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LEGISLATIVE PROGRAM REVIEW AND INVESTIGATIONS COMMITTEE 

CONTAINING MEDICAID COSTS IN CONNECTICUT 

SUMMARY 

CHAPTER I. PURPOSE AND SCOPE 

The Legislative Program Review and Investigations 
Committee issued a "Preliminary Review of Selected Medicaid 
Issues in Connecticut," in March, 1976. The preliminary 
report made some two dozen important recommendations, many 
of which have already been implemented (p. 1}. 

The purpose of this report is to provide an in-depth 
analysis of the state's Medicaid program, to identify pro
blems and to recommend solutions designed to improve per
formance and reduce the rate of growth in program costs 
(pp. 1-2}. Medicaid expenditures in Connecticut have been 
increasing at an average annual rate of more than 15% since 
FY 1971, and are expected to exceed $200 million in FY 1977. 

The scope of the study included four main types of cost 
controls--eligibility controls, price controls, utilization 
controls, and expenditure controls (p. 2}. 

Data were gathered from numerous sources, including 
documents and reports, more than one hundred interviews, 
a survey of eligibility workers, field visits and a public 
hearing (p. 2}. Approximately 28 person months were con
sumed by the Committee's multidisciplinary staff in collect
ing and analyzing the data presented in this report. Some 
four dozen recommendations are made on ways to improve 
Department of Social Services (DSS} operations and to 
contain Medicaid program costs. Some of these recommenda
tions require relatively small increases in appropriations 
for administration in order to save large sums of misspent 
funds due to inadequate controls. Further, many of the 
recommendations will have spillover benefits of reducing 
other welfare program costs through improved administrative 
controls (pp. 3-4}. 

CHAPTER II. INTRODUCTION TO MEDICAID 

Title XIX of the Social Security Amendments of 1965, 
provides for grants to states for medical assistance 
(Medicaid}. In Connecticut, the Department of Social 
Services (DSS} administers the Medicaid program together 
with other state welfare programs (p. 5}. 
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Two groups of persons may be covered under Medicaid: 
the "Categorically Needy," such as AFDC recipients, and 
the "Medically Needy," who receive no cash assistance 
(p. 5). States are required by federal law to provide 
medical assistance to persons receiving cash assistance 
under any of the federal categorical programs (Categoric
ally Needy). States may elect, as Connecticut has, to 
provide medical assistance to an intermediate group 
(Medically Needy) whose income and assets exclude them 
from cash assistance, but who are unable to afford necessary 
medical care {pp. 5-6). 

Federal law provides a comprehensive list of services 
that a state Medicaid plan may include. Of these, certain 
services must be provided, and others are optional. Connecti
cut provides the full range of optional medical services 
{p. 7). 

While the number of Medic?id recipients has only 
doubled from about 90,000 in 1967 to about 180,000 in 
1976, Medicaid expenditures were six times higher in 1976 
($188 million) than in 1967 ($32 million). 

A major cause of Medicaid cost increases in Connecticut 
is the imbalance in levels of care provided by the nursing 
home industry. Connecticut spends nearly half of its 
Medicaid budget on expensive skilled nursing care, while 
other states average only 20%. Conversely, other states 
average about 16% of Medicaid budgets for lower cost inter
mediate care, while Connecticut spends only 4% (pp. 9-11). 
Chapter VIII is devoted to an in-depth examination of 
nursing home problems and proposals for correcting the im
balance in levels of care available. 

CHAPTER III ELIGIBILITY CONTROLS 

DSS efforts to ensure that only those eligible for 
program aid receive it are discussed in this chapter. The 
most recent Quality Control Report (July-December, 1975) 
shows that 20% of AFDC cases are either overpaid or in
eligible (p. 13). Misspent funds (cash and medical assist
ance) due to errors in the AFDC program alone are estimated 
at $15.5 million annually. This does not include medical 
payments for ineligible Medically Needy recipients (p. 14). 

While an increasing proportion of errors in the AFDC 
caseload are attributed to clients rather than the agency, 



S-3 

LPR&IC analysis suggests that some of these may re-
sult from agency inaccessibility. Improvements, especially 
in telephone service, are recommended. 

As part of its latest corrective action plan, DSS 
proposes to study expansion of a pilot project (High Risk 
Unit) which has been successful in reducing errors in 
earned income cases (p. 17). It is recommended that DSS 
expand the High Risk Unit statewide if justified by a 
cost-benefit study. It is also recommended that the 
Department make better use of Quality Control Reports in 
the district offices by scheduling more frequent meetings 
with district directors on Quality Control findings and 
corrective action plans (pp. 18-20). 

Verification of recipient resources are attempted only 
when income or assets are reported by the client. In 
addition, the system for verifying the presence of children 
and absence of fathers in AFDC homes is weak and does not 
include home visits. It is recommended that home visits 
be made on a sample of cases or when fraud is suspected 
(p. 21). 

A redetermination of eligibility is required on all 
AFDC cases every six months and on all Medically Needy 
cases annually. While timely AFDC redeterminations are 
being done, Medically Needy redeterminations are not being 
accomplished as required. Because a pilot project in the 
Hartford district office shows that substantial savings 
could be made by reexamining the eligibility of Medically 
Needy cases, it is recommended that Medically Needy re
determinations be performed annually as required by federal 
law and that the General Assembly fund the additional staff 
necessary to perform this important cost-saving function 
(p. 24). 

DSS administrative structure for managing caseloads is 
separated into three main units: eligibility services, 
income maintenance, and social services. Because workers 
in eligibility services and income maintenance perform 
similar tasks, it is recommended that the two units be 
combined (p. 26). 

The system for managing caseloads is a "bank" approach 
in which cases are serviced by workers randomly or alpha
betically. This system has major weaknesses since it is 
difficult to assign responsibility for particular actions 
or errors to particular workers. Therefore, it is re
commended that the Department study the feasibility of 
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moving to a "caseload" system in which specific cases are 
assigned to each worker for long-range service (p. 27). 

Adopting a caseload system may require other changes. 
For example, it was found that some workers lack basic 
skills needed to perform their jobs. It is recommended 
that the specifications for the entry level position of 
"welfare aide" be revised to require passing a job-related 
competency test (p. 28). 

The workload and financial responsibility (excluding 
adult and CAMAD cases) of eligibility workers in DSS is 
incommensurate with qualifications and salary. On average, 
each worker handles cases totalling over $1 million annual
ly in cash assistance and medical aid and which account 
for over $100,000 per year in errors (pp. 28-29). 

It is recommended that the Department study more thorough
ly the process time for case actions so that reasonable 
workloads can be developed for workers. In addition, be-
cause work output is monitored poorly in some work units, 
it is recommended that the Department develop performance 
standards by which workers can be evaluated (p. 29). 

It was found that management practices and application 
of policy varies, sometimes considerably, from one district 
office to the next. To improve program administration, 
it is recommended that DSS interpret policy clearly at the 
central office and apply policy uniformly in the districts. 
Furthermore, staff/workload ratios should be equalized and 
uniform management guidelines should be implemented state
wide (p. 30). 

A survey of eligibility workers was conducted to deter
mine worker attitudes toward their training, working condi
tions, and morale. Workers reported that training was 
inadequate, and that they were dissatisfied with working 
conditions, salary, and opportunities for career development 
offered by DSS. It is recommended that an effective and 
meaningful training program for workers be implemented, 
and that training of supervisors be improved. It is also 
recommended that working conditions be upgraded in the 
district offices. It is suggested that the state personnel 
system be reviewed to determine if changes are needed to 
make the system more responsive to state manpower needs. 
A suggestion is also made that the Departments of Personnel 
and Finance and Control, the State Personnel Policy Board, 
and the Legislature cooperate with DSS efforts to implement 
a flexible career ladder for employees (pp. 30-39). 
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The chapter concludes with a discussion of recipient 
fraud. AFDC Quality Control Reports suggest that willful 
misrepresentation by clients may cost the state as much as 
$9.2 million in AFDC cash assistance and $1.5 million in 
Medicaid services. Further, the number of "client errors" 
is increasing at an alarming rate (p. 41). 

Fraud referrals from DSS to the Department of Finance 
and Control may be reviewed as many as six times and take 
three months or more to process. In spite of this, 50-75% 
of the fraud referrals contain inadequate information, 
according to Finance and Control investigators. It is 
recommended that the fraud referral procedure be simplified 
and that Connecticut statutes be amended to require DSS 
to refer to Finance and Control only those cases in which 
recipient overpayment exceeds $500. It is also recommended 
that resource unit supervisors in the district offices 
serve as fraud referral specialists and act as liaison 
to the Central Collections Unit in the Department of Finance 
and Control. In addition, it is recommended that DSS 
publicize its public fraud referral program (P.O. Box 567) 
(pp. 40-41). 

Most data on recipients is not checked by DSS unless 
specific information is supplied by clients. Because an 
increasing number of recipients fail to report information 
or report inaccurate information, it is recommended that 
DSS evaluate the feasibility of cross matching eligibility 
files with records at the Departments of Labor and Motor 
Vehicles, Court Registries and school districts (p. 44). 

To recover child support payments from absent parents, 
LPR&IC supports full compliance with the federal Title IV-D 
program. It is recommended that a separate line-item be 
contained in the budget to facilitate oversight of this 
program (p. 45 ). 

CHAPTER IV. PRICE CONTROLS 

In Connecticut there are five rate-setting bodies, 
each having jurisdiction over particular types of vendors 
(p. 47). 

Hospitals. The Commission on Hospitals and Health Care (CHHC) 
sets private rates for hospitals and long-term care facili
ties. Based on CHHC rates and other factors, the Committee 
on State Payments to Hospitals establishes Medicaid reim
bursement rates for these services (p. 49 ) . In the case 
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of inpatient hospital services, interim rates are set in 
advance, payment is made at the interim rates, and year-
end adjustment is made to reflect utilization and actual 
costs {p. 52 ) . The retrospective adjustment for cost in
creases substantially undermines the potential effectiveness 
of the "prospective" rates. 

Outpatient clinics and emergency room rates are based 
on data 21 months out of date. A time lag adjustment is 
made, but it appears inadequate. In addition, statutory 
caps on rates are too low and should be removed to allow 
CHHC more flexibility. Multi-purpose, community-based 
outpatient clinics are an important resource, and their 
growth should be fostered in needed areas {pp. 52-53 ) . 

Nursing homes. Long-term care accounted for 53% of Connecti
cut Med1ca1d expenditures in FY 1976. Numerous abuses 
nationwide have prompted HEW to require a strict cost
related reimbursement system {pp. 55-56). 

While a new system was being developed, an interim 
reimbursement system was put into effect. The system was 
based on 1974 costs plus a 5% adjustment for inflation. 
Many nursing homes in Connecticut have reported signifi
cant financial losses as a result of the interim rates. 
Therefore, LPR&IC recommends that the Committee on State 
Payments accept and expedite rate appeals from homes able 
to fully document such losses. 

Connecticut's proposed cost-related reimbursement 
system was not implemented on July 1, 1976 as planned, 
due to numerous objections from the industry including 
the failure of the Committee on State Payments to comply 
with the Uniform Administrative Procedures Act. Although 
LPR&IC endorses the proposed system, adequate information 
has not been provided to explain how the reported data will 
be used to establish rates. It is therefore recommended 
that the Committee on State Payments issue a handbook 
specifically describing the rate determination process 
{pp. 56-5~. 

Each facility's audited costs will be separated into 
controlled cost centers, uncontrolled cost centers and 
asset valuation. Because there is widespread concern that 
the asset valuation method of the proposed system will 
severely jeopardize the future of the nursing home industry 
in Connecticut, it is recommended that the Committee on 
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State Payments contract for an independent examination of 
the Fair Rental Value System of asset valuation for its 
long-range impact on the nursing horne industry (p. 59). 

To induce efficiency, financial incentives will be 
offered to homes meeting certain criteria. However, it 
is recommended that the incentives be reviewed to determine 
if they should be made more att.cac::tive (P·· 6·0). 

Drugs. Connecticut presently employs a cost plus professional 
fee method for reimbursing pharmacies. Although this 
appears appropriate for walk-in customers, an estimated 
$900,000 could be saved if pharmaceutical services were 
provided to nursing homes on a low bid contract system. 
It is recommended that the Department of Social Services 
examine reinstitution of the bid system for providing 
pharmaceutical services to nursing homes (p. 62). 

Doctors. Reimbursement for physician services is based on 
a "Relative Value Scale," which assigns units of value to 
each medical procedure according to time and complexity. 
A single unit is reimbursed at the rate of $4.50 for basic 
medical services and $5.00 for surgery and radiology (p. 63). 
These rates have not been updated since 1973. 

Ambulances. Recent increases in ambulance rates were based 
on unaudited costs presented at a public hearing. It is 
recommended that the Department of Health provide the 
Office of Emergency Medical Service the use of a financial 
analyst for the ambulance rate determination process (p. 66). 

Equipment. Until recently the state stocked durable medical 
equipment (wheelchairs, crutches, braces) to be dispensed 
upon DSS authorization. This procedure resulted in many 
problems, and the state will soon contract out for this 
service (pp. 66-67). 

CHAPTER V. UTILIZATION REVIEW 

Utilization review (UR) is a system used to determine 
the appropriateness of medical care provided and to identify 
and prevent overutilization of medical services (p. 68). 

Most non-emergency medical services provided in 
Connecticut require prior authorization from the DSS Medical 
Review Team (MRT). This team is composed of several part
time specialists and a Medical Director. The workload is 
such that an average of six minutes can be spent on each 
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prior authorization request. Because policy communication 
with providers is essential, because an effective prior 
authorization system is a deterrent to overutilization, 
and because MRT positions are 75% federally reimbursed, 
it is recommended that DSS expand its Medical Review Team 
to include one or more additional full-time consultants 
and a full-time Medical Director (p. 69 ) . 

The Department has considered decentralizing its HRT 
staff to the various district offices. The Committee 
recommends that the MRT operation remain in the Central 
Office (p. 69 ) . 

DSS has no formal regulations that effectively control 
the use of non-emergency ambulance service. It is re
commended that a procedure be established for the daily 
reporting and sample auditing of ambulance claims. In 
addition, welfare recipients should be made aware of 
alternative types of medical transportation available 
to them (p. 7CJ) • 

Connecticut spends nearly $3 million annually on 
elective surgery, one-third of which the Department esti
mates as being unnecessary. DSS intended to implement 
a second medical opinion requirement for six surgical 
procedures by January 1, 1976. Because of administrative 
delays and failure to adopt formal regulations, the plan 
has not yet taken effect. As much as $1 million may al
ready have been lost in calendar 1976 (pp. 70-71 ) . 

In FY 1975, drug utilization per Medicaid recipient 
rose at the alarming rate of 18%. DSS pharmaceutical 
reviewers should periodically review a sample of pharmacy 
billings to determine whether departmental policy is 
being followed with regard to drug quantity, refills and 
narcotic and alcoholic drugs. Further, DSS should reduce 
its restriction on the number of refills allowed for birth 
control prescriptions. 

Federal regulations require that pharmaceutical services 
provided at a skilled nursing facility be under the super
vision of a qualified pharmaceutical consultant. Many 
such consultants provide these services without fee, but 
usually when they also provide upwards of 70% of the drugs 
used in the home. Uncontrolled, these financial arrangements 
have the potential of creating a direct conflict of interest. 
It is recommended that the State Pharmacy Commission and 
State Department of Health promulgate regulations which will 
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effectively control the professional services provided b~ 
nursing home pharmaceutical consultants. All pharmaceut1cal 
consultants should be paid on a fee basis (pp. 74-7~. 

As a means of safeguarding against unnecessary surgery 
and other excessive treatments, the federal government 
has mandated states to establish local "Professional 
Standards Review Organizations" (PSRO's). Connecticut 
has four PSRO's which have begun limited operations. 
PSRO's will perform hospital length of stay (LOS) reviews 
by patient age and diagnosis for each Medicaid beneficiary 
(pp. 75-77 ) . 

CHAPTER VI EXPENDITURE CONTROLS 

The Medicaid fee-for-service payment system is examined 
in detail. The Medical Payments Section, which is respon
sible for manual review and preparation for computer pro
cessing of all Medicaid claims, was found to be under
staffed. LPR&IC recommends that existing vacancies be 
filled and that Medical Payments Section positions be 
reviewed for possible reclassification to attract and 
retain staff qualified to perform the important and complex 
manual review operations (pp. 78-83). 

A separate "Suspended Payments Unit" also is recommend
ed to relieve the Medical Payments Section of some of its 
current workload, to increase accuracy in the payment 
system, and to improve provider relations (p. 84 ) . 

The Department's lack of adequate staffing and 
effectiveness data on which to base cost-benefit analyses, 
as well as the lack of written instructions and formal 
training of personnel are noted. The LPR&IC recommends 
that a systematic study of claims processing be under
taken, and that appropriate detailed staff instructions 
be developed, along with the development of pre-service 
and in-service training program (pp. 85-87 ). 

The Medicaid program must be the payor of last resort. 
Yet, the Department's system for holding other "third 
parties" (private insurers, Medicare) liable is weak. The 
LPR&IC recommends that a separate "claims recovery" uni~ 
be established to follow-up insurance and accident liability. 
With proper organization and training, this unit could 
recover significant amounts of erroneous Medicaid payments. 
Additionally, it is recommended that the Department explore 
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the use of a private contractor, as the Departments of 
Health and Mental Health have, to recover Medicaid pay
ments where the Medicare program had primary liability 
(pp. 87-90). 

The Post-Payment Audit Group is also understaffed, 
limiting their capability to effectively make use of the 
available post audit reports. The LPR&IC recommends 
that the staff of this section be augmented to increase 
the detection and recoupment of overpayments. An automated 
claims recovery system is also suggested which would 
allow the Department to withhold payments to vendors until 
overpayment balances are recouped (pp. 90-93). 

To control rising drug costs, and fully realize 
projected savings of the drug substitution law (P.A. 76-166) 
the LPR&IC recommends that DSS implement a policy which will 
reimburse pharmacists only for the lowest cost generic 
equivalent (p. 95 ) . 

DSS conducts a very limited review of drug bills 
using a pharmaceutical reviewer and a computer edit routine 
which suspends only those line-items which exceed $16. 
It has been demonstrated in other states that some private 
contractors have pharmaceutical cost auditing and utiliza
tion control systems which would cost significantly less 
to operate and would generate additional savings through 
cost and utilization controls. The LPR&IC recommends 
that formal bids be solicited for such a system (p. 96 ) . 

Vendor fraud is a topic of growing national concern. 
HEW has recently established a Medicaid Fraud and Abuse 
Unit and LPR&IC recommends that DSS seek this unit's 
assistance in establishing a vendor fraud and abuse unit 
for Connecticut (pp. 96-98 ) . The Department has not promul
gated regulations regarding vendor fraud as required by 
P.A. 76-242. Since very few (approximately one per year) 
vendor fraud cases are prosecuted, regulations should be 
issued to facilitate the prosecution of vendor fraud 
cases. 

CHAPTER VII MEDICAID MANAGEMENT INFORMATION SYSTEM 

HEW has developed a computerized system (MMIS) to 
help states contain Medicaid costs by reducing processing 
errors and facilitating control of misuse and abuse of 
the program (p. 101 ) . 
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HEW grants financial assistance for 90% of 
costs to states which develop an approved MMIS. 
system becomes fully operational, HEW increases 
reimbursement for its operation from 50% to 75% 

development 
When the 

the federal 
(pp. 103-104 ) . 

