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A nursing and rehab center in the northeast has recently 

implemented a behavioral health team of psych social 

workers, clinical psychologists and full-time music therapists 

as a way to reduce psych-related medication use, better 

manage dementia and Alzheimer’s patients and align with 

payer policies, according to Ellen Casey, administrator at 

Wilton Meadows Nursing and Rehabilitation in Connecticut.

Reduction of anti-psychotics in SNF’s is a big initiative with 

CMS,” Casey said. “We aren’t getting penalized for using anti-

psychotics right now, but if we don’t, CMS might penalize us 

financially.” Besides reducing anti-psychotics, Wilton’s clinical 

psychologists use talk therapy and behavioral health 

interventions to help patients with dementia. One in three 

seniors dies with Alzheimer’s or another dementia according 

to the Alzheimer’s Association. The progressive disease kills 

more than breast cancer and prostate cancer combined.

Wilton is analyzing its data to see if patients are improving 

and how much therapy is provided. “$667 a day is our 

average Medicare rate and we’d like to go higher with the 

new patient driven payment model (PDPM), but we’ll see.”



Nursing Rehab Center (cont.)

Higher Medicare payments will depend on case mix. Higher 

acuity patients, for example, will be better reimbursed than 

healthier patients who just need some physical therapy for 

their knee replacement. 

Not Apples to Apples

While Medicare pays for post-acute care, Medicaid, in 

contrast, pays for long-term care. Wilton Meadows gets $229 

a day per patient, says Casey. “Before I got here, [Wilton] 

was losing 1.5 million dollars a year but now we’ve turned it 

around to break-even. We’re projecting to make a profit [in 

2020].” 

Casey says they’ve been able to maximize their case mix 

index (CMI) reimbursement for their Medicaid population.

In Connecticut, nursing home beds are being reduced and 

the state has been flagged for discharging more people to 

nursing homes than other states. “Many people want to stay 

home but there are people who can’t survive there.” 

Connecticut was attempting to cease Medicaid 

reimbursement to SNFs with low occupancy rates.

Starting this July, Connecticut will use the same data CMS 

uses to calculate Medicaid rates. “We won’t have to provide 

more data and the state will calculate a new rate quarterly, 

based on the acuity of care, so we’re hopeful it’ll help us,” 

Casey says. 
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Nursing Rehab Center (cont.)

All-cause readmissions are another issue entirely. If someone 

goes to the hospital for pneumonia then to Wilton Meadows, 

then is released and falls and fractures their hip, Wilton 

Meadows still gets penalized. 

“You can’t control everything,” she says. In 2010, one of the 

nation’s first studies on the causes of 30-day readmissions 

highlighted how SNFs and hospitals needed to change. It 

pointed to the role mismanagement of medication played in 

avoidable readmissions. The 400+ SNFs in this study 

reported at that time how often hospitals failed to provide 

details about the ‘true picture’ of a patient’s health and failed 

to report information about medications. That study, available 

here, reveals just how vital communication during transitions 

can be in helping avoid a readmission. Nearly 40% of SNFs 

said that those with dementia, for example, are highly 

susceptible to a readmission.

For its part, Wilton Meadows relies on APRN’s to do 

assessments before patients get worse. Casey notes that the 

federally promoted program called “Stop and Watch” has 

helped promote diagnostic services and helped reduce 

hospital readmissions. 

Information 450 SNFs Say Is Missing From Hospitals 

That Increases Readmission Risk

1 True picture of patient’s health (comorbidity, fall risk)

2 Symptoms patients had during hospital stay related to 

infection (e.g. diarrhea)

3 Medications tried in hospital, ensuing side effects

4 Incomplete medication reconciliation records; meds 

don’t match discharge notes

5 Secondary reasons for initial admission

http://s3.amazonaws.com/zanran_storage/blogs.hcpro.com/ContentPages/105366605.pdf
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