Improve the ability to responsibly make discharge decisions and return the patient to 

their home with adequate home-based care as rapidly as possible 

 

Contributing Factors: 

 There are conflicting approaches to determining the ability of an individual to make a 

decision about their destination and care following discharge; in those instances 

where the hospital decides that the individual lacks capacity to make these decisions 

they may petition the court for the appointment of a guardian.  Unlike the application 

of substitute decision making in the provision of medical care or treatment, the 

discharge decision is not an urgent medical need and may take many weeks.  

During the interim, the patient is in "limbo" in the hospital with all the inherent  

isolation from his/her home, friends and community and associated physical and 

medical risks that prolonged hospitalization presents. 

 Programs licensed by DBHDS, while they are not skilled nursing or rehab nursing 

facilities, are not Assisted Living Facilities, nonetheless, hospital staff, including the 

Social Workers who coordinate some aspects of discharge, may lack confidence in 

the ability of the community residential programs to provide the necessary care. 

 Absent a relative who is a strong advocate, the hospital may exclude all members of 

the individual's person-centered-team, including the Case Manager, from the 

care/discharge planning. 
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Possible Solutions: 

 Build a partnership of primary medical care, acute care hospitals, community 

services boards, home health providers and the providers of ID/D services with the 

goals of reducing both the episodes of care and the length of stay.  Utilize and/or 

expand the use of the admission, discharge and transfer (ADT) system common to 

many hospitals, to automatically transmit the discharge record to the PCP for 

appropriate follow-up. Provide education to hospitals regarding the ID/D population 

and service system, including the significance of the planning team partners. 

 Provide incentives for active participation of provider staff in the support of the 

individual while in the hospital thereby improving the patient’s ability to communicate 

effectively and receive the support in accomplishing tasks normally left to the patient, 

and in training of hospital staff in supporting the individual. 

 Provide incentives for the hospital to include members of the PCP team in the 

development of discharge plans which facilitate the shortest possible length of stay.  

 When establishing a substitute decision maker for discharge planning is the only 

appropriate option, provide an incentive for the local DSS to establish a 

temporary/limited guardianship.  

 Provide new technology, by funding the infrastructure, to permit on site electronic 

monitoring.  In those instances where key indicators can be monitored efficiently, 

there can be intervention at a point which may avoid readmission for inpatient care. 