Although the Department's MMIS development staff have 
been able to identify the problems of the existing system 
and to propose an appropriate solution, they have had problems 
implementing it. 

Unless, management of the MMIS project is improved, 
the project will not meet its scheduled two-year completion 
date. Therefore, LPR&IC recommends that DSS recruit a 
full-time director to assume responsibility for the MMIS 
project. To aid project managers in controlling, monitor
ing, and reporting on the progress of the MMIS project, 
LPR&IC recommends that the Department of Finance and 
Control's State Data Processing Division make available 
to the Department of Social Services a project management 
system (p. 109. 

To help plan for the transition from the old system 
to the new, LPR&IC recommends that the Department of Social 
Services include, as part of the organizational analysis 
required for MMIS development, a Personnel Resource Impact 
Statement. It should identify all changes in agency staff
lng required for the new system, including staff increases 
or decreases (p. 109 ) . 

Unless Connecticut takes an aggressive approach in 
following up its surveillance and utilization reports to 
recoup overpayments and to refer fraud cases, it will 
not realize the full potential savings from MMIS. The 
computer can only generate information which must be inter
preted and followed up with investigatory work and, in 
some cases, court action. It is essential that DSS plan 
ahead for different staffing needs after MMIS is imple
mented if maximum benefits are to be experienced {p. 110). 

CHAPTER VIII INSTITUTIONAL PROVIDERS OF LONG-TERM CARE 

The high percentage of Connecticut's Medicaid funds 
spent on skilled nursing facility care warranted in-depth 
discussion of the reasons why so many elderly Medicaid 
patients are placed in skilled nursing homes and what can 
be done to reduce nursing home costs. 
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While the new cost-related reimbursement system (Chapter 
IV) will go far to improve nursing home accountability and 
assure that Medicaid only pays legitimate costs, other 
changes are needed to correct the current imbalance in 
levels of care provided and to assure that patients are 
appropriately placed. As many as 20-50% of Medicaid 
patients in long-term care facilities may be inappropriately 
placed in skilled nursing homes at an excess cost of at 
least $6 million for FY 1977. New federal regulations 
require appropriate placement of Medicaid patients and 
non-compliance could mean substantial loss of federal funds 
to the state (pp. 111-112 ). The Committee recommends that 
the Department of Social Services establish a policy that 
skilled nursing facilities caring for reclassified (ICF) 
Medicaid patients either accept ICF reimbursement or the 
patient will be transfered to a facility that will accept 
the ICF reimbursement (p. 112 ) . 

Providers of long-term care are described and the 
problems of limited information about Medicaid convalescent 
population is discussed (pp. 112-117). It is recommended 
that DSS analyze general convalescent characteristics and 
trends to aid in planning and budgeting (p. 117). 

Determining appropriateness of Medicaid long-term 
care is the function of two federally-required utilization 
review groups--Utilization Review Committees (URC's) and 
DSS Patient Review Teams (PRT's). PRT effectiveness in 
controlling overutilization of skilled nursing homes has 
been hindered by staff shortages and insufficient training 
(pp. 117-121). The Committee recommends that DSS seek funds 
for additional PRT staff and improved training to improve 
effectiveness in this important cost control area (p. 121 ) . 

Appropriate and timely discharge planning and patient 
placement is recognized as still another means of controlling 
overutilization and reducing long-term care costs. Suggest
ed improvements in long-term care planning include a re
commendation to increase the number and training of~trict 
office adult service workers who are responsible for arrang
ing care and services for elderly clients (pp. 121-123 ) . 

Needed revision of the state's outdated Public Health 
Cost to facilitate development of a broader continuum of 
long-term care, multi-level facilities able to adjust care 
to patient needs, and compliance with federal regulations is 
outlined (p. 124 ) . The Committee recommends amendment of 
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the Code to establish two levels of intermediate care. 
In addition, a recommendation is made for statutory annual 
review of the Code to insure its continued relevance 
( pp . 12 4 -12 5 ) . 

The relation of quality of care to the revision of 
standards and costs is briefly discussed. While LPR&IC is 
not in a position to issue a definition of quality care, 
the Governor's Blue Ribbon Committee is studying the 
relation of quality to standards. It is recommended that 
the findings of this important Committee be fully consider
ed during Code revision (pp. 125-126 ) . 

Weaknesses in the federally-financed Medicare program 
are presented. Many older persons require care (other 
than skilled nursing) which is not covered by Medicare. 
As a result, the Medicaid program has had to assume in
creasing responsibility for long-term care of the elderly. 
Since revisions in Medicare and Medicaid legislation are 
now being considered by Congress, it is recommended that 
DSS prepare and submit to the Connecticut Congressional 
Delegation, a document outlining current deficiencies and 
recommending specific changes (pp. 126-127 ) . 

CHAPTER IX ALTERNATIVES TO INSTITUTIONALIZATION 

In Chapter IX, the role of alternatives to institution
alization in the continuum of long-term care for the 
elderly is discussed. The many existing services--home 
health care programs, adult day care, elderly foster 
homes, the Triage program and a proposed home care demon
stration project--are described. 

It is suggested that home health care, a Medicaid 
reimbursable service, is not being utilized to its full 
potential despite the possible cost-savings (p. 128 ) . 
Utilization of home care, like other alternatives, is 
hampered by confusion over Medicaid reimbursement, an 
institutional bias, and the difficulties in coordinating 
an appropriate alternative care plan (pp. 132 ) . 

While savings cannot be acurately estimated, the State 
Department on Aging (DOA) is conducting studies to determine 
the cost-effectiveness of alternative care (pp. 132 ) . 
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I. PURPOSE AND SCOPE 

In February, 1976, the Legislative Program Review and 
Investigations Committee began its work on a study of Medi
caid in Connecticut. In accordance with the Committee's 
request, the staff prepared a "Preliminary Review of Select
ed Medicaid Issues in Connecticut" focusing on pending 
legislation and budgeting, especially the Department of 
Social Services appropriation for Medicaid. 

The report endorsed six pieces of legislation, all of 
which have subsequently become law. Most notable among 
these were a generic drug substitution bill, a vendor fraud 
bill, and a bill to establish uniform applications and re
ports in the General Assistance program. Also recommended 
and passed were the addition of a budget line-item for 
$308,250 for needed staff on the Medicaid Management Infor
mation System (MMIS) project, and a reduction of $3 million 
for reduced nursing care. 

Recommended, but still unimplemented by DSS, are (1) a 
second medical opinion on elective (nonemergency) - surgery, 
(2) filling a vacancy for a second pharmaceutical reviewer, 
and (3) stepped up recoupment efforts from Medicare and 
other third party payers. 

Purpose 

The purpose of this larger study was to conduct a re
view of the Medicaid program as a whole--to identify problems 
and recommend solutions in the areas of program performance, 
accountability and cost. 

Inefficiencies in paper flow, manual claims processing, 
and caseload management have been analyzed. DSS ineffect
iveness in reducing eligibility error rates, in controlling 
overutilization of services, and in auditing claims for 
payment are also addressed. Failure to comply with federal 
law (Medicaid redetermina tions, reducing reirnbursement _for 
ICF patie nts i n SNF's) a nd sta t e l aw on s e v e r a l occasions 
are noted. Many of these problems are due to insufficient 
and inadequately trained staff. Recommendations are made 
throughout for upgrading administrative capabilities. Other 
problems may be solved by the implementation of MMIS (which 
is having its own problems--see Cha pte r VII). The re c a n be 
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no disagreement that increased administrative expenditures 
will not guarantee improved performance. When administra
tive resources fall below some critical level, however, it 
becomes impossible to comply with federal and state regula
tions. By reducing administrative overhead as a means of 
controlling Medicaid (and welfare in general) costs, the 
state may have been "penny-wise and pound-foolish." 

Scope 

The scope of this study is as broad as Medicaid in 
Connecticut. It examines four main types of cost controls: 
(1) eligibility controls, (2) price controls, (3) utiliza
tion controls, and (4) expenditure controls. In addition, 
Appendices II-1 and II-2 review the medical costs of General 
Assistance (local welfare) , which is 90% state funded and 
CAMAD, which is 100% state funded. 

Sources 

Data were gathered from a variety of sources, includ
ing the Departments of Social Services, Health, Aging, 
Finance and Control and the legislative Offices of Fiscal 
Analysis, Legislative Research, and Public Health and Safety 
Committee staff. In addition, a public hearing was held 
at which some two dozen private sector "experts" were in
vited to testify. Representatives from the Connecticut 
Pharmaceutical Association, the Connecticut Hospital Associ
ation, Connecticut Association of Non-Profit Facilities 
for the Aged, Connecticut Association of Health Care Facili
ties, Health Application Systems, the Connecticut State 
Medical Society, and numerous others have been generous with 
their time. 

The Program Review and. Investigations Committee staff 
interviewed more than one hundred people during the course 
of this study. Field teams visited four of the six DSS 
district offices, and one suboffice. A survey was sent to 
all DSS employees regularly assigned to recipient eligibility. 
Documents were reviewed from numerous sources including 
academic institutions, HEW, GAO, private consultants, and 
audit and review agencies in other states. 

The research consumed 28 person-months, involving 
staff with advanced training and experience in operations 
research, public systems analysis, information systems, 
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accounting and auditing, economics, law, psychology, 
sociology, and government. 

Organization 

The report is divided into nine chapters, this being 
the first. Chapter II provides an overview to Title XIX 
(Medicaid)--the relationship between state and federal 
governments, eligibility, benefits, and program growth 
over its ten-year history. Chapter III examines eligibil
ity controls in detail for both "Categorical" and "Medically 
Needy" programs. Drawing heavily on DSS Quality Control 
Reports arid LPR&IC survey and interview data, numerous 
important recommendations are made. Chapter IV thoroughly 
examines the means by which all vendor reimbursement rates 
are controlled, and the significant results Connecticut 
has achieved in inpatient hospital rates. Some reimburse
ment methods need improvement, however, and alternatives 
are suggested. Chapter V examines utilization controls-
prior authorization, PSROs, pharmaceutical utilization--
and finds shortcomings. Expenditure controls are address
ed in Chapter VI--how claims processing pre-and post-audit
ing, and bill paying is handled in DSS. This chapter 
stresses the heavy reliance on manual . operations, which is 
costly, inefficient, and less effective than a comprehen
sive computerized system. The next chapter (VII) examines 
attempts to solve utilization and expenditure control 
problems with a new information system (MMIS); and, since 
nursing homes account for 53% of Medicaid expenditures, a 
full chapter (VIII) was devoted to long-term care. One 
possible solution to high nursing home expenditures is 
"alternative" care (noninstitutional support such as home 
health care, day care, Meals on Wheels) and the last 
chapter (IX) describes these options. 

A glossary of terms and abbrevi ations is provided in 
Appendix I-1. Appendix I-2 contains agency response to 
this report. Other appendices provide detail for the 
interested reader on other state funded welfare programs 
(CAMAD and General Assistance), research methodology, 
state and federal regulations, program budgets, and LPR&IC 
survey response. 

Some four dozen recommendations are made on ways to 
improve DSS operations and to contain Medicaid costs. Some 
of these recommendations require relatively small increases 
in appropriations for administration in order to save large 
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sums of misspent funds due to inadequate controls. Further, 
many of the recommendations will have spillover benefits of 
reducing other welfare program costs through improved adminis
trative controls {pp. 3-4). Estimated costs and savings are 
reported in gross figures, which will be shared 50% each by 
state and federal governments. 

The Program Review and Investigations Committee wishes 
to sincerely thank the dozens of busy people who cooperated 
in making this report possible. The careful review and de
tailed comments given by the Commissioner of Social Services 
and his staff are especially appreciated. Finally, the Committee 
wishes to thank Ms. Candy Barton for her care and patience in 
preparing the final report for publication. 



II. AN INTRODUCTION TO MEDICAID (TITLE XIX) 

Title XIX of the Social Security Amendments of 1965 
(P.L. 89-97), provides for grants to states for medical 
assistance programs. In Connecticut, the single state 
agency authorized to administer the Medicaid program is 
the Department of Social Services. The purpose of Title 
XIX is to assist states in providing (1) necessary medical 
services to families with dependent children, the aged, 
blind and disabled, whose income and resources are in
sufficient to meet the cost of such services, and (2) re
habilitation and other services to help individuals attain 
or retain capability for independence. 

Eligibility 

Each state is required to provide medical assistance 
to all persons who are "Categorically Needy." This group 
includes persons receiving cash assistance under one of 
the categorical programs--Aid to Families with Dependent 
Children (AFDC), or Aid to the Blind, Aged or Disabled 
(AABD--adult cases). In addition, Connecticut has opted 
to provide medical assistance to an intermediate group 
called "Medically Needy." "Medically Needy" refers to 
persons who have dependent children, are aged, blind or 
disabled, and whose income and assets exclude them from 
cash assistance, but are insufficient to cover medical 
expenses, including insurance. These recipients are also 
called "Title XIX only" · recipients because they receive 
Medicaid coverage but not cash assistance. All persons 
in this group would be eligible for cash assistance under 
AFDC or AABD if they had less income. 1 

To be eligible for Title XIX medical assistance 1n 
Connecticut, a "Categorically Needy'' individual must not 

1 Very low income individuals who are not aged, blind or 
disabled and are not in a family with dependent child
ren depend on local welfare (General Assistance) for 
cash and medical assistance (see Appendix II-1). 
In addition, disabled residents who do not qualify 
for federal benefits may apply for Connecticut Aid 
and Medical Assistance to the Disabled (CAMAD) . See 
Appendix II-2 for a description of this program. 
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have enough income to meet basic living costs such as food, 
clothing and shelter and must: 

(1) be a resident of Connecticut (a state may not require 
a period of durational residency); 

(2) not be in a public institution; 

(3) not have rrore than $250 in personal property, exclud
ing a $600 burial reserve; 

( 4) not own real property other than for personal occupancy; 

(5) not own a car unless deemed necessary for transporta
tion (shopping, medical care, job hunting); 

( 6) not have transferred property in the last seven years 
without receiving fair value; and 

(7) agree to turn over to the Corrmissioner of Social Services 
any proceeds on any pending claim excluding Social 
Security, Supplerrental Security Incnme, Unemployment 
Ccmpensation or Veteran's benefits. 

Applicants who are applying as "Medically Needy" must 
also meet certain income and personal property resource 
limits established by the Commissioner of Social Services 
(Regulation 17-134d-3). The current Connecticut Public 
Assistance Handbook limits annual gross income (minus 
employment expenses) to $2300 per year for one person or 
$2900 for two people. Connecticut's current poverty 
level for two elderly persons is about $3500, yet those 
who receive more than $2900 from Social Security or other 
benefits are ineligible for Medicaid. The alternative 
available to such couples is to separate or divorce in 
order for each to qualify for the $2300 (single person) 
income limit, and thus be able to have income up to $4600. 

Because these income levels are lower than those re
quired under federal regulations,! and because such levels 

1 Based on U.S. Bureau of Labor Statistics poverty 
levels, regionally adjusted. 
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implicitly discriminate against Connecticut's married 
elderly, DSS should request an increase in its Title 
XIX appropriation to reflect increased living costs as 
determined by HEW. DSS estimates that if income allow
ances were increased to federally mandated levels, it may 
cost an additional $5-6 million annually in Medicaid 
benefits, due to increased eligibility. 

Benefits 

Federal law provides a comprehensive list of ser-
vices that a state Medicaid plan may include (Appen-
dix II-3). Of these, certain services must be provided. 
These services are: (1) inpatient hospital, (2) outpatient 
hospital, (3) physician, (4) X-ray and laboratory, (5) skill
ed nursing, (6) early and periodic screening, diagnosis 
and treatment of children under 21, (7) family planning, 
and (8) transportation for necessary medical care. 

In addition, Connecticut provides the full range of 
optional medical services, including: (See Regulation 
17-134d-2) 

(1) rome health care, 

(2) private duty nursing, 

( 3) clinic services, 

(4) dental care, 

(5) prescribed drugs, dentures and prosthetic devices, 
prescription eyeglasses, and 

(6) any other medical care reaJ<3Ilized under Connecticut 
law including special therapy, oxygen and p:x:liatry. 

Federal Reimbursement 

Federal reimbursement to states for Medicaid is deter
mined by a statutory formula which is based soley upon per 
capita income (see Title 42, Section 1396). Reimbursement 
includes administrative costs, and can range from 50% to 
83%. Connecticut, with one of the highest per capita 
incomes in the nation, is, with minor exceptions, reimbursed 
for 50% of costs-~the lowest possible rate. 



Table II-1. M=dicaid expenditures by vendor type, Fiscal Years 1972-1976. 

Vendor 1972 1973 1974 1975 1976 1 -- -- -- -- --

Hospitals $ 23,375,699 $ 22,836,239 $ 24,944,656 $ 31,915,900 $ 38,740,134 
Hospital Clinics 4,836,087 5,807,816 6,424,157 8,410,796 10,205,633 
I.Dng-tenn Care 51,422,568 60,245,777 70,369,461 81,790,975 99,298,568 
Physicians 10,047,015 9,672,540 9,317,626 11,852,396 14,389,192 
~::Ental Services 2,089,100 1,952,343 2,046,527 3,316,815 ' 4,033,476 
Optometrists 765,261 I 740,596 723,554 1,133,162 1,369,505 
Drugs 5,927,538 6,060,127 7,021,600 9,127,406 11,087,370 
Ambulances 471,293 642,260 705,670 980,356 1,181,902 
Appliances 662,011 799,199 752,828 1,194,753 1,444,547 
Private Clinics and Labs 847,494 1,181,196 1,640,633 2,662,235 3,226,781 
Visiting Nurses 624,099 643,658 831,734 1,414,055 1,725,952 
All other Services 797,896 746,041 771,153 731,439 900,497 

I 
00 

Vendor Payments TOtal $101,866,061 $111,327,792 $125,549,599 $154,530,288 $187,603,557 I 

1 Breakdown by vendor type estimated; total vendor payments actual. 

Source: Department of Social Services 
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Program Growth 

Costs. Medicaid expenditures in Connecticut have expanded 
from $32.4 million in FY 1967 to $187.6 million in FY 1976. 
While the rate of growth in Medicaid expenditures is budget
ed at only 4.0% for FY 1977, the average annual increase for 
each of the five previous fiscal years has exceeded 15% (see 
Table II-1). 

Caseload. Similarly, the number of Medicaid recipients has 
grown from less than 90,000 in 1967 to over 180,000 in 
1976. Table II-2 shows caseload and Medicaid expenditures 
for Categorically Needy and Medically Needy recipients 
for FY 1975. Interestingly, AFDC cash recipients comprise 
nearly three-quarters of the state's Medicaid eligibles, 
but consume only one-quarter of its Medicaid budget. 
Conversely, the optional Medically Needy program enrolls 
20% of Connecticut Medicaid eligibles, but consumes 65% 
of its Medicaid expenditures (see below). 

Table II-2. M2dicaid caseload and expenditures, FY 1975. 

Categorically 
Needy 

AFOC 
Aged 
Blind 
Disabled 

'Ibtal 

Caseload 
(Eligible 
Recipients) 

128,074 
3,767 

116 
6,026 

137,983 

M:!dically Needy 

AFOC 
Aged 
Blind 
Disabled 

'Ibtal 

7,837 • 
16,606 

167 
10,155 
34,765 

172,748 

Percent of Medicaid 
'Ibtal Hedicaid Expenditures 
Eligibles (millions) 

74.1% 
2.2 
0.1 
3.5 

79.9% 

4.5% 
9.6 
0.1 
5.9 

20.1% 
100.0% 

$39.7 
2.6 
0.2 

11.0 
$53.5 

N/A1 

N/A 
N/A 
N/A 

$101.0 
$154.5 

Percent of 
'Ibtal M2di
caid Expendi
tures 

25.7% 
1.7 
0.0 
7.1 

34.5% 

N/A1 

N/A 
N/A 
N/A 

65.5% 
100.0% 

1 Breakdown of M2dically Needy expenditures not available by related 
category. 

Sources: Office of legislative Research and Department of Social Services 
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National Comparisons 

Connecticut Medicaid eligibles comprise approximately 
six percent of the state's population, compared with a 
national average of about 10%. In 1975 Medicaid expendi
tures per recipient averaged about $1~790 in Connecticut 
and $1,456 in the nation as a whole. Further, average 
payments for Medicaid recipients aged 65 and over reached 
nearly $3,600 in Connecticut, compared to about $2,400 
nationally (see Appendix II-4 for a breakdown for all 
states). This is primarily because Connecticut is over
supplied with expensive skilled nursing facility (SNF) 
beds and undersupplied with intermediate care facility 
(ICF) beds. Ninety percent of all nursing home beds in 
Connecticut are in SNF's even though various estimates 
suggest that up to half of SNF patients only require 
intermediate (ICF) care. Accordingly, Figure II-1 shows 
that Connecticut spent nearly half of its Medicaid ex
penditures on skilled care in 1975, while the national 
average is only 20%. Other states averaged 16% for low
er cost intermediate nursing care as compared to Connecti
cut's 4%. Chapter VIII analyses the problems associated 
with the nursing home industry in Connecticut and proposes 
solutions for correcting the imbalance in levels of care. 
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Figure II-1. Medicaid expenditures by vendor type, Connecti
cut and the Nation, FY 1975. 
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III. ELIGIBILITY CONTROLS 

A major goal of welfare programs is to see that pub
lic assistance is provided to those, and only those, who 
meet specified eligibility criteria. The operational 
objective of DSS eligibility units, therefore, is to make 
payments at the appropriate levels to eligible recipients, 
and to aggressively seek to eliminate ineligibles from 
the rolls. 

In this chapter, the system for establishing and 
controlling eligibility of recipients is reviewed. Eligi
bility error rates and quality control findings are 
examined, as well as agency efforts to reduce errors. 
In addition, progress in conducting periodic redetermina
tions of eligibility for Title XIX (including AFDC) is 
discussed. Agency administration and management of case
loads, staffing, training of workers, and employee morale 
are analyzed with respect to impact on work productivity 
and efficiency. The chapter concludes with a discussion 
of the problem of recipient fraud. 

Because all categorical (cash) recipients (AFDC, 
Aid to the Aged, Blind and Disabled) are automatically 
eligible for medical assistance under Title XIX, the 
eligibility system for the largest of these, AFDC (93% 
of all categorical recipients), will be emphasized in 
this analysis. 

Quality Control Review 

The U.S. Department of Health, Education, and Welfare 
(HEW) monitors each state's eligibility and cash payment 
error rates through its Quality Control (QC) Review 
System. Federal regulations require AFDC and Medically 
Needy QC Reports every six months. To meet federal re
quirements, the Department of Social Services maintains 
a Quality Control Unit staffed with 36 employees who 
continuously check the work of Department eligibility 
workers. 

QC review involves full field investigation of a 
statistically reliable sample of cases to verify eligibil
ity, amounts of award, and compliance with policy_. Error 
rates and excess cash payments can be projected for the 
entire caseload from errors found in the QC sample. In an 
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effort to ensure the validity and reliability of sample 
findings, HEW mandates that states follow a carefully 
prescribed sampling technique and investigative methodo
logy for both AFDC (45 CFR 205.40) and Medically Needy 
(45 CFR 250.25) QC reviews. As a further check, the 
federal government assesses QC systems for compliance 
with standards by periodically re-reviewing for accuracy 
a sub-sample of cases (AFDC) and claims (Medically Needy) 
reviewed in the state sample. According to HEW, Connecti
cut's QC review system meets federal standards. 

While Quality Control reviews for AFDC have been 
conducted for several years, the Medically Needy QC review 
is new. The first six -month review of Medically Needy 
paid claims covers the period from October , 1975 to 
March, 1976. The report is scheduled for release in late 
September and therefore was not available in time for 
analysis in this study . 

AFDC error rates and analysis of errors. There are three 
basic types of errors which can be made in cash assistance 
programs: (1) to pay an ineligible person, (2) to over
pay an eligible person, and (3) to underpay and eligible 
person. 

These errors can be caused by the agency or by the 
client. Table III-1 reports agency and client error 
rates and the esti mated c ost of these errors for the most 
r ecent r e por ting period, July-December, 1975. As shown, 
6.4 % of AFDC cases were ineligible, 13 . 4% were overpaid 
and 4.2% were underpaid. 

Table III- 1. AFOC error rates and estimated cost (cash and medical 
assistance), July-December 1975. 

Agency Errors 
Client Errors 
'Ibtal 

Ineligible 
1. 6% 
4.8 
6.4% 

Overpaid 
7.8% 
5.5 

13.4%2 

Underpaid 
3.1% 
1.2 
4.2%2 

Total 
12.5% 
11.5 
24.0% 

1 
2 

Ineligibility and overpayrrent errors combined. 
Numbers do not total due to rounding. 

Source: DSS Qual i ty Control Report, July-December 1975 . 

Estimated 
Armual Cost 1 

$4,000,000 
11,500,000 

$15,500,000 
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Though somewhat below the national average 1 of 
26.7%, Connecticut's 24% AFDC error rate accounted for 
an estimated $15.5 million in misspent cash and medical 
assistance for FY 1976. This does not include the cost 
of errors in the Medically Needy or "adult" caseloads. 
Agency errors in AFDC cost an estimated $4 million for 
the year. Client errors cost an estimated $11.5 million 
annually (see page39 for a discussion of recipient fraud). 
Although the overall error rate decreased slightly in 
1974-75, the cost of errors has been increasing (see 
Appendix III-2). While it would be impossible to elimi
nate errors completely and recover the full amount lost, 
substantial savings could be realized if error rates were 
reduced. 

Agency vs. client errors. During the most recent sample 
period, agency errors accounted for more than half (52%) 
of total errors while clients were considered responsible 
for the. remaining 48%. The proportion of client errors 
has been growing since 1974. 

The distinction between agency and client errors is 
not always clear. Generally, agency errors involve 
mistakes in administration and processing; whereas, 
client errors refer to failure of recipients to report 
information or to supply accurate information. Accord
ing to one federal official, ''client error" is difficult 
to analyze and control. Program policy and procedures 
must be clear so that recipients know what to report. 
Furthermore, the agency must facilitate reporting by 
clients by making its offices accessible. For example, 
clients may attempt to report information, but fail to do 
so because they cannot get through on the telephone. 

The possibility of this occurring in Connecticut was 
confirmed by an LPR&IC staff study of calls made to the 
Hartford district office. Between June 6 and June 23, 
1976, ten calls were made during normal business hours to 
the number provided to recipients for reporting information. 
Four of the ten calls were answered, but only after an 

1 Appendix III-1 lists AFDC QC error rates for all 
other states. 
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average of 10 rings. On the other six occasions, the phone 
was either busy (3 calls) or was not answered after 15 
or more rings (3 calls). In one case, the phone was not 
answered after 51 rings. Thus, clients may attempt to 
report information but give up when their calls are un
answered. Because of the costly growth in client errors, 
it is recommended that the Department of Social Services 
monitor, and improve where necessary, its telephone 
service to clients. While classified as a client error 
if new information is not reported, it may actually be 
the Department's fault if the client has made a reason
able effort. 

Major types of agency errors. In excess error cases (in
eligible and overpayment cases only) sampled during the 
July-December 1975 period, the most frequent types of 
agency errors involved: (1) earned income and the treat
ment of income, (2) shelter (computing rent allowances), 
and (3) WIN program (Work Incentive) registration. ' 
In two district offices, Hartford and New Haven, signi
ficant errors were also found involving life insurance. 
The most costly and consistent agency error during recent 
reporting periods involves earned income and treatment 
of income. The agency error rate involving earned income 
during the July-December, 1975 period would cost the 
state more than three-quarters of a million dollars on 
an annual basis. 

During the July-December, 1975 period, the most 
frequent client errors involved: (1) presence of the 
"absent" parent in the home (see p. 41), (2) earned 
income, (3) residence of specified children in the home, 
and (4) shelter. 

Eligibility errors. As indicated in Figure III-1, eligi
bility error rates have varied erratically over the 
previous five years. The highest ineligibility error 
rate, 8.4%, was reported for the period ending March 31, 
1973, while the lowest rate, 5.2%, was reported for 
December 31, 1971. While there is no distinct trend in 
eligibility error rates over the past two years, the cost 
of excess payments due to ineligibility errors has been 
steadily rising. 
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Figure III -1. Percent of AFOC cases ineligible and percent of dollars 
paid to ineligible cases (agency and client errors 
combined). 

8 .4 

8% 

7% 

6% 

5% 

4% 

I 
I 

/6. 2 
/ ,5.9 

\ / 4.8 

\ / 

~ 

6/71 12/71 6/72 12/72 3/73 9/73 6/74 12/74 6/75 12/75 

Reporting Period 
KEY 

% Error 
------' 

__ Jo of Payrrents 

Source: DSS Quality Control Reports 



-17-

Connecticut's ineligibility error rate for the July
December, 1975 reporting period equals the national aver
age of 6.4% (see Appendix III-I). Connecticut compares 
favorably to New York and Massachusetts, which have 
higher error rates, but is not doing as well as Rhode 
Island which reports an error rate of only 3.6%. Four 
states, Indiana, Nevada, North Dakota, and Wisconsin 
had ineligibility rates ranging from 1.1% to 1.7%. As 
a guideline for possible imposition of fiscal sanctions, 
HEW attempted to establish an ineligibility error toler
ance level of 3%. Only eleven states were at or below 
3% during any part of calendar year 1975. Widespread 
protest by states that the 3% figure was arbitrary led 
to a court decision against HEW. Debate over tolerance 
levels and fiscal sanctions continues, however. Some 
officials argue that changes in the federal quality 
control system are needed because present policy ignores 
the relationship between error rates and administrative 
costs. Increasing administrative costs to reduce errors 
may cost more than it saves. 

Agency eligibility errors stemmed primarily from 
failure to take indicated action on a case. Over the 
four recent reporting periods, errors resulted from 
failure to verify information where required by agency 
policy, and failure to follow-up on "impending changes" 
(e.g., child reaching age 18). In addition, errors 
occurred because workers disregarded or failed to apply 
reported information. Other errors resulted because 
policy was incorrectly applied. 

Corrective Action Plans 

The federal government requires that states develop, 
based on Quality Control findings, a corrective action 
plan to reduce error rates. Connecticut's most recent 
plan, forwarded to HEW in May, calls for the following 
action: 

(1) Reporting and analysis of errors by district office; 

(2) Exploring the possibility of hiring training staff 
for district offices; 

(3) Evaluation of the "High Risk" unit working on earned 
ina::Ire cases in the Waterbury district for possible 
expansion statewide; 
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( 4) Revision of rx:>licy on ownership of rrotor vehicles; 

(5) Special study of cases listed as ineligible because 
of absent parent' s presence in the hare; and 

( 6) A mana:gement study of ~rk flow and teclmiques in 
the income maintenance system. 

District office error rates. The December, 1975 QC report, 
for the first time, lists ineligible and overpayment 
error rates and types of error for each district office. 
As Figure III-2 indicates, agency error rates (ineligi
bility and overpayment) vary widely from district to 
district. The Norwich district reports the highest error 
rate, 12.6%, while the lowest rate, 4.1%, was found in 
the Waterbury district. The highest error costs, however, 
are reported for the Hartford and New Haven district 
offices. 

Beyond identifying specific error cases, the Quality 
Control reporting system is of limited use to the districts. 
District directors and supervisors interviewed by LPR&IC 
staff indicated that QC reports are not always clear in 
their implications with respect to program administration 
and staff training. It is therefore recommended that the 
Central Office of the Department of Social Services, to 
help districts better understand and utilize Quality Con
trol results, improve QC technical assistance to the 
district offices. Further the Central Office Research 
Staff reports that district directors and supervisors 
rarely call to discuss QC findings. It is also recommend
ed that district directors and supervisors meet at least 
quarterly with the Central Office Research Staff to discuss 
Quality Control findings and corrective action in their 
districts. 

The High Risk Unit 

In September, 1975, the Department of Social Services 
began a pilot project in Waterbury to determine the extent 
to which more qualified and better trained staff could 
r e duce e rrors in the most error- prone cases--those with 
earned income. Five college graduates, selected from the 
State Personnel Department's Connecticut Careers Trainee 
list, underwent an intensive five-day training session 
prior to placement in the Waterbury district office. All 
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Figure III-2. Agency caused errors by district office (eligibility 
and overpayment errors canbined) July-December 1975. 
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AFDC cases with actual or potential income were assigned 
to this group, known as ·the "High Risk Unit" (HRU). This 
Unit handled an initial caseload of 591 cases, distribut-
ed among the five workers on an alphabetical basis. By January, 
1976, the Unit was expected to handle all actions on 
assigned cases including redeterminations of eligibility. 
HRU workers have serviced an average of 120 cases per 
worker, a caseload considered reasonable by the Department. 

To evaluate the effectiveness of the project, the 
Department compared, over a 15-week period, actions made 
by the HRU to actions of a work group in the Hartford 
district office. Results showed that the HRU averaged 
150 actions per worker per week, twice as many as the 
Hartford workers. In addition, HRU workers made more 
referrals to the Resources and Support Units to investi
gate recipient income, assets, and liable parents. 

The Department of Social Services qualified the 
evaluation results by pointing out that the Hartford 
workers have a much heavier workload than that of the 
specialized HRU. Nevertheless, the HRU has demonstrat-
ed how changes in caseload management, training and super
vision can improve actions taken on cases. 

Because of the apparent success of the HRU, LPR&IC 
recommends that the Department of Social Services expand 
the High Risk Unit statewide if justified by a cost
benefit study. Such a study should compare increased 
staffing and training costs to projected savings. Since 
the Department did not conduct the pilot project with 
adequate controls for comparative purposes, the cost
benefit analysis must be based on estimates. 

Verifying Information 

The latest corrective action plan does not call for 
any changes in policy and procedure for verifying basic 
information. At initial application for AFDC and Title 
XIX, and again at redeterminations of eligibility, agency 
policy requires verification of information supplied by 
the client with respect to income, employment, third
party insurance coverage, and liable parents. In the 
case of AFDC families, the presence of specified children 
in the home is also to be verified. However, if no in
formation is supplied, under penalty of false statement, 
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no verifications are inititated, in spite of the fact that 
QC reports show that an increasing number of clients 
are failing to supply required information. 

Income and assets. If the client reports earnings, a 
verification request is sent to the client's employer. 
Similarly, banks are requested to confirm deposits, and 
insurance coverage is checked with the carrier. If none 
of these assets are reported, however, no verification 
attempt is made. 

The Department plans to periodically check employment 
information by crossmatching names and social security 
numbers with Department of Labor records. This procedure 
will be implemented when more staff is available, accord
ing to a Department official. Recommendations on addi
tional crossmatching procedures are made in subsequent 
sections of this chapter. 

Home visits. To confirm the presence of children in the 
AFDC home, the Department requires that clients produce 
birth certificates. School aged children are checked 
through school systems, although some school districts 
have at times been uncooperative. According to Depart
ment officials, verification of child dependency through 
birth certificates, is not foolproof. Eligibility work
ers and program administrators in the districts emphasize 
that home visits are the best way to verify residence 
of children. They contend, however, that this procedure 
would not be possible in all cases under the present 
case management system and workload. 

However, because home visits are necessary to verify 
residence of children as well as presence of the "absent" 
parent, (see pp. 41-42) it is recommended that home visits 
be made periodically on a sample of cases or in cases 
where fraud is suspected. Successful implementation of 
home visits in all family cases may require changes in the 
system of caseload management to be discussed in subse
quent sections. 

Re dete rminations o f Eligibility 

According to federal regulations, eligibility of all 
AFDC cases must be redetermined every six months and 
eligibility of all Medically Needy (Title XIX only ) cases 
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annually (45 CFR 206.10(9) (3)). In Connecticut, AFDC 
redeterminations have been conducted on an automated 
basis since June, 1974. Client appointments are 
scheduled by computer and failure to comply with re
determination requirements, results in discontinuation 
of assistance. Redeterminations of the Medically Needy 
are not yet being systematically conducted on a state
wide basis, although some district offices have worked 
on them from time to time. The Department blames staff 
shortages for the failure to meet the Medically Needy 
redetermination requirement. 

AFDC. Currently, almost all (98 . 8%) AFDC cases are being 
redetermined every six months, as required. In 1974 by 
comparison, 31.3% of cases sampled had not been acted 
on for seven months or more. Half of those had not been 
acted on for one year or more . 

While timely AFDC reviews were being done by June, 
1975, the work was not necessarily thorough and accurate. 
According to the July-December, 1975 QC report, 27% of 
agency errors occurred at the time of the redetermination. 

Workers interviewed in the districts agreed that the 
quality of redetermination reviews is sometimes poor. 
One worker disclosed that instructions were given to 
"skim over" the verification procedures in order to 
complete the quota of reviews . According to one DSS 
official, district personnel are "shellshocked" due to 
staff shortages and the heavy workload. 

Medically Needy. The DSS plans to jmplement annual eligi
bility review of all Medically Needy cases, as mandated 
by federal law, whenever more staff become available. 
Results of a pilot redetermination project conducted 
in Hartford appear to indicate that funding of such 
reviews would be amply cost-justified. 

The pilot project in Hartford was initiated in Jan
uary, 1976 with a mailing to 3,687 Medically Needy cases, 
all overdue for annual review. The project, staffed 
by 17 temporary employees and costing about $50,000, 
included a desk review of convalescent cases. 

As of July, 1976, 11.5% of the 3,086 cases reviewed 
had been discontinued, as shown in Table III-2. Most 
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cases were removed from eligibility because no response 
was made, the address was unknown, or income, assets, 
or other resources exceeded allowable limits. In 36 
cases, the client was no longer living. 

Table III-2. Medically Needy cases discontinued in Hartford. 

Sample Size: 3,086 
Discontinued: 354 (11.5%) 

Percent of Percent 
Reason Number Discontinuations Sample 

No response to mailout 84 23.7% 2.7% 
Address unknown 82 23.2 2.7 
Excess income, asset, or 

resources 76 21.5 2.5 
Deceased 36 10.2 1.2 
Failure to supply information 

to establish eligibility 22 6.2 0.7 
In public institutions 16 4.5 0.5 
Client request 11 3.1 0.3 
Out of state 8 2.2 0.3 
Child over 21 6 1.7 0.2 
Other 13 3.7 0.4 

Total 354 100.0% 11.5% 

Source: DSS Report, July 14, 1976. 

To estimate the cost of Medically Needy ineligibility, 
the Department computed payments made in FY 1976 for the 
first 122 cases discontinued. Payments were found in 58 
cases totaling $70,797. In the remaining 64 cases, no 
payments had been made. Projecting these results to the 
354 cases discontinued, the Department estimated over
expenditures of $200,000 last year in Hartford alone. 

Assuming an 11.5% ineligibility rate and similar costs 
statewide, projecting these results for the entire Medically 

of 
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Needy caseload (over 35,000) suggests that as much as 
$2,290,000 could be saved through annual redeterminations 
of the Medically Needy. DSS estimates that this would 
require 56 additional employees at an annual cost of 
$435,000. Thus, every $1 invested in these redetermina
tions could be expected to save more than $5 in payments 
to ineligibles in the Medically Needy program. It is 
therefore recommended that redeterminations of the ~1edically 
Needy caseload receive high priority and that the General 
Assembly fund the necessary staff. More will be said 
about number, quality, and training of DSS staff later 
in this chapter. 

Management and Administration 

Efficient administration of large caseloads requires 
good organization and management. Most DSS administr.ative 
staff and district officials interviewed conceded that 
existing systems and procedures for managing caseloads 
could be improved considerably. 

The Department recently received a grant from HEW 
to study AFDC administration and management. Specific 
problem areas to be examined include administrative 
structure, staffing, governmental regulation, and agency 
systems and procedures. The Legislative Program Review 
and Investigations Committee is hopeful that this study, 
being conducted simultaneously in California and Texas, 
will find ways to significantly improve DSS efficiency 
and effectiveness. 

Agency Structure 

Under the present system of caseload management 
(Figure III-3), the Department operates three primary but 
separate administrative functions: eligibility services, 
income maintenance, and social services. The chiefs of 
all three units report to the Deputy Commissioner. In 
addition, district directors, responsible for implement
ing agency policy and managing all operations in the 
district offices, also report to the Deputy Commissioner. 
The Department currently operates district off i ces in 
Hartford, New Haven, Bridgeport, Norwich, Waterbury, 
and Middletown with suboffices in other towns through
out the state. 
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Figure III-3. Department of Social Services organizational 
structure. 
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The Eligibility Services unit, staffed primarily 
by "Investigators," conducts resources and support 
investigations and establishes eligibility at initial 
application for program assistance. The Income Main
tenance unit is staffed primarily by "Welfare Aides" 
and "Eligibility Technicians," and is responsible for 
cash assistance to active cases and recertifications of 
eligibility (redeterminations). Special social service 
needs are referred to a separate unit staffed by social 
workers. 

The administrative separation of Eligibility Services 
and Income Maintenance is of dubious value. Intake 
workers making eligibi lity determinations and income 
maintenance workers doing eligibility redeterminations 
perform essentially the same task. Identical agency 
policy applies to initial and redetermined eligibility. 
Both units sometimes require investigations of client 
resources and support. Therefore, to streamline agency 
administration, it is recommended that the Eligibility 
Services and Income Maintenance units be combined. This 
should improve communication and promote more efficient 
utilization of agency resources. 

Caseload Management 

Two main func tions a re operated i n the Income Main
t e n a nce unit : "interi m a cti vity" and "redete rmination." 
Case modifications, considered "interim activity," are 
processed when clients report changes by telephone or 
visits to the district office. Redeterminations of 
e l igi bility are scheduled by computer and conducted b y 
Eli g ibi lity Technicians who intervi ew cl ients in the 
district o f f i ces. In both interim a cti vity and rede ter
minat i ons, cas e s may b e a ssigned to wo rkers e ither r an
domly or alphabetically. This approach, the "bank" 
system, replaced the pre-1971 s y stem in which a specified 
caseload was assigned to each worker. 

While some de fend the existing syste m, most of f icia ls 
i nterv iewe d po i nte d to s erious weakne sse s. Because a 
sing l e cas e may be ha ndle d by a s e ries o f worke r s , 
accountability for specific actions and overall service 
is poor. In some cases, responsibility for action on a 
c a se, or for failue to t a ke a ction, is impossible to 
pinpoint. This p r oble m i s p a rticularly trouble some in 
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interim activity where the employee initially in contact 
with the client is not necessarily the person who follows 
through on case changes. For example, the telephone 
operator in contact with a client reporting an address 
change may send a message to another worker who will 
follow through on the change. 

Moreover, many workers and supervisors in the dis
trict offices claim that the present system does not in
spire pride or job satisfaction. Workers cannot follow 
cases on a continuing basis, nor become involved in a 
diversity of tasks. As a result, employee morale, 
efficiency and effectiveness suffer. 

According to some officials, a return to the case
load system would not be possible because the present 
workload is too heavy, the caliber of some personnel 
is too low, and cases would be left unattended when work
ers were absent. Other Department officials, however, 
favor changing the existing system. They believe a 
workable modification of the caseload system could be 
developed and implemented with present personnel and work
loads. 

Returning to a caseload system should improve ad
ministrative efficiency and employee morale. Workers 
would perform the same actions on cases but would be 
responsible for a designated set of cases. Thus, all 
actions on cases would be handled by the same workers 
who could become more familiar with case records. Few
er workers would handle the same case files. As a re
sult, errors should be reduced and productivity should 
increase. It is recommended that DSS study the 
feasibility of implementing a system of caseload manage
ment in which a specified caseload is assigned to each 
worker or to a team of workers. 

Quality of Staff 

When the Department implemented the present manage
ment system in late 1971, the classification of- personnel 
working in Income Maintenance was downgraded. Welfare 
Aides, starting at $6,412 annually, and Eligibility 
Technicians, starting at $7,509, began to handle work pre
viously done by social workers. 
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The position of "Welfare Aide" is a classified but 
noncompetitive position requiring no prior related ex
perience or education. The position of "Eligibility 
Technician I," classified and competitive, requires two 
years of college or related experience. 

While the LPR&IC was impressed by the ability and 
dedication of most 1ncome maintenance workers, the 
demanding, dynamic nature of work in the Department 
of Social Services requires well qualified and able 
employees in all positions. Several district directors 
and supervisors, stressing the complexity and the im
portant responsibilities involved, complained that some 
workers lack basic skills (arithmetic and writing ability) 
necessary to perform their jobs. Therefore, it is re
commended that the job specifications for the entry 
level position of Welfare Aide be revised to require 
candidates to pass a job-related competence test to 
become eligible for hire. 

In addition, because DSS plans to modernize work 
systems and technical support in the district offices, 
it is suggested that the Department anticipate and pre
pare for these changes by evaluating its future manpower 
needs. In the future, for example, one worker of a higher 
classification and salary grade may be able to equal or 
exceed the present output of two or more workers (see 
Chapter VII) . 

Staffing Levels and Workload 

Staffing levels and work volume also affect the 
efficiency and effectiveness of case management. Accord
ing to the Department, present staffing levels are 
insufficient to meet existing workload and service 
needs. While the Department indeed appears understaff
ed, the actual extent of understaffing needs to be 
better assessed~ 

According to the roster of positions issued by DSS 
in April, about 267 income maintenance workers are 
assigned to case management statewide. This represents 
a theoretical ratio of one worker to every 148 AFDC 
cases and every 133 Medically Needy cases. Thus, each 
worker would be responsible for well over $1 million 
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annually in AFDC and Medicaid payments. Assuming a 10% 
error payment rate (AFDC is 9.5%), over $100,000 is 
paid in error annually to each worker's "caseload." 
This workload and financial responsibility (which does 
not include adult and CAMAD cases) is unreasonable 
given the low level of staff compensation. 

To compute staffing needs in Income Maintenance, 
the Department has developed fixed ratios of work for each 
employee. A work sheet issued in May, 1976 calls for 
700 AFDC, Medically Needy or adult (SSI) redeterminations 
per worker per year. Workers must average 16 reviews 
per week to meet this quota. Interim workers are ex
pected to handle 600 AFDC or Title XIX cases each 
per year or 1200 adult (SSI) cases. Based on these 
ratios, the Department has identified a need for about 
143 additional income maintenance workers. Updated 
figures developed in August report a need for 194 addi
tional eligibility workers. 

The fixed ratios developed by the Department may be 
neither realistic nor reasonable. The ratios were based 
on a study conducted in 1974. Although somewhat syste
matic and carefully planned, the study did not involve 
a thorough and comprehensive measurement of actual 
worker output in the district offices. 

To develop reasonable workloads for employees, it is 
recommended that the Department of Social Services con
duct an empirical study of the process time for each type 
of case action. Only in this way, can realistic work 
ratios be developed and staffing needs accurately identi
fied and assessed. In addition, work ratios developed 
by the Department should be periodically reviewed and 
adjusted to reflect changes in procedures _or improvements 
in worker productivity. 

The Department also needs to develop, especially in 
interim activity, workload expectations and performance 
standards by which employees can be evaluated. At the 
present time, in some districts, the output of employees 
is not adequately measured or monitored. Therefore, to 
improve management and control, it is recommended tha~the 
Department develop performance standards (quantitative and 
qualitative) and monitor output in all work units. 
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District Administration 

The six district offices, though responsible to the 
DSS central office, are operated semi-autonomously by 
the local district office directors. As a result, 
management practices, application of policy, and work
load are not uniform from district to district. 

The March, 1976 DSS management report shows, for 
example, that income maintenance workers in the Norwich 
district average 434 cases per worker; whereas, workers 
in the Middletown district average 280 cases each. In 
some districts, supervisors rarely have unit meetings 
with workers; whereas, in other districts unit meetings 
are held every two or three weeks. Management ability 
and style of district directors and program supervisors 
also varies from district to district. 

While some divergence in program administration is 
appropriate and desirable at the district level, lack of 
uniformity in interpretation and application of policy creates 
confusion and errors. Moreover, unequal workloads compound 
administrative problems. Therefore, to improve district ad
ministration, it is recommended that the Department of Social 
Services interpret policy clearly at the Central Office and 
apply policy uniformly in the districts. Furthermore, staff/ 
workload ratios should be e qualized and uniform management 
guidelines should be implemented statewide. An execu-
tive development training program should be designed 
for all district directors and program supervisors manag
ing operations in the district offices. District manage
ment is the kind of problem which can and should be 
addressed agressively. While "middle management" staff 
in DSS is relatively small in number, its impact on pro
gram a dministration is substantial. 

Employee Training, Morale and Productivity 

Training and motivation of employees has a critical 
impact on agency efficiency. One district director 
estimate s that improvements in employee morale and working 
condi tions could increase p r oducti vity in his office by 
25%. 

Survey. To assess employee job satisfaction and atti
tudes toward training, working conditions, and super
vision, a survey of DSS eligibility workers was conducted. 
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Questionnaires were mailed to all Welfare Aides, Eligi
bility Technicians, Investigators, and Career Trainees 
employed in Eligibility Services and case management. 

Response was overwhelming. Two hundred and twenty
eight (53%) of the 427 workers who received the survey, 
completed and returned it, although not every worker 
responded to every question. Many questionnaires were 
returned with extensive comments and requests for personal 
interviews. Because of the volume of response and time 
limitations, however, it was not possible to accommodate 
everyone who requested an interview. See Appendix III-4 
for a copy of the survey and further details on methodo
logy. 

Training. Survey respondents were asked to describe and 
evaluate their initial and in-service training. Only 
32% of workers said they participated in a formal train
ing session when they were first hired. Likewise, only 
34% reported participation in in-service sessions (see 
Appendix III-4, Tables land 2). Almost half of those 
(46%) said formal sessions were held infrequently, once 
a year or less. 

When asked to assess the quality of their training, 
only 25% said their initial training was adequate, and 
only 24% said their in-service training was adequate (see 
Tables III-3 and III-4). Analysis by job class showed 
that Investigators in the Eligibility Services unit were 
significantly more dissatisfied with their initial and 
in-service training than Eligibility Technicians and 
Welfare Aides. 

A worker in one district office summarized the feel
ings of many toward their training: 

MJst 'WOrkers do not receive any type of training. 
We are thrown into the job to "sink" or "swim." 
If not for the superior quality of many present 
state "WOrkers, ·due to the condition of the labor 
market, ~ "WOuld not be able to do the usually 
excellent job V.Je do. We learn by asking que stions 
of fellow v.Drkers, asking our supervisors, and 
learning as V.Je go along. It is a deplorable 
situation which probably accounts for law errployee 
rrorale and errors when an employee first tegins. 
The sanE statement holds true for in-service 
training. It sirrply does not exist. 
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Table III-3. Adequacy of training: "How adequate do you think your 
training was in preparing you to do your job?" 

Investigators 1 Technicians2 Aides3 'Ibtal4 

N=79 N=95 N=40 N=214 

Very adequate 14% 14% 23% 15% 
Adequate ll 8 10 10 
Unsure 19 39 38 31 
Inadequate 27 22 15 22 
Very inadequate 29 17 15 21 

1 Investigator I, Investigator II, Investigator III - Eligibility 
Services Unit. 

2 Eligibility Technician I, Eligibility Teclmician II, Welfare 
Eligibility SUpervisor - IncOITE Ma.intenance Unit 

3 Welfare Aides - Inco:rre Ma.intenance Unit 

4 'Ibtal does not include Career Trainees (12) who resrxmded to the 
survey 

Source: LPR&IC Survey of Department of Social Service s Eligibility . 
oorkers 

Table III -4. Adequacy of in-service training: "How adequate do you 
think your in-service training is in helping to irrprove 
or update your ski lls?" 

Very adequate 
Adequa t e 
Unsure 
Inadequate 
Very inadequate 

Investigators 
N=76 

9% 
ll 
20 
13 
47 

Technicians . 
N=94 

11% 
12 
35 
19 
23 

Aides 
N=35 

26% 
ll 
26 
23 
14 

'Ibtal 
N=205 

13% 
11 
28 
18 
31 

Source: LPR&IC Survey of D2part::Irent o f Social Servi ces Eligibilit y 
Workers 
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Another worker described the frustrations suffered 
by some employees because of poor training: 

After my three days "training, " I was on my own 
in that no one taught rre anything. It was up 
to me to ask questions to anyone whom I could 
get to help rre. Vibrst of all , no one seemed 
to know the right answer. Asking any one 
question to 4 different district office super
visors, I invariably got 4 different answers. 

Currently, the DSS training staff consists of one 
person in the central office. Over the past two years, 
the Department has contracted for training services with 
the University of Connecticut School of Social Work. 
Training provided to Eligibility and Income Maintenance 
workers under the contract has been minimal. During the 
first year of the contract (FY 1975) sessions were held 
exclusively for the Social Services staff. In the second 
year of the contract, sessions were held for eligibility 
workers. The sessions, however, focused primarily on 
interviewing techniques and client relations rather than 
specific policies and procedures. 

Inadequate staff training is one of the most serious 
deficiencies in the Department. Both formal training 
for new employees and more frequent, in-service training 
are needed in the district offices. Therefore, it is 
recommended that the Department develop a meaningful 
and effective training program in the district offices, 
making maximum use of experienced and knowledgeable 
career employees already working for the Department. 
The legislature should provide sufficient funds to im
plement this training program. As one district director 
commented, "An investment in training must be made to 
get your money's worth out of your employees .... " 

Supervision 

According to job specifications, supervisors are 
responsible for training workers and reviewing their 
output. According to LPR&IC survey results, most workers 
(62%) report satisfaction with the quality of their 
supervision (see Appendix III-4, Table 3). 
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A significant number of workers (21%), however, 
responded that their supervision was either poor or very 
poor. While some workers pointed to the heavy workload 
burdening supervisors, others criticized lack of train
ing. One worker offered the following analysis: 

Supervisors are not taught heM to handle 
or rroti vate sulx>rdinates in order to ob
tain an adequate work flow with top effi
ciency from their staffs. 

Because supervisors play a critical role in training 
and motivating workers, it is recommended that the 
Department of Social Services develop and implement a 
formal training program for district supervisors. In 
developing the program, maximum utilization should be 
made of existing resources in the Department and in other 
state agencies . 

Another worker criticized management practices and 
pe rsonnel polici es which adversely affect the quality 
of supervision: 

One certainly has to question the personnel 
procedure which bases supervisory appointrrent 
decisions solely on . . . test scores with no 
consideration given to job performance, ex
perience, leadership quali ties, and the ability 
to get along with others. . . . 'We have just lost 
our supervisor (a person superbly qualified for 
the position), woo had been appointed provision
ally. He brought to the position vast knowledge 
of policy and experience, and has handled the 
job with skill, efficiency, evenness of t~r 
and consider at i on for tOOse in sulx>rdinate 
positions. He has gained the respect of all 
who have worked with him. 'Ihe loss to the agency 
in not appointing this man as permanent super
visor is imneasureable, and the injustice of 
the situation has l eft many of us with feelings 
of anger and f rustrat ion. 

It was repeatedly noted in interviews throughout the 
Department of Social Services that state personnel policies 
impose many burdensome constrai nts with which the Depart
me nt, an d ever y othe r sta t e agency , mus t contend. I ndividua ls 
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who perform well on tests do not necessarily make the best 
workers or supervisors. The state personnel system should 
be evaluated to determine if changes are required to make 
the system more responsive to state manpower needs. 

Job Satisfaction and Capability 

DSS employee morale is very low. When asked to rate 
their job satisfaction, only 29% of survey respondents said 
they were happy with their jobs. As shown in Table III-5, 
Investigators expressed more dissatisfaction than Techni
cians and Aides. 

Table III-5. Job satisfaction: "In general, how happy are you with 
your job?" 

Investigators Technicians Aides 'Ibtal 
N=77 N=94 N=41 N=212 

Very ha:ppy 7% 13% 10% 10% 
Hawy 17 23 15 19 
Unsure 29 40 51 38 
Unhappy 27 11 10 17 
Very unhappy 21 13 15 16 

Source: LPR&IC Survey of Depart:rrent of Social Service Eligibility 
'Vbrkers 

Three major reasons for dissatisfaction are poor work
ing conditions, low salaries, and the lack of opportunity 
for career advancement. Table III-6 reports the amount of 
satisfaction with the work environment for each district 
office. As shown, the majority of workers in Hartford 
and New Haven are very d1ssatisfied with their offices. 
Workers in other offices, however, are almost as displeased. 
Only 20% of survey respondents statewide were happy with 
their working conditions. 

Site visits by LPR&IC staff to four of the six district 
offices confirmed the validity of many worker complaints. 



Table III-6. W:>rk "space" satisfaction by district office: "How satisfied are you with your v;ork 
"space" or the environment and at::rrosphere in your office?" 

District 

Hartford New Haven Bridgeport Norwich Waterbury. Middletown 
N=47 N=31 N=42 N=26 N=29 N=30 

Very 
satisfied 2% 0% 5% 8% 7% 17% 

Satisfied 4 7 12 12 10 3 
Unsure 19 19 24 27 31 27 
Unsatisfied 11 23 17 19 10 10 
Very 
unsatisfied 64 52 43 35 41 43 

Source: Legislative Program :review & Investigations Corrmittee 's Survey of Department 
of Social Service Eligibility W:>rkers 

I 
w 
0\ 
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Conditions in the Hartford district office (2550 Main Street) 
were a disgrace to the Department and the state. 

DSS moved the Hartford district office in September, 
1976. However, conditions in other offices visited also 
need improvement. Case records are stored in open card-
board boxes in Waterbury and Norwich, for example. The 
work environment in Norwich is crowded and noisy because 
of poor partitioning and sound-proofing. Facilities for 
interviewing clients are inadequate in Bridgeport and 
Norwich. It is recommended that wherever feasible, the 
Department should work to upgrade working conditions in 
the district offices. In some offices, a more creative 
allocation of space and equipment could result in sub
stantial improvement at minimal cost. In addition, workers 
lack basic desk equipment. For example, provision of pocket 
calculators to eligibility workers would save time and improve 
accuracy. 

A chronic complaint by survey respondents was that 
DSS offers little opportunity for career development. 
Table III-7 shows that only 10% of employees believe 
there is opportunity for advancement in the Department. 
This is a serious problem, since better educated and more 
able employees are more likely to leave when general 
employment conditions improve. ~1any workers, seeing them
selves in "dead end" jobs with no future, are looking for 
other employment outside the Department. 

Table III -7. Career developrent: "In your present position, how 
much opporttmi ty do you feel there is for career 
developrent?" 

Investigators Technicians Aides Total 
N=79 N=92 N=39 N=210 

Very much 1% 5% 5% 4% 
Much 1 8 10 6 
Unsure 5 15 21 12 
Little 11 30 21 21 
Very little 81 41 44 57 

Source: LPR&IC Survey of De:pa.rtrrent of Social Services Eligibility 
Vbrkers 
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To be efficient and effective, DSS must maintain a 
competent work force, offering employees a flexible career 
ladder and opportunities for promotion. The Departments 
of Personnel and Finance and Control, the State Personnel 
Policy Board, and the Legislature should cooperate with 
and assist DSS to accomplish this goal. 

Summary and Conclusion 

Many employee morale problems could be reduced if the 
Department implemented a caseload system. Workers would 
have an opportunity to perform a diversity of tasks, 
rather than doing the same monotonous job day after day . 
Employees could assume responsibilities in a variety of 
program areas and could learn operations now assigned to 
other work units. In addition, workers could specialize 
in programs or caseloads suited to their interests and 
abilities. For example, some workers may want to work 
with family cases while others may prefer an adult or 
convalescent caseload. Whenever possible, employees 
should have an opportunity to participate in decisions 
a bout their job assignments and program specializations. 

Implementation of a caseload system will require 
related changes recommended in this chapter. The quality 
of some staff needs to be upgraded as does the tra ining 
workers receive. Reasonable workloads and performance 
standards to monitor worker output nee d to be deve loped. 

Modifications in administration and management are 
also recommended to facilitate switching to a caseload 
system. The Eligibility Services and Income Maintenance 
units should be combined in the central office. Po licy 
needs to b e interpre ted c l early in the cen t r a l o f fice and 
uni fo rmly a ppl i ed i n the d i str i cts . Uni f o rm ma n a geme nt guide 
lines should be implemented s t atewide. District directors 
and supervisors need specialized management training. 

Most workers who respondea to the survey said they 
we r e capa ble of handling the ir jobs at the p rese nt time . 
Only 12 % r e porte d tha t the y could not cope wi th the i r 
respons i b i lities (see Appe ndix I II-4, Ta ble 4). Reasons 
cited for poor job performance are reported in Table II I -8. 
Nearly a third of the workers (31%) mentioned that their 



-39-

workload is too heavy, while 14% said their training, 
management, and supervision is poor. 

Table III-8. Reasons for inability to do job: "If you do not feel 
capable of handling your job, is this because (of):" 

Investigators Technicians Aides 'Ibtal 
N=78 N=95 N=41 N=214 

Lack of ability 
on my part 1% 0% 0% 1% 

t-Orkload is too 
heavy 33 34 20 31 

My training was 
IXJOr 23 12 2 14 

Management and 
SUfervision is 
IXJOr 17 13 10 14 

other 12 9 2 9 

Source: LPR&IC Survey of Department of Social Service Eligibility 
Vbrkers 

Workers in the Department feel that they could do an 
excellent job if adequate training, reasonable workloads, 
and proper supervision and management are provided. If 
workers are even partially right, then an investment in 
administrative improvements should result in savings to 
the state through reduction in program errors and increas
ed worker productivity. 

Recipient Fraud 

Recipient fraud is defined by the Department of Social 
Services as "a false statement by denial or misrepre
sentation ... with an awareness of the true facts on the 
part of the person making it at the time." (DSS Manual 
Vol. 1, Chapter III, 385.3). Penalties for recipient 
fraud are further defined by Connecticut General Statutes 
sections 17-82j and 17-83i. 

According to the DSS Manual, the Division of Central 
Collections of the Department of Finance and Control has 
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statutory responsibility for presenting to the appropriate 
prosecutor all available evidence relative to any action 
on the part of a recipient which constitutes a presumption 
of fraud. The Department of Social Services has statutory 
responsibility for referring to the Division of Central 
Collections of the Department of Finance and Control all 
cases (regardless of dollar amount) in which a recipient 
receives a money payment in excess of that to which he 
is entitled (Section 17-82m). Upon referral by Finance 
an d Control, the state's prosecutor then makes a decision 
whether or not to prosecute on a charge of fraud. The 
LPR&IC recommends an amendment to Connecticut Generar
Statutes, Section 17-82m that would require the Department 
of Social Services to refer to the Division of Central 
Collections, Department of Finance and Control, only 
those cases of recipient overpayment amounting to $500 
or more (see Appendix III-5) . 

Overpayments may occur through unintentional report
ing errors by recipients, fraudulent action by recipients 
or through agency error . A referring worker (intake 
investigator or eligibility t echnician) obtains and 
develops the initial information necessary to explain 
an overpayment. Each distri9t office h a s a resource 
unit available to conduct field investigations and 
verifications . In cases of suspected fraud, the refer
ring worker is r equired to complete, in triplicate, 
form W-262. After being reviewed as many as six times, 
form W-262 is transmitted to Central Collections and the 
DSS director of Eligibility Services. This fraud refer
ral process may take three months or more to complete. 
The Committee staff reviewed one case of alleged fraud, 
involving over $10,000 in which the district office re
ferral form was not sent to Central Collections. 

Furthermore, several special investigators for the 
Department of Finance and Control claim that over half 
of the district office fraud referrals contain incorrect 
or insufficient data on which to base a valid investigation. 
It is therefore recommended that each district office 
Resource Unit Supervisor shall: (a) review fraud referrals 
making necessary corrections and additions to W-262 forms, 
and (b) act as a liaison with the special investigator 
assigned to that district office by Central Collections . 
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In addition to initiating their own fraud referrals, 
the Department of Social Services has instituted a program 
which seeks fraud referrals from private citizens. It has 
made available P.O. Box 567, Hartford, to which citizens 
may forward, anonymously, any allegation of welfare abuse 
or fraud. This program has led to the investigations and 
conviction of several welfare recipients. However, it has 
not received sufficient public awareness to maximize its 
potential effectiveness. It is therefore recommended that 
the Public Relations Officer of the Department of Social 
Services develop a statewide publicity program to insure 
public awareness of the state's existing (P.O. Box 567) 
fraud referral program. 

Recipient fraud controls. Because the Department of Social 
Services has only recently begun redeterminations of 
Medically Needy recipients, it is difficult to ascertain 
the degree of recipient fraud in this program. This is 
further complicated by the fact that the first Medically 
Needy Quality Control report has not yet been released. 

The July-December 1975, federal AFDC Quality Control 
Report indicated that "the single largest client excess 
error element is continued absence .. . and every one of 
these involving misrepresentation of facts .... A review 
of past error findings in this high dollar error element 
shows and alarming increase over the past two years." 
According to this report, approximately 31% of all client 
"errors" involve instances where a liable parent resides 
in the home, but does not report this to DSS (see Figure 
III-4). The Department of Social Services has no effective 
method to detect this type of fraud: it can only verify 
information if it is reported by the client (see pp. 20-21). 
If a client claims that she is unemployed, has no bank 
deposits, is deserted by a liable spouse, or has no other 
assets or income, the Department will approve AFDC eligi
bility without an investigation. Approximately 80% of all 
client caused errors are due to a recipient's failure to 
report required information (see Table III-9). 
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Figure III- 4. Types of Willful Misrepresentations 
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Source: Deparbrent of Social Services, AFOC Quality Control Rerx>rt 
July-December 1975. 
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Table III-9. AFDC client-caused errors July-December, 1975. 

Type of Error 
Information not reported 
Information is incorrect 
Information is incomplete 

Percent of all Client Errors 
79.9% 
14.4 

5.8 
100.1 

Source: AFDC Quality Control Report, July-December, 1975. 

In the remaining 20% of errors, the information is either 
incorrectly supplied or incomplete. In these instances, 
the Department attempts to verify the accuracy of what is 
reported; although, due to staff shortages, even this 
basic investigative function is not being performed ade
quately. 

Implementation of a computerized control system could 
drastically reduce AFDC and Medicaid costs. According to 
the most recent Quality Co ntrol Report, willful misre
presentation on the part of clients existed in 8% of cases 
reviewed, and accounted for 6.2% of total expenditures. 
Projecting to the FY 1977 AFDC budget, willful misre
presentation by clients may cost the state nearly $9.2 
million next year in cash assistance alone. In addition, 
nearly one half (4%) of these cases of alleged fraud 
would be ineligible for Medicaid benefits for another 
$1.5 million. 

A related area of concern in fraud detection is the 
AFDC cash assistance distribution process. AFDC checks 
are issued on the first and sixteenth of each month. 
Approximately 1800-2000 (5% of the total) checks from 
each mailing are returned to DSS as undeliverable. De
partmental policy has been violated in numerous instances 
by allowing recipients to "phone in" for their checks 
without further investigation or verification. To reduce 
potential fraud resulting from this practice, the Depart
ment of Social Services should require recipients to 
appear in person to receive any assistance check which 
was returned as undeliverable. 
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Recipients should then be informed of their statutory 
duty to report to their distric~ office, within 15 days, 
any change of information which necessitated the return 
of their checks. District office directors should assure 
that such changes are completely and accurately verified 
and any willful misrepresentation is properly forwarded 
to Central Collections. Whenever a recipient's check 
remains outstanding for more than 30 days, the Department 
should investigate the case for potential fraud. 

During FY 1975, the Department of Social Services 
made 1,336 fraud referrals to the Division of Central 
Collections. These referrals led to the arrest of 471 
recipients and involved 629 criminal charges. Only one 
recipient was acquitted on all charges. Few guilty ver-
dicts result in jail sentences however, see Appendix III-6 for 
a summary of fraud investigations and activities. Be-
cause fines or recoupment are virtually impossible, jail 
sentences are the only effective weapon against 
welfare abuse. (This lack of an effective deterrent has 
had a demoralizing effect upon the Special Investigations 
Unit of Central Collections and the staff in the various 
district offices.) 

Pending the implementation of MMIS, the LPR&IC re
commends that DSS evaluate the feasibility of periodically 

· crossmatching eligibility files with records at the 
Department of Motor Vehicles, various Court Registries, 
School Districts, and the Department of Labor to verify 
information supplied by recipients and to detect misre
presentations of income, assets, and family membership. 

Absent parents: Title IV-D. Federal law (Title XIX, 
S l396a(25)) requires that each state plan for Medical 
Assistance under the Social Security Act must provide 
"reasonable measures" to ascertain the legal liability 
of relatives and their appropriate support based upon 
their ability to pay. Title IV-D (Public Law 93-647), 
would attempt to increase the ability, effort and effect
iveness of states in collecting support for AFDC 
families from absent parents. The cost of this new 
program is 75% reimbursable. However, if a state does 
not show by January l, 1977 a good faith effort to imple
ment Title IV-D, 5% of the federal financial participation 
in AFDC grants will be withheld. If this sanction were 
imposed in Connecticut, the loss to the state could be as 
much as $2 million for the last half of FY 1977 alone 
(January l through June 30, 1977). 
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Federal regulations permit a state to make recoveries 
from both recipients and absent parents. According to the 
latest DSS Annual Report, Connecticut is first among all 
states in the percentage of AFDC support payments (7.73%) 
recovered from recipients and absent parents. 

However, the Department estimates that approximately 
35% of all absent parents fail to inform the state of a 
change in address and consequently fail to ' fulfill their 
legal obligation. 

The General Assembly enacted legislation (P.A. 76-334) 
to facilitate compliance with the federal child support 
provisions of Title IV-D. Furthermore, the Department 
has received approval for 68 Title IV-D positions and 
estimates an increase in collections of $2 . 2 million for 
fiscal 1977. After deducting one-time incentive payments 
to recipients, personnel costs, and federal reimbursement, 
the net financial gain to the state is expected to be 
$464,500. The Department of Social Services has establish
ed a special fund from which it will utilize federal 
monies advanced for IV-D as a method of funding Connecticut's 
child support program. The LPR&IC recommends that DSS 
cooperate fully with the Judicial Department, the Depart
ment of Finance and Control, and the Attorney General's 
Office in implementing Title IV-D. It is further re
commended that DSS submit a separate Title IV-D budget 
for d1rect state appropr1ation, rather than utilizing a 
special fund system, so that legislative oversight can 
be provided. 



IV. PRICE CONTROLS 

Three factors combine to account for increasing costs 
in Medicaid: (1) increasing caseloads, (2) increasing 
utilization of medical services, and (3) increasing prices. 
The purpose of this chapter is to show the direction State 
efforts have taken to control price inflation in Medicaid 
costs through various reimbursement techniques. 

Overview of Medical Price Increases, 1965-1975 

The cost of medical care has been inflating at a 
rate significantly higher than that of most other consumer 
goods and services. In some instances this has been as 
much as 20% per year for a given category of service. 
Several factors contribute to this rapid rise. First, 
the health care industry is labor intensive and therefore 
highly sensitive to wage increases. Second, medical 
technology tends to raise costs rather than lower them. 
Third, physicians now tend to overtreat patients due to 
the increasing number of malpractice suits. These factors 
affect the prices paid by all consumers of medical care. 

Within this context, it is not surprising that 
Medicaid expenditures nationwide have soared over the 
past decade--from $1.6 billion in 1~65 to a projected 
$17 billion in 1977 (a 950% increase). 

In an effort to keep burgeoning costs down, some 
states have restricted eligibility requirements while 
others have eliminated coverage for certain optional 
services. In Connecticut, for example, the Governor last 
year proposed to eliminate coverage of such services as 
adult dental care, chiropractic, and eyeglasses. Improv
ing efficiency and controlling price increases represent 
alternative approaches to cost containment which do not 
require reductions in eligibility or coverage. 

State Efforts at Price Control 

Medical practitioners who provide services to persons 
eligible for Medicaid are reimbursed by the state. (The 
state is ultimately reimbursed by the federal government 
for half of the costs of covered services.) As a means 
of discouraging providers from billing the state 
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excessive charges, Medicaid reimbursement rates for each 
type of service are set in advance by various rate regulat
ing bodies. 

The fundamental goal in establishing reimbursement 
rates for all types of medical care is to find the minimum 
price necessary to pay for quality care. While high rates 
do not assure quality care, rates that are too low prevent 
it. The reimbursement problem is compounded by the tact 
that rates should also reward efficiency and be administra
tively simple. 

Rate-setting bodies. In Connecticut, there are five 
distinct rate-setting bodies each having jurisdication 
over particular types of medical vendors. The Commission 
on Hospitals and Health Care (CHHC), while not setting 
Medicaid reimbursement rates directly, attempts to control 
price increases in hospitals and nursing homes by review
ing budgets annually! and establishing basic rates for 
private patients. - The Committee on State Payments to 
Hospitals .determines Medicaid reimbursement rates for 
hospitals and nursing homes. 

A Professional Policy Committee sets rates for physician 
services and pharmaceuticals. The Department of Health 
Emergency Medical Services Unit sets reimbursements rates 
for ambulances, and the Department of Finance and Control 
sets rates for durable medical equipment, such as braces, 
wheelchairs and special -beds. Each of these bodies and 
the rate-setting methods they use are described below. 

Commission on Hospitals and Health Care (CHHC) 

In 1973, the General Assembly established the Commis
sion on Hospitals and Health Care to regulate costs of 
hospitals and long-term care facilities for private 
patients (P.A. 73-117). 

CHHC was designed to be similar to public utility 
authorities in that it would review rates, analyze costs, 

1 In the case of nursing homes, budgets are only re
viewed when a home requests authorization to in
crease private patient rates. 



-48-

and approve capital expenditures and annual operating 
budgets. Private patient rates for all hospitals and 
long-term care facilities must not exceed those approved 
by CHHC. The fifteen members of the Commission include 
industry representation, as shown below: 

10 persons are appointed by the Governor of whom 

l shall be a hospital administrator nominated 
by the Connecticut Hospital Association, 

l shall be a nursing home administrator nomi
nated by the nursing home industry, 

l shall be a practicing, licensed physician 
nominated by the Medical Society, 

l shall be a practicing registered nurse, 

6 public members, geographically representative, 
without health care industry affiliation 
for at least three years, 

2 public members are appointed, one each by the Speaker 
of the House and the President Pro Tempore of the 
Senate, and 

3 members are ex officio: the Commissioners of Health, 
Mental Health and Insurance. 

From the public members, the Governor selects a 
chairman and vice-chairman for a term of two years. The 
Commission hires an executive director, who manages the 
daily operation of the agency, which has been administra
tively under the Department of Health since 1975. 

The statute (C.G.S. 334A, Section 19-73) authorizing 
the Commission is specific as to its powers and duties: 

-All hospitals and such other health care 
facilities· as the Commission designates must 
submit proposed operating and capital budgets 
annually to the Commission for review. 

-The Commission must hold public hearings to 
approve, disapprove or modify any hospital pro
posal to change service charges by more than 
6% over a 12-month period or 10% over a 24-
month period; or nursing horne rate increases 
of 4% over a 12-month period or 6% over a 
24-rnonth period. 
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-For proposed rate increases of 2% or more, but 
less than that shown above, the Commission may 
or may not require a public hearing. 

-Proposals from health care facilities or insti
tutions to expend capital of $100,000 or more 
require approval and public hearings; proposals 
for expenditures of $25,000 to $100,000 require 
Commission approval, but do not require public 
hearings. 

-The Commission shall carry out a continuing 
statewide health care facilities utilization 
review; recommend improvements in procedures, 
formulate a statewide program to improve service 
delivery, recommend legislation, an~ report 
annually to the Governor and the General Assembly 
on efficiency, costs, coordination and avail
ability of health care throughout the State. 

-The Commission may make regulations to carry 
out its duties. 

-The Commission has authority to conduct investi
gations and subpoena power. 

The Commission is organized into two divisions--Health 
Care Planning and Health Care Finances. The Planning 
Division reviews requests for capital expenditures and 
issues certificates of need. The Finance Division is 
responsible for rate setting. 

Committee on State Payments to Hospitals 

This Committee is composed of the Commissioner of 
Social Services (chairman), the Commissioner of Finance 
and Control, the Comptroller, and the Chairman and Vice 
Chairman of the Commission on Hospitals and Health Care 
(CHHC). As noted above, it sets Medicaid reimbursement 
rates for hospitals and nursing homes. The Committee is 
staffed by one person from CHHC's staff. 

As are all regulating bodies, the Committee on State 
Payments to Hospitals is bound by the Uniform Administra
tive Procedures Act. Failure to follow the processes 
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mandated by this Act can result in court action, nullifying 
the Committee's work. Legal advice is provided to the 
Committee and to the Department of Social Services by the 
Attorney General's office. In the recent past a number of 
Medicaid regulations, including the proposed cost-related 
reimbursement method for nursing homes, have not been 
implemented on time due to a failure to follow the Ad
ministrative Procedures Act. Since such delays, as well 
as the court action itself, are costly to the state, a 
review of the legal services provided to the Committee 
and to DSS seems clearly in order. 

Hospitals 

In Connecticut there are thirty- six acute care centers 
or hospitals, all are non-profit institutions. Of these, 
only the newly-opened John Dempsey Hospital at the Univer
sity of Connecticut Health Center does not come under the 
jurisdiction of the Commission on Hospitals and Health 
Care. Since Dempsey Hospital is operated by the Univer
sity of Connecticut and is partially funded by the General 
Assembly, regulation by · the CHHC might result in a conflict 
of authority. 

During FY 1975, hospitals and clinics accounted for 
26 % of Medicaid expenditures, or $40.3 million. As Table 
IV- 1 shows, Medicaid expenditures for hospitals and clinics 
have quadrupled since 1968. 

Table IV- 1. Medicaid e xpenditures for hospi tals and 
clinics, FY 1968-75. 

Fiscal Year Hospitals Clinics Total 

1968 $ 8,903,478 $1,322,201 .$10,225,679 
1969 11,058,493 1,648,750 12,707,243 
1970 1 6,282,297 2,953,761 19,236,058 
1971 20,978,836 3,911 ,794 2 4,890,630 
19 72 23,375,699 4,8 36,087 28,211,786 
1973 22,836,239 5,807,816 28,644,055 
1974 24 , 944,656 6,424,157 31,368,813 
1975 31,915,900 8,410,769 40,326,669 

Source : Departme n t of Socia l Serv i c e s 
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The increase in Medicaid e xpenditures for hospitals , 
however, is not caused by unduly long hospitalizations. 
The average length of stay for Medicaid patients has 
decreased from 7.7 days in 1973 to 6 . 5 days in 1975 
(compared with a constant 7.6 days for private patients). 
During the same period, however, utilization of hospitals 
by Medicaid recipients increased by nearly 39,000 days and 
discharges have increased by nearly 8,000. Medicaid 
recipients are being hospitalized more frequently , but 
for shorter stays, than in 1973. 

Hospital budget review. The Commission on Hospitals and 
Health Care reviews hospital budgets and attempts to 
control total revenues and total expenditures. Taking 
into account the fiscal impact of anticipated increases 
in volume, a schedule of fees is established that will 
generate the needed revenue. Table IV-2 shows Connecticut's 
experience in containing hospital price increases, compared 
with nearby states and the nation as a whole. 

Table IV-2. Percentage increase in average daily hospital rates. 

1969-19711 1971-1972 1972-1973 

Connecticut 33.3% 12.5% 
.Hassachusetts 36.0 11.6 
New Jersey3 29.6 10.2 
New York 30.4 14.3 
Pennsylvania 34.8 14.5 

UNITED STATES 32.0 13.8 

l'lbtal increase oyer the tw:>-year period 
2First year of CHHC's operation 

11.2% 
9.7 

12.7 
9.1 

10.2 

9.0 

3These figures are prior to rate setting program 

1973-1974 

8.9%2 

14.2 
11.0 
9.9 

10.6 

11.6 

Source: Presented in Health Insuranre Association of Arrerica , 
Viewp;:>int, December 1975, fran material originally 
prepared by the Arrerican Hospital Association. 

The Committee on State Payments to . Hospitals establish
es Medicaid rates for each of four types of hospital services: 
inpatient, outpatie nt, e me rgency room, and special ser vice s. 
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Inpatient rates. Interim rates for inpatient hospital 
care of Medicaid patients are established by the C9mmittee 
on State Payments to Hospitals based on CHHC's rates ana 
previous utilization experience. The state pays this 
interim rate for each Medicaid recipient regardless of 
treatment actually provided. At the end of the year, 
hospitals submit actual bills minus payment received 
for each Medicaid recipient to the Committee. If a 
hospital received too much from DSS, a check is enclosed 
and vice versa. 

The "actual bills" reflect not only patient utiliza
tion of special services, but also the hospitals actual 
costs of providing all services ~ independent of CHHC's 
rate restrictions. Although hospital cost reports are 
fully audited to insure that cost increases claimed by the 
hospitals were actually incurred, no control is exercised 
to prevent or minimize such increases. Connecticut's 
Medicaid rate-setting procedure for inpatient hospital 
care is therefore not truly "prospective." 

The state is exploring ways by which equitable rates 
can be set in advance that will not be subject to year 
end adjustment for price increases. 

Outpatient clinics. Connecticut has 26 outpatient clinics 
providing fast and efficient medical service to individuals 
who are ambulatory and do not require emergency treatment. 
Specialized services such as prenatal care and treatment 
of venereal disease are often provided, as well as general 
health care information and services. These clinics are 
an important resource and should be fostered. 

The method for reimbursing outpatient clinics, however, 
is stifling rather than fostering them. The major problem 
is that reimbursement is based on costs 21 months out of 
date. A time lag adjustment is made, based on average 
cost increases over the preceeding three years. In 
addition, by statutory mandate, rates must not exceed 
150% of the combined average fee of a general practitioner 
and a specialist for an office visit. 

Because outpatient clinics can provide more compre
hensive care than individual physicians at less cost than 
hospitals, they should be encouraged to expand in areas 
where they are needed. The present reimbursement method 
is apparently causing hardships on existing clinics and 
preventing expansion of this useful service. It is there
fore recommended that the Committee on State Payments to 
Hospitals carefully review its rate setting procedure for 
outpatient clinics giving special attention to the time 
lag between rates and the data on which they are based. 
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It is further recommended that the statutory limit on 
clinic visit rates (C.G.S. 17-312d) be deleted. This 
would give the Commission on Hospitals and Health Care 
and the Committee on State Payments to Hospitals the 
flexibility needed to determine reasonable rates that would 
foster the growth of community-based, multi-purpose 
clinics where needed . 

Emergency rooms. Mandated to set rates which are "rea
sonable," the Committee on State Payments separates 
emergency room service into two categories: that which 
requires the services of hospital staff and that which 
requires use of facility only, as in the case of personal 
physician treatment. Similar problems exist in the rate 
setting procedure for emergency rooms as in outpati ent 
clinics. Cost data are 21 months behind rates and the time 
lag adjustment is inadequate. The cap on emergency room 
rates is set by statute at the sixty-seventh percentile 
of costs. Again it is suggested that this rate setting 
mechanism be reviewed and that the arbitr ary cap be elimi
nated to give CHHC more flexibil i t y . 

Outpatient special services. Hospital outpatient special 
services, all of which require DSS prior authorization for 
Medicaid reimbursement, include: 

-autopsies and lab analyses (basic lab tests 
do not require prior authorization) 

- r adiology the r apy 
-renal dialysis 
-occupational and physical therapy 
-psychological therapy 
-speech and hearing therapy 

Rate s for re i mbur s i ng each servi ce at e ach hospital 
a r e d e t e rmine d in adva nce a nd a re use d by DSS to adjust 
each bill before payment is made (since hospital charges 
may vary from costs, a predeveloped "ratio of costs to 
charges" is used for adjustment purposes) . Together with 
the prior authorization requirement, this method is effect
ive in controlling uti lization a nd p a yme nt a nd should the r e 
fore be r e t a ine d. 

Long-Term Care Facilities 

Costs. Long-te rm c a r e (ove r 30 da ys) a ccounte d for 53 % 
o f Me dicaid expe nditures i n Connectic u t in 1975. Long 
term care facilit i e s include nursin g home s (sk i l l e d nursing 
f acilitie s a nd i n termediate care facilities ) and chron ic 
disease hospitals. 

• 
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In recent years nursing homes have become a major 
issue among federal and state agencies seeking to control 
the precipitous rise in Medicaid costs. As Table IV-3 
shows, Medicaid expenditures for long-term care in 
Connecticut rose from $24 million in 1968 to $82 million 
in 1975. 

Table IV-3. r1edicaid expenditures for long-term care, 1968-1975. 

Year 
1968 
1969 
1970 
1971 
1972 
1973 
1974 
1975 

Convalescent Care 1 
$22,216,717 
29,550,703 
35,521,868 
44,536,323 
49,484,946 
57,972,570 
67,875,407 
78,361,010 

Chronic Disease Hospitals2 
$ 938,660 
1,214,402 
1,416,724 
1,655,898 
1,937,622 
2,273,207 
2,494,054 
3,429,965 

'lbtal 
$23,155,377 
30,765,105 
36,938,592 
46,192,221 
51,422,568 
60,245,777 
70,369,461 
81,790,975 

1Includes skilled nursing facilities and intermediate care 
facilities. 

2Excludes the three state-operated chronic disease hospitals 
which are separately funded and ineligible for M=dicaid 
reirnburserrent. 

Source: Depa.rt:nent of Social Services 

Abuses and federal reform. By 1972, it was apparent to 
federal officials monitoring the rise in Medicaid expendi
tures that many of the reimbursement systems utilized by 
states for nursing homes were inviting fraud and over
payment of funds. This belief was reinforced by investi
gations performed in various states. In New York, as the 
Moreland Commission pointed out, and in Texas, Ohio and 
other states nursing homes were found guilty of substantial 
financial abuse. Medicaid rate structures generally failed 
to reimburse homes on the basis of reasonable costs for 
quality ca,re. 

Various systems allowed owners to include for reimburse
ment the following: 

-refinancing of assets, including interest 
charges; 
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-payment of large salaries to corporate owners 
under the guise of consulting or administration; 

-submission of unaudited costs; 
-overstatement of actual costs; 
-sale of homes among corporate officers to raise 
the mortgage value; and 

-inclusion of significant amounts of land around 
the home held for investment purposes as part 
of the home's mortgage. 

Extensive evidence, documented from state ~o state, 
made revisions in federal policy for Medicaid reimbursement 
of nursing homes necessary. 

Recent amendments to the Social Security Act will soon 
take effect, forcing the states to adopt a "reasonable 
cost-related methodology." States will be mandated to 
"provide such methods and procedures relating to the 
payment for care and services available under the plan, ... 
as may be necessary to ... assure that payments ... are not in 
e x cess of reasonable charges consistent with efficiency, 
e conomy and quality of care." In Connecticut and in most 
other states, this has resulted in a significant departure 
from former reimbursement methods. 

Long-term care reimbursement in Connecticut . Until re
cently, Connecticut used a point system of reimbursement, 
whereby a home could qua lify for a higher c l assif i cation 
and a highe r reimburse ment level by -- providing services 
beyond Health Code standards. This system resulted in 
general upgrading of institutions, but not necessarily 
care. There was no rational relationship between points 
for classification and costs. Homes had an incentive to 
provide ''services"--sometimes unrelated to patient needs-
a nd many of them did. 

On November 5, 1975, a temporary system was imple
mented using interim rates to bridge the gap between 
the demise of the point system and institution of the 
new cost-related system. The interim rates, which are 
still in eff ect, were based on 1974 costs, plus 5% 
for infla tion. Although unaudite d, cost reports we re 
accepted as accurate for purposes of setting an interim 
rate. At the time of their implementation, late in 1975, 
the expectation was that the federally mandated cost
related reimbursement system would be approved by July 1, 
1976. Implementation problems across the country caused 
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HEW to postpone the date to January 1, 1978. Because of 
industry objections to process as well as substance, 
Connecticut's proposed system will not go into effect 
until November 1976 at the earliest. In the meantime, 
many homes in Connecticut report significant financial 
losses due to the outdated interim rate. Although the 
new system will apply retroactively to July 1, 1976, 
some adjustment on an individual basis may be needed. 
LPR&IC recommends that the Committee on State Payments 
accept and expedite appeals from nursing homes able to 
document, using standard accounting and auditing principles, 
significant losses due to Medicaid rates. It is not in 
the public interest for the state to impose undue financial 
hardships on nursing homes with high Medicaid enrollments. 

The proposed cost-related reimbursement system. In the 
fall of 1975, the Department of Social Services hired two 
full-time consultants to develop the required cost-related 
system for nursing home reimbursement. The proposed system, 
which addresses in detail the types of abuses previously 
outlined,l has recently become public. LPR&IC endorses 
the proposed system which addresses the major problems 
and abuses associated with the prior reimbursement methodo
logy. However, as with any new system that radically 
changes former practices, a careful monitoring of the 
system's effects is required. The Committee on State 
Payments to Hospitals should proceed to implement the 
new cost-related system, but should also assess its 
effects over time on the nursing home industry. Particu
lar attention should be given to homes which incur losses 
under the new system. 

The proposed cost-related reimbursement system is 
based on the breakdown of costs and assets at each home 
as follows: 

1 A major drawback faced in Connecticut has been the limited doClliTEI1ta
tion of actual financial abuse in this state. It is difficult to 
decide row nruch to spend on deterring abuse wi th:mt knowing heM 
much the alleged abuse is already costing. To address this and 
other problems, the Governor recently oonvened a Blue Ribbon 
Corrmittee, chaired by fonrer Speaker William Ratchford, to in
vestigate the nursing h:5rre industry. The report of this important 
a::nrnittee, due for release in November 1976, soould go far in 
docurenting the need for change in nursing home regulation in 
Connecticut. 



-57-

A. Controlled Cost Centers 
1. Dietary 
2. Nursing 
3. Laundry 
4. Housekeeping 

B. Uncontrolled Costs 
1. Management Services (reviewed for 

reasonableness) 
2. Utilities 
3. Accounting Fees 
4. Other 

C. Asset Valuation 
1. Building 
2. Land 
3. Appurtenances 

The annual reporting form. In addition to using the Uni
form Chart of Accounts, all long-term care facilities 
seeking Medicaid reimbursement will be required to submit 
to the Committee on State Payments an annual report by 
December 31 of each year. The form for this report is 
43 pages long. 

An instruction booklet has been prepared, which to
gether with the report form 
formation will be used to determine per diem rates, but 
not how that rate will actually be computed. The result 
has been a significant amount of legal and technical 
confusion over the proposed rate determining process. 
It is therefore recommended that the Committee on State 
Payments issue a handbook describing specifically how the 
reported data will be used in the rate determination 
process. 

Auditing. Based on the detailed annual report, desk 
auditors will determine an interim rate for each facility. 
After independent field auditors verify the information 
provided, the interim rate (with adjustments, if indi
cated) will become the actual rate for that year. 

The Committee on State Payments, which now has little 
audit capacity, must substantially strengthen its staff 
to meet the auditing requirements of the proposed system. 
For the first two years of operation, an independent 
accounting firm was selected by competitive bid to perform 
these functions. In the meantime, the state wi+l develop 
a staff of qualified auditors which will ultimate ly assume 
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these responsibilities. To expedite the auditing process, 
all facilities will be required to maintain accounts on 
an accrual method and to meet "generally accepted account
ing principles," as determined by the American Institute 
of Certified Public Accountants. 

Controlled cost centers. As shown above, the Committee on 
State Payments to Hospitals has identified four "controll
ed cost centers,"--dietary, laundry, housekeeping, and 
nursing. Homes, profit and nonprofit .together, will be 
grouped by size and class, and rank ordered by costs in 
each of the controlled cost centers. Costs, up to the 
80th percentile, for each size and class in each cost 
center will be fully reimbursed. The most expensive homes 
(top 20%) will be reimbursed at the rate of homes at the 
80th percentile.l The maximum annual cost increase re
imbursable in any cost center, will be the previous year's 
cost multiplied by the current Gross National Product 
(GNP) Deflator. 

Uncontrolled costs. Unlike nursing or dietary services, 
some costs, such as utilities, employee benefits, self
employment taxes, and maintenance cannot be grouped 
across homes. These costs will simply be examined for 
their "reasonableness" and verified by field audit. 

Certain managerial fees will also be reimbursed on 
a ·"reasonableness" basis. The f ormer practi ce of some 
owners to specify themselves as "consultants" without 
performing any managerial service will not be allowed. 
Whenever possible, managerial time is to be allocated 
to each cost center. 

Asset valuation. The State of Connecticut's Committee 
on State Payments base s the asset valuation in its 
proposed reimbursement system on New York State's Moreland 
Commission Report. Under this "Fair Rental Value System," 
all homes are depreciated on a straight line basis with 
an average life of forty years. This method seeks to end 
rapid turnover in homes at inflated prices and leaseback 
arrange ments. 

1 The 80th percentile is admittedly somewhat arbitra ry 
and may be shifted slightly up or down, b a sed on 
e xperie nce . 
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While these abuses are expensive and must be con
trolled, the Fair Rental Value System may not allow the 
legitimate homeowner a fair return on his investment. 
This is due to a provision that disallows a re-valuation 
of the home during its forty~year life. If after 20 years, 
an owner wishes to sell, it might be difficult to obtain 
the fair market value, since the cost of the original 
mortgage, minus 20 years of depreciation, is all that will 
be allowed for reimbursement purposes. While it is 
recommended that the new reimbursement system be imple
mented, 1t is also recommended that the Comm1ttee on-state 
Payments to Hospitals contract for an independent exami
nation comparing the Fair Rental Value System with asset 
valuation systems in use in other states. Further, while 
a procedure exists for appealing reimbursement rates, a 
separate appeal process should be instituted for asset 
valuation. 

Incentives. Under the new system, efficient management 
will be rewarded. A facility will _be allowed to keep 
10% of the difference between its actual costs and the 
ceiling for each cost center, when that difference is 
$1,000 or more. 

The concept of rewarding efficiency is a principle 
upon which entrepreneurs can agree. The proposed system 
may not offer enough incentive,l however, to make ex
perimentation with cost-saving techniques attractive. 
It would, for example, produce a $500 reward for a 
$5,000 cost saving. Truly innovative approaches might not 
be instituted for fear of losses. It is therefore recom
mended that the Committee on State Payments review the 
proposed incentives for efficiency to determine whether 
an increase would save the state more money by making 
the effort more attractive. According to DSS, penalties 
will be imposed if quality of patient care deteriorates. 

The Professional Policy Committee 

The determination of a fee schedule for physician 
services and pharmaceuticals is the responsibility of the 

1 After three years of continued efficiency, the bonus 
would increase from 10% to 20% of the difference 
between actual costs and the allowable ceiling. 



-60-

Professional Policy Committee. This Committee is composed 
of the Commissioner of Finance and Control and the Com
missioner of Social Services. The specific mandate of 
the Committee is to establish a uniform fee schedule for 
practitioners of the healing arts and to develop a re
imbursement method for pharmacists. To assist the Committee 
in determining appropriate rates, a Professional Advisory 
Committee consisting of representatives of the various 
medical specialities was established. 

Pharmacy 

Prescribed pharmaceuticals are covered under Title 
XIX of the Social Security Act. In 1975 an estimated 
1.8 million prescriptions cost $9 million, or 6% of 
Connecticut's Medicaid budget. As Table IV~4 shows, 
this was a significant increase over the prior year's 
payment and approximately 200% more than the allocation 
required in 1968. 

Table IV-4. Pharmacy costs in Connecticut, 1968-1975. 

Year 

1968 
1969 
1970 
1971 
1972 
1973 
1974 
1975 

Expenditures 

$3,041,065 
3,510,226 
4,819,780 
5,422,090 
5,927,538 
6,060,127 
7,021,600 
9,127,406 

Source: Department of Social Services 

For each prescription reimbursed under the program the 
following procedures must be followed: 

-A patient profile record card for prescribed 
drugs must be maintained for audit and review 
purposes in Skilled Nursing and Intermediate 
Care Facilities. 

-Prescriptions must not exceed the drug require
ments for a period of thirty days, with the 
exception of patients residing in Skilled Nurs
ing and Intermediate Care Facilities. 
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-The prescription must bear the practitioner's 
license number, degree and office address, 
and on a prescription for narcotics his Bureau 
of Narcotics and Dangerous Drugs Registery 
Number. ' 

-The prescription must be retained by the 
pharmacy for a period of three years, accord
ing to state statute. 

-A prescription or refill if telephoned by 
the practitioner to a pharmacist must be 
reduced to writing by the pharmacist for his 
records. 

-A prescription in a situation of unusual medi
cal nature requiring preparation or supplies 
over and above the usual quantity requires 
prior authorization. 

In addition, prior authorization is required for 
prescribed drugs priced over $16.00. 

Pharmacy reimbursement. The Professional Policy Committee 
uses a cost plus professional fee method of reimbursing 
pharmacists. The professional dispensing fee is variable 
as shown below: 

$ 2.00 - Skilled Nursing and Intermediate 
Care Facilities 

$ 2.20 - Walk-ins/Homes for the Aged 
$ 5.00 - If prescription is $25.00 - $49.99 
$10.00 - If prescription is $50.00 - $75.00 
$15.00 - If prescription is over $75.00 

The dispensing fee is designed to reflect the pharma
cist's average costs of filling a prescription. This in
cludes overhead, labor and profit. The current dispensing 
fees are based on a 1970 statewide survey of actual per 
prescription dispensing costs, updated for inflation in 
1973. 

The basic charge for each drug is based on average 
wholesale price indices. When a pharmacist bills the state, 
he specifies the average wholesale price and adds the 
dispensing fee to arrive at the total cost ' of that 
prescription. 
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The federal government has recently developed an 
Estimated Acquisition Cost (EAC) index for 825 commonly 
prescribed drugs. The EAC index was developed from 
extensive surveys throughout the United States and re
flects commonly used buying practices. It is currently 
being contested in Federal District Court, however, by 
the Retail Druggists Association. If implemented, prices 
for items appearing on the EAC would supercede those 
specified in the wholesale price index. 

The use of the variable fee methodology for both 
nursing homes and walk-ins is adequate but fails to take 
advantage of potential savings from use of other methods, 
such as a competitive bid system for nursing horne ser
vices. 

Prior use of the bid system for pharmacy services 
to nursing homes resulted in numerous problems. This was 
largely due to poor administration and a lack of specific
ity as to the pharmacies' obligation with respect to 
daily deliveries and emergency deliveries. This, in 
addition to the federally mandated "freedom of choice" 
requirement, which allows nursing horne patients the right 
to designate a particular pharmacy to service them, pro
vided the necessary rationale for elimination of the bid 
system. 

Despite its prior problems, a properly instituted 
bid system could result in significant savings. The DSS 
Title XIX Task Force recently recommended a return to the 
bid system and estimated savings in excess of $900,000 
as a result. If ea~rsing horne sought competitive 
bids from nearby pharmacies, the horne could take advantage 
of specific managerial efficiences present in some 
pharmacies and absent in others. Further, it would pro
mote competition among pharmacies and induce cost saving 
techniques that might otherwise be bypassed. 

It is therefore recommended that the Department of 
Social Services examine reinstitution of the bid system 
for providing pharmaceutical services to nursing homes. 
The Department in analyzing the strengths and weaknesses 
of the system, should address the following: 

-waiver form for freedom of choice of pharmacy; 

-use of biennial confidential review on the 
quality of service provided by the pharmacy 
to the respective horne; 
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-limitation of the geographical area each 
pharmacy may service; 

-limitation of the total number of beds each 
pharmacy may service; 

-restricting the pharmacy providing service 
from acting as that home's pharmacy consultant; 

-use of an explicit contract detailing routine 
and emergency service; and 

-penalties for misconduct b y the pharmacy in 
relation to its delivery obligations. 

As noted at the beginning of th.is section, pharmacists 
dispensing fees are based on 1970 costs and have not been 
adjusted since 1973. It is therefore recommended that 
the Department of Social Services review the present pro
fessional fee for its relation to current costs of dis
pensing a prescription, and that this fee be e x amined 
on a regular basis to reflect necessary changes (increases 
or decreases), in the cost of providing this service. 

Doctor and Dentist Fees 

Physicians. As noted above the Professional Policy 
Committee .s e ts doctor fees a s authorized under Publ i c 
Act 67-548. The Committee uses the "Relative Value 
Scale," which is an index of all medical procedures 
with corresponding units of value based on time and 
complexity. Determination of a dollar amount for each 
unit then gives rise to a f ee for any particular procedure. 

Presently, a basic medical service unit is reimbursed 
at $4.50 and surgical and radiological units are reim
bursed at $5.00 per unit. For any standard medical pro
cedure the Department of Social Services can easily de
termine the cost of r e imbursement based on the R.V.S. 

The Relative Value Scale, based on a 1964 study by 
the California Medical Association, was adopted in 1965 
by the Connecticut State Medical Society and has remain
ed the basis (with updates) of reimbursement f or medical 
service since. 
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The actual rates for each unit of basic and surgical 
services were based on a 1968-69 survey by Connecticut 
General Insurance Company. This survey determined that 
Medicare level of reimbursement for various procedures 
and "usual and customary" charges for private patients. 
State policy has been to pay only 75% of usual or customary 
fees. 

The use of a Relative Value Scale for medical fees 
is highly endorsed. It is recommended, however, that the 
Professional Policy Committee review the value of basic 
and surgical units and update these if necessary. Con
siderable discontent by the Connecticut State Medical 
Society over the lapse of time between revisions has been 
voiced. It is the Committee's responsibility to insure 
that the maximum number of physicians are participating 
in the program and that Medicaid recipients have access · 
to all medical services. This will require adequate 
reimbursement to physicians for their time. 

Dentists. The use of a dentist's services for Medicaid 
recipients requires prior authorization, except for the 
immediate relief of pain. None of the dental specialities 
are covered under Medicaid. 

Prior authorization requires submission of pertinent 
X-rays to the DSS dental consultant. Dental reimbursement 
is negotiated with the Connecticut State Dental Associa
tion. 

Table IV-5 shows that while medical expenditures have 
fluctuated considerably over the past five years, dental 
expenditures have been rising steadily. 

Table IV-5. Medical and dental expenditures, 1968-1975. 

Year 
1968 
1969 
1970 
1971 
1972 
1973 
1974 
1975 

Medical 
$ 3,308,483 

5,969,981 
6,864,323 
6,997,383 

10,047,015 
9,672,540 
9,317,626 

11,852,396 

Dental & Dental Clinics 
$ 847,737 
1,307,097 
1,559,362 
1,740,682 
2,089,100 
1,952,343 
2,046,527 
3,316,815 

Source: Department of Social Services 
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Emergency Medical Services 

Ambulance companies are reimbursed for services to 
Medicaid recipients. Until recently the Public Utilities 
Control Authority (PUCA) set ambulance rates. The res
ponsibility was transferred to CHHC and then in 1975 to 
the Department of Health's Emergency Medical Services 
unit. In addition to rate-setting, the Office of Emergency 
Medical Services is responsible for the following: 

-licensure or certification of ambulance 
operations, ambulance drivers, emergency 
medical, medical technicians, and com
munications personnel. 

-licensure or certification of emergency 
room facilities, transportation equipment 
including land, sea and air facilities. 

-periodic inspection of life saving equip
ment, emergency facilities and emergency 
transportation vehicles. 

EMS is aided in its decision-making role by an Advisory 
Board of 25 various members each lending a different 
expertise to the Board. 

Expenditures for ambulance services have quintupled 
over the past e i ght yea rs, but r e ma in l e ss tha n 1% of 
Connecticut's Medicaid budget. Table IV-6 shows Medicaid 
e xpenditures for ambulance services for the period 
1968-75. 

Table IV-6. Medica id e xpenditures f o r ambula nce s. 

Year 
1968 
1969 
1970 
1971 
1972 
1973 
1974 
1975 

Expenditure 
183,328 
203,471 
341,184 
378,046 
471,293 
642,260 
705,670 
980,356 

Sou r c e : Department of Social Services . 

Bills Paid 
N/A 
N/A 
N/A 
N/ A 
N/A 

13,566 
14,698 
20,443 
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Presently there is no specific methodology used to 
establish state rates for ambulance service--the state 
pays the same rate as a private patient. The current 
rates are the result of an EMS hearing on October 17, 
1975 requested by six ambulance companies . Though 
participants gave sworn testimony on increased operat-
ing costs and on the financial solvency of their companies, 
EMS had no capability to audit financial statements. 

As a result of the hearing, basic ambulance rates 
were raised from $38.50 to the present $49.00 per call 
(see Appendix IV-1 for current ambulance fee schedule) . 
It is recommended that for all future rate hearings for 
the 35 commercial ambulance companies, the Department 
of Health provide the Office of Emergency Medical Services 
the use of a financial analyst who can audit and verify 
the data upon which a rate determination is based. 

Durable Medical Equipment 

The Purchasing Division of the Department of Finance 
_ and Control is responsible for acquisition of durable 
medical equipment such as: 

Beds and sides 
Bassinets 
Chairs-arthritic 
Chairs-wheel 
Commodes 
Crutches 

Hearing aids 
Ultraviolet lamps 
Magnifers 
Ne bulize rs 
Oxygen Equipment 
Walkers 

Use of any of the above requires prior authorization 
by the DSS Medical Services Division, base d on need, 
pe r iod of use, and cost. Me dicaid expenditures for this 
type o f e quipment have increased from $.5 million in 1968 
to $1.2 million in 1975 . 

In November, 1975 Finance and Control's Purchasing 
Division identified a number of problems with its system 
of ha ndling durable medical equi~ment. Among these were : 

- fail u re to keep up-to-date lists of equ ipme n t 
in use through DSS District Offices; 

-lack of uniformity of the manne r .l.n which 
pr i o r a u t horiza tion wa s h a ndle d; 
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-lack of receipts for vendor deliveries; 

-insufficient data for pick-up of equipment; 
and 

-rental of equipment when outright purchase 
would be less expensive. 

As a result of these inadequacies, new system of 
acquiring DME has been developed using a regional bid 
approach. A vendor will be selected for each of eight 
districts and a decision whether to rent or purchase 
the equipment can be made according to each patient's 
needs. The state will thereby cease to rent equipment 
when purchase would be less expensive. Administrative 
costs will be reduced by eliminating multiple billings 
for rentals in a large number of cases. Further, items 
under $50 will be purchased. 

Problems incurred from pick-up and delivery of equip
ment will be eliminated, since this will be performed 
by the vendor. The state will be able to sell back DME 
to the vendor who can re-use it at a depreciated price. 

It is recommended that the Purchasing Division 
continue to implement the new plan concerning durable 
medical equipment. 



v. UTILIZATION REVIEW 

Utilization Review (UR) has two basic purposes: 
(l) to help insure that individuals receive quality 
medical care, and (2) to control program costs by pre
venting unnecessary use. The Social Security Act (Sec
tion l902(a)30) requires states to have methods and pro
cedures to review the utilization of care and services 
provided under Medicaid and to safeguard against un
necessary utilization. This program, according to HEW 
rulings, should provide for: 

-Summarizing claims data to develop profiles of 
services provided or received and to screen and 
identify providers and recipients deviating by 
specified margins from prescribed parameters or 
rrmns of performance; 

-Reviewing and investigating deviations to deter
mine whether rredical care or services have been 
appropriate or whether overuse has occurred; and 

-Implementing appropriate corrective measures in 
cases involving overuse. 

Connecticut, though not currently in compliance, is 
working to develop a comprehensive Medicaid Management 
Information System (MMIS) which will perform these func
tions and others as well (see Chapter VII). 

Medical Review Team (MRT) 

The Department of Social Services (Central Office) 
maintains a Medical Review Team (MRT) which is headed by 
a Medical Director (3/4 time). Two other medical doctors 
are on contract to assist the Director on a part-time 
basis (maximum of 15 hours/week) . One social worker is 
employed (full-time) to assist in MRT functions. The 
Department also employs specialty consultants in podiatry, 
optometry, psychiatry, dental (one full-time, one on 
contract) and pharmacy (full-time) . 

MRT functions are twofold: medical eligibility 
determinations (Medically Needy Blind and Disabled, 
AFDC incapacitated father, and CAMAD) and utilization 
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control (prior authorization). Approximately 60% of the 
Medical Director's time is spent approving, amending or 
disapproving prior authorization requests for certain 
non-emergency medical procedures. Virtually all prior 
authorization requests (an estimated 1200-1500 weekly) 
are approved. 

Because most medical consultants are employed on a 
part-time contractual basis, it is difficult to assess the 
adequacy of the utilization review staff. On a full-time 
equivalency basis, these consultants are making three 
to four hundred independent medical judgments weekly, or 
about one every six minutes. Because provider policy 
communication is so essential, and because prior authori
zation requests must be individually reviewed to deter 
overutilization, and because such positions are 75% 
federally reimbursed, the Committee recommends that the 
Department of Social Services restructure its Medical 
Review Team to include one or more additional full-time 
consultants, headed by a full-time Medical Director. 

The Department's recent Title XIX Task Force Study 
recommended that the professional medical staff be de
centralized. This would require the appointment of a 
part-time physician consultant for each district office. 
This procedure, which once existed, would allow consultants 
greater contact with district office social workers and 
would also provide community physicians with a direct 
medical policy liaison. 

However, under this system, physician-consultants 
had little direct1on in implementing departmental policy, 
and were unable to provide meaningful prior authorization 
review. While the present system also shows a tendency 
to "rubber stamp" prior authorization requests, it does 
maintain accountability on the part of the contracted 
professionals through the Medical Director. Therefore, 
the LPR&IC recommends that no action be taken by DSS 
to decentralize its medical-professional staff. 

Ambulances. Effective controls are particularly lacking 
in the transportation services area, which accounted for 
over $1.1 million in FY 1975, 76% of which paid for 
ambulance services. 

The Department has no formal regulations to effective 
ly control the reimbursement of return trips from hospitals 
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(discharge and emergency) for Medicaid recipients. At 
the present time, ambulance companies are required to 
obtain prior authorization for non-emergency service 
only. DSS policy is undefined as to what constitutes 
an emergency return trip, yet it continues to pay for this 
service. 

Since no review now exists of an ambulance trip if 
the vendor considers it an emergency, a procedure 
is recommendedfor the daily reporting of all emergency 

ambulance trips by each provider. A medical consultant 
should weekly review a 5% random sample of such claims 
(approximately 20 per week) to verify the medical con-
dition which necessitated each service. Documented 
instances of provider or recipient overutilization 
could then be systematically reviewed by the DSS Post 
Payment Audit Group (see Chapter VI). 

In addition, welfare recipients should be made aware 
of the types of alternative medical transportation avail
able to them and the Department should actively instruct 
them under what circumstances each is to be used.1 Such 
alternatives are taxicabs (prior authorization is not 
required), taxicabs with medical assistant, private cars 
or buses (recipient is reimbursed for both) . 

Non-emergency surgery. Connecticut spent approximately 
$5.7 million in FY 1975 for surgery covered by Medicaid. 
According to the New Haven Legal Assistance Association, 
nearly $2.5 million was spent on tonsillectomies, 
cholecystectomies, hysterectomies, D & C's, appendectomies 
and herniorhaphies. DSS estimates that up to 35% of these 
surgical procedures were unnecessary (HEW estimates up 
to 50% nationally). If the Department's estimate is 
correct, Connecticut may be spending as much as a million 
dollars a year for unnecessary surgery under Medicaid. 
Commissioner Maher announced that a second medical opinion 
would be required for Medicaid reimbursement on each of 
these six surgical procedures beginning on January 1, 1976. 

1 Auditor of Public Accounts recommendation, July 
25, 1974. 
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This Committee's Preliminary Report on Medicaid 
(March 25, 1976) urged that the Department implement its 
"overdue" second opinion plan for non-emergency surgical 
procedures . Only recently has the Department contracted 
for the hiring of a half-time surgical consultant for 
the purpose of controlling surgical overutilization. 
Providers were issued "regulations" covering the new 
procedure, which was rescheduled for implementation on 
August 1, 1976. Because the Department failed to hold 
public hearings as required by the Uniform Administrative 
Procedures Act, the plan is still not operational. This 
is only one of several instances during the course of 
this study in which DSS cost the state money by failing 
to follow prescribed procedures in attempting to imple
ment Departmental regulations. 

Pharmaceutical Consultants 

During FY 1975, the average drug expenditure per 
Medicaid recipient rose from $28.39 to $35.64 (25%). 
The number of prescriptions paid increased from 1.5 to 
1 . 8 million, while the average prescription price in
creased only 8% from $4.59 to $4.96 (see Table V-1). 
Thus, the dramatic rise in drug costs per recipient 
was due primarily to an 18% increase in drug utiliza
tion per recipient (from 6.1 to 7.2 prescriptions per 
recipient) . 

Table V-1. Utilization of drugs in Connecticut and selected 
comparisons. 

Conn. Conn. u.s. Mass R.I. 
FY75 FY74 FY74 FY74 FY74 

'Ibtal 
M:rlicaid $(millions)$158.0 $129.8 $10,148.0 $453.3 $62.1 
Drug 
Program $ (millions) $9.1 $7.0 $706.7 $25.8 $5.3 
Drugs as a percent 
of total 5.7% 5.4% 6.9% 5.7% 8.5% 

Average drug 
$/recipient $35.64 $28.39 $47.46 $50.30 
'Ibtal number 

Rx 1,839,859 -1,529,810 
Average Rx 
price $4.96 $4.59 

Rx/recipient 7.2 6.1 

Source: Connecticut Phannaceutical Association 
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The Connecticut utilization review system does not 
provide for a continuous, ongoing evaluation of the 
necessity and quality of non-institutional services pro
vided under Medicaid. In the pharmaceutical area the DSS 
does not routinely generate recipient profiles of services 
received nor provider profiles of services furnished. 
"The DSS is presently aware of overutilization in their 
pharmacy program but are unable to cope with it effect
ively because of the lack of [a]utilization and review 
system." (Title XIX Task Force Study, page 35) 

The Department of Social Services anticipates having 
a computerized utilization and review system (MMIS) for 
all medical services by September 1, 1978. As an interim 
measure, the Department has explored the alternative of 
having a private corporation (fiscal intermediary) ad
minister its pharmacy program. This assignment would 
include both audit and utilization review functions. 
Chapter VI of this report details a cost-benefit analysis 
and recommendation which supports the implementation of 
this proposal. 

One purpose of such an interim system would be to 
provide effective peer review to detect overutilization 
and other cost-related abuses. The contractor would be 
required to implement a utilization system based upon 
four profiles: patient, physician, pharmacy, and drug. 
Physicians and pharmacists would be selected by DSS to 
review these profiles. The Connecticut Pharmaceutical 
Association has offered it's expertise to assist the 
Department in the implementation of this proposal. 

According to the DSS Title XIX Task Force Study, 
the pharmacist employed by the Department would then 
"explore the abuses that were found by utilization and 
review reports." (page 35) Because such profiles do 
not now exist, the pharmaceutical reviewer is presently 
unable to perform an effective utilization review function. 

Controls over services provided are totally or parti
ally absent in the following situations: 

(1) when drug quantity exceeds a 30 day supply 
for an acute condition; 

(2) when a refill is made before the original 
supply should be consumed; 
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(3) when a birth control prescription exceeds 
three months supply, or refill exceeds three 
months supply or there is more than one re
fill; 

(4) for a chronic condition, when original prescrip
tions and refill cover a period in excess of 
six months; and 

(5) when a claim exists for narcotics or alcoholic 
liquors for addicts. 

Other than family planning services, these claims 
represent an undetermined potential for drug overutili
zation in the Connecticut Medicaid program. 

The DSS pharmaceutical reviewer(s) should periodi
cally sample and review Medicaid prescription billings 
to determine whether departmental policy is being follow
ed with regard to drug quantity, refills, and narcotic 
and alcoholic drugs. Further, the Department of Social 
Services should amend its existing policy relative to 
the number of refills allowed on birth control prescrip
tions. By allowing three refills per prescription, 
recipients would be required to visit a doctor only 
once yearly (rather than twice) in order to obtain family 
planning prescriptions. This change would be consistent 
with standard gynecologic practice in the non-Medicaid 
population. 

The LPR&IC also supports an important recommendation 
offered by the DSS Title XIX Task Force Study: 

A w:::>rking relationship sh:mld be established with the 
University of Connecticut School of Phannacy so that 
student interns may assist in utilization studies 
conducted by the Central Office of the ~partrrent 
of Social Se:rvices. Such studies sh:mld include 
evaluations of utilization proposals concerning 
copayrrent of drugs; a restriction on the number 
of prescriptions issued per recipient; and the 
elimination of coverage for non-convalescent horne 
patients of most non-prescription drugs except 
Insulin.l 

1 The Connecticut Pharmaceutical Association estimates that the 
elimination of coverage for non-convalescent horne patients of 
most non-prescription drugs (except Insulin) could save the 
state as much as $900,000. 
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Nursing home pharmaceutical consultants. Federal regulations 
promulgated on January 17, 1974 require that the pharma
ceutical services provided at a skilled nursing facility be 
under the supervision of a qualified pharmaceutical con
sultant. If the pharmaceutical consultant is not a full
time employee of the facility, he must devote a sufficient 
number of hours, based upon the needs of the facility dur
ing regularly scheduled visits, to carry out certain 
utilization review responsibilities. 

The consultant reviews the drug regimen of each patient 
at least monthly, and reports any irregularities to the 
medical director and administrator. The pharmacist also 
submits a written report, at least quarterly, to the 
pharmaceutical services committee (see below) on the status 
of the facility's pharmaceutical services and staff per
formance. 

A second responsibility of the pharmaceutical consul
tant is to determine that all drug records are in order 
and that an account of all controlled drugs is maintained 
and reconciled. 

Finally, the pharmacist assures that the labeling of 
drugs and biologicals is b~sed upon currently ~ccepted 
professional principles and includes appropriate cautionary 
instructions, as well as the expi~ation date when applicable. 

Each skilled nursing facility must also maintain a 
pharmaceutical services committee (composed of a pharmacist, 
the director of nursing, the home's administrator, and at 
least one physician) to develop written policies and pro
cedures for safe and effective drug therapy. 

Control over the actions taken by the pharmaceutical 
consultants is dispersed among four state agencies: the 
Departments of Health, Social Services, Consumer Protection, 
and the State Pharmacy Commission. 

In Connecticut there are approximately 250 pharma
ceutical consultants serving over 300 nursing facilities. 
There is no uniform method of reimbursement for these 
services by nursing homes. Some pharmaceutical consultants 
receive a stipulated monthly fee for providing independent 
professional services, while others provide drugs to 
particular nursing homes and also receive a flat fee for 
consultant services. A large number of consultants provide 
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their pharmaceutical services without fee, but also provide 
upwards of 70% of the drugs used in the homes. Uncontroll
ed, these financial _arrangernents have the potential of 
creating a direct conflict of interest. It is therefore 
recommended that the State Pharmacy Commission and the 
State Department of Health promulgate regulations de
signed to effectively control the professional services 
provided by nursing horne pharmaceutical consultants. These 
regulations should include a conflict of interest pro
vision which would prohibit pharmacists, who provide more 
than 50% of a nursing horne's drug needs, from also serv
ing as that horne's professional pharmaceutical consultant. 

Finally, all pharmaceutical consultants should be 
paid on a fee basis. Such fees would then be an allow
able charge when nursing homes submit their annual costs 
to the Commission on Hospitals and Health Care and the 
Committee on State Pa¥rnents to Hospitals (see Chapter IV). 

Professional Standards Review Organizations (PSRO's) 

As one means of safeguarding against unnecessary 
surgery and other excessive treatment, the federal govern
ment (P.L. 92-603) has mandated states to establish local 
"Professional Standards Review Organizations" (originally 
by January 1, 1976). 

Connecticut has · four designated PSRO areas which 
have begun limited operations. These are: 

Connecticut Area II PSRO, New Haven, 
Eastern Connecticut PSRO, Willimantic, 
Hartford County PSRO, Hartford, and 
PSRO of Fairfield County, Bridgeport. 

In addition, the Connecticut Medical Institute of 
New Haven serves as the required statewide council. 

PSRO's are mandated to "promote the effective, 
efficient, and economical delivery of health care services 
of proper quality ... " for Social Security Act beneficiar
ies. PSRO's at a minimum, will perform: 

(a) hospital admission certification concurrent 
with a patient's admission; 
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(b) length of stay review; and 

(c) medical care evaluation studies. 

Medical personnel providing relevant information in 
good faith to PSRO's are protected from criminal and 
civil liability. Members or employees of PSRO's or per
sons furnishing professional counsel or services to such 
organizations shall be similarly protected from criminal 
and civil liability, provided they exercise due care. 
In Connecticut, P.A. 76-413 extends peer review immunity 
on a state level. 

Each PSRO will be composed of formal committees of 
physicians who will be paid to review selected patient 
records to determine whether care provided was within 
the range of accepted standards. Under the law, res
ponsibility for patient reviews can be met by: (a) the 
local PSRO performing the reviews, (b) the hospital 
performing the reviews under the monitoring and periodic 
evaluation of the local PSRO, or (c) some combination 
of local PSRO and hospital review actions. Connecticut 
PSRO's will be required to use and accept the findings 
of any hospital review committee which it deems capable 
of performing effective reviews. 

Finally, physicians and other providers may be se
lected for review because they claim more than some 
specified amount from Medicaid, or they have aberrant 
provider profiles generated by a PSRO computer analysis, 
or a hospital "tissue committee" (which examines surgic
ally removed tissue to determine whether the procedure 
was reasonably indicated), or because of client complaints. 
Physician's found to be performing unnecessary surgery or 
exceeding length of stay guidelines when not medically 
indicated, can be· censured by the Connecticut State Medical 
Society, removed from the DSS approved vendor list, denied 
reimbursement, and potentially lose their license to 
practice medicine. 

While the impact of PSRO operations is still undeter
mined, a "20 percent to 50 percent national decrease in 
inpatient admissions might occur."l This would therefore 

1 Hospital Financial Management, December 1974. 
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result in a shift of medical services to outpatient dia
gnostic testing, outpatient surgery, home visit nurses, 
and long~term care facilities. Because Connecticut's four 
PSRO's are not fully operational these estimates cannot 
be verified. 

As each hospital becomes operational under the 
appropriate PSRO, the Department of Social Services is 
notified so that it may review Medicaid billings to 
examine length of stay documentation. By this procedure, 
the Department may refuse Medicaid billings which do not 
contain proper PSRO length of stay authorizations. 



VI. EXPENDITURE CONTROLS 

Previous chapters focused on the cost containment as
pects of recipient eligibility controls, provider price 
controls (rate setting) and medical services utilization 
controls for both providers and recipients. These three 
facets of cost containment all impact on total Medicaid 
expenditures and are, in effect, "expenditure controls." 
However, this chapter directly addresses the claims review 
and payment operations of the Medicaid program; that is, 
controls over the actual payment of Medicaid bills. In 
addition, recovery of erroneous payments, vendor fraud 
and third-party liability are analyzed. 

Description of the Medicaid Payment System 

The Title XIX (Medicaid) program is primarily a 
"fee-for-service" vendor reimbursement program. 1 

Providers who wish to participate in the Medicaid pro
gram apply to the Department of Social Services for a 
provider number, which is used to identify them by class 
and type (i.e., physician, surgeon) and for billing and 
record-keeping purposes. Medicaid recipients are issued 
a Medicaid Identification Card which they must present 
to the provider at the time of service. The provider 
uses the information on the card to complete a DSS invoice, 
which is signed by the recipient. For certain services, 
such as dental work or optometry, a prior authorization 
request (seep. 68) must be completed and attached to 
the invoice. 

All invoices are counted and sorted in the DSS mail 
room for delivery to the following "provider type" work 
centers in the Medical Payments Section: 

1 

(1) Physicians 
(2) Hospitals-Inpatient 
(3) Hospitals-Outpatient 
(4) Taxis-Misc.-Ambulances 
(5) Surgical Supplies and Appliances 
(6) Pharmacists 
(7) Nursing Homes 
(8) Dentists 
(9) Visiting Nurses Associations, Opticians, etc. 

[See Appendix VI-1 for discussion of prepaid health 
(HMO) care for Medicaid recipients.] 
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The invoices are "eye-scanned" by clerk reviewers in 
each work center for completeness, legibility, attachment 
of prior authorizations (if required), recipient signature, 
and certain other details such as, services rendered free 
by other state agencies. The invoices are then either 
accepted for further processing or rejected (e.g., for 
missing information) and returned to vendor (RTV) . Ac
cepted invoices are then prepared for data entry by the 
clerk reviewers. Data processing personnel key enter and 
verify the invoice data on a mini-computer. 

At this point the main computer processes the invoices 
for payment by: 

(1) Verifying the eligibility of the recipient 
on the date of service. 

(2) Verifying that the vendor is an "approved" 
provider. 

(3) Comparing the current invoice to a two 
year recipient history file to ensure that 
this exact invoice (that is, same recipient, 
same provider, same date of service, and 
same procedure code) was not previously 
paid, and to determine whether the recip
ient has medical insurance. 

(4) Comparing procedure codes and amounts bill
ed to the Relative Value Scale (RVS) files 
(in those cases where the RVS has been 
computerized) to insure the amount billed 
does not exceed the maximum amount allow
able for the procedure. 

(5) Computing the amount payable using units 
of service and amount billed or RVS, which
ever is less, net of any insurance or other 
credits. 

(6) Preparing "clean bills" (that is, all 
entries on the invoice have passed all 
tests (edits)) for checkwriting; or pro
ducing "finder cards" for those invoices 
which do not pass the tests and are there
fore returned to the Medical Payment 
Section to be resolved. 
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(7) Producing a list of exact and near dupli
cate (where the recipient, date of service 
and provider type match) payments (Dupli
cate Payment List) . Checks are issued for 
near-duplicates but not for exact matches. 
This list goes to the Post-Payment Audit 
Group which attempts to recover overpayments 
from vendors (seep. 90). 

All processed invoices are returned to the Medical 
Payments Section along with the finder cards associated 
with those invoices which were not paid. The clerk re
viewers of the Medical Payments Section must then resolve 
the problems noted on the finder cards for rejected in
voices. This is a time-consuming process which may in
volve comparison of the finder card to the original 
invoice, consulting the Central Office case file for 
recipient information, assistance from the Medical Services 
Division on prior authorizations, or other research to 
establish the validity of a claim. The finder cards are 
then re-processed with either corrected information, 
instructions to override certain edits, or instructions to 
return the invoice to the vendor (RTV) . When all finder 
cards for a particular batch of invoices have been re
solved, the invoices are sent to records storage, thus 
completing the medical payments c ycle (see Figure VI-1). 

Nursing homes. The payment system for nursing homes does 
not use the fee-for-service billing method described above. 
The homes receive a "pre-list" with t .heir monthly checks 
which enumerates each recipient covered by the payment. 
This list is amended by the home to reflect admissions 
and discharges for the month and re-submitted to DSS as 
an invoice. The homes also complete daily admission and 
discharge forms and send copies to the Medical Payments 
Section and to the district office. The Medical Payments 
Section nursing home work center reviewers match the 
entries on the daily admission and discharge forms with the 
"pre-list" to verify dates of service. They will not pro
cess payments for new admission, however, until an authori
zation fo r m has been received from the district office. 
After v e rification by the r e v i ewer, cha n ges are entered 
on the nursing home master recipient file. This file then 
becomes the basis for generating the nursing home "pay
roll" and payment checks. Each home's monthly payroll 
becomes the pre-list for the following month. 
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Since the rates are set in advance for each home (see 
page 56 ) and entered on the master file, and no trans
actions can occur without an authorization form, the only 
apparent payment system weaknesses for long-term care 
facilities are in the eligibility determination and utili
zation review areas. The Medicaid eligibility determination 
process includes a review for potential Medicare eligibil
ity. This complex and time-consuming process sometimes 
creates inordinate delays (up to six months according to 
the DSS Medical Payments Coordinator) in getting new ad
missions onto the master file. The accuracy of initial 
eligibility determination and redetermination (or lack 
thereof) also effect Medicaid nursing home expenditures. 

Medical Payment Section Staffing 

The Medical Payment Section is often behind in its 
work. During each of the last three months of FY 1976, 
the section averaged 1250 hours in overtime--the equivalent 
of 8.3 additional full-time employees. As shown in 
Appendix VI-2, the section operated for much of FY 1976 
with only 34 of 47 positions filled. The Appendix also 
shows that this section is apparently processing two and 
one half times as many claim line items as the comparable 
section in a private insurance company.l The private 
insurer claims a payment error rate of less than one-half 
of one percent. Whi,le DSS cannot presently determine its 
payment system error rate, it is likely to be well above 
that of the private insurer. Even if the DSS payment 
system error rate were only 1%, that would mean some $2 
million in wasted funds. It is more than likely therefore, 
that DSS is wasting more through payment errors than it 
saves by having a small staff. Because of the importance 
of accuracy in the Medical Payments Section and the heavy 
backlog of work, it is recommended that DSS and the De
partment of Finance and Control assign a high priority to 
filling existing vacancies. 

1 One reason for the very large discrepancy in staffing 
is that the private insurer's computer operation is 
more sophisticated, thereby requiring more follow-up 
of computer noted exceptions. If the Department's 
new MMIS is to attain full effectivenss, DSS will 
also have to hire investigators to follow up the com
puter findings (see Chapter VII). 
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Salaries. Salaries for Medical Payments Section personnel 
(other than supervisors) average about $6300 per year--a 
level which is reportedly too low to attract and retain 
qualified personnel. 

The -supervisor of the Medical Payments Section who, 
in addition to supervising the 40 clerical personnel in 
the unit, handling much of the provider relations work, 
writing medical payment policies and procedures, and up
dating fee schedules, earns a mere $8400 to $10,000 per 
year. 

LPR&IC therefore recommends that DSS Medical Pay
ments Section positions be reviewed for possible reclass
ification to attract and retain staff qualified to perform 
the important and complex manual review operations. This 
should be done in concert with the MMIS organizational 
analysis (see page 109). 

Backlog. There has been much criticism of DSS by medical 
service providers for late (up to six months and sometimes 
a full year) payment of invoices submitted for Medicaid 
reimbursement. The Department claims to be paying "clean" 
bills (bills which pass all manual and computer tests on 
the first attempt) within the Governor's pledged payment 
deadline of 30 days for hospitals -and 45 days for all 
other providers. According to Table VI-1, approximately 
75% of all bills are being paid "on time." Included 
within this 75%, however, are an estimated 54,000 claim 
line items which have been returned to the vendor during 
the previous month and are only "on time" the second time 
around. The remaining 25% (121,700 claim line items) re
quire further processing by Medical Payments Section 
personnel. The problems indicated on the "finder cards" 
for these bills must be resolved in-house or by returning 
the invoices to the vendor for correction. 

The reviewers of the Medical Payments Section process 
finder cards as much as possible on a daily basis, but 
only when their work on incoming bills is caught up. 
Staffing is now at such a low level that mostwork centers 
can only work on the finder cards on an overtime basis 
when the backlog reaches overwhelming proportions or certain 
providers appeal to the Commissioner or the Governor for 
payment. As noted above, the section averaged 1250 hours 
in overtime per month in April, May and June, 1976. 
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Table VI-l. Average rronthly activity, DSS ~dical Payment Section 
(excludes long-tenn care facilities). 

Claim Line Items 
Approved during computer 

processing 368,300 75% 
Suspended by computer for 

review: 121,700 25% 
Returned to vendor [53' 900] [11%] 
Approved or corrected 

and reentered after 
review [67,800] [14%] 

Average claims processed 

1 

per rronth1 490,000 100% 

Based on period December 1975-June 1976. This total repre
sents all claims: original invoices received for the first 
time, invoices returned to vendors and subsequently re-sul:rnitted 
for payment and duplicate invoices. It does not include 
invoices rejected during the initial eyescan operation. 

Source: Legislative Program Review & Investigations Corrmittee 
staff analysis of data provided by Depart:nent of Social 
Services. 

Hhen the problems indicated on the finder card(s) for 
a particular bill have been resolved, they are re-entered 
into the computer and the bill may be rejected again 
because an edit procedure, which could not be performed 
on the first pass (because of erroneous information) , now 
picks up another error. If so, a new finder card is creat
ed and the process begins all over again, as shown in 
Figure VI-1 on page 81. 

The Department has no statistics or information on 
the average length of time required to resolve the finder 
card problems, but, LPR&IC staff visits to the Medical 
Payments Section revealed a considerable backlog of 
unresolved finder cards. The hospital work center had a 
backlog of about three months, with some bills dating 
back six months. In the meantime, the provider has 
received no information regarding his unpaid invoice. 
When he calls the Department, he is often informed that 
the status of his unpaid invoice is not known and that he 
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should submit the carbon (duplicate) copy. This duplicate 
copy is then processed by the Medical Payments Section as 
if it were an original and if the same problem exists 
(and it probably does since this is a carbon copy) it too 
will end up in the unresolved finder card stack awaiting 
disposition. When the problems (finder cards) are finally 
resolved the vendor will receive either a check and an 
RTV notice or two RTV notices for the same bill. In the 
latter case, the vendor must then correct the problem 
indicated on the RTV notices and resubmit the bill for 
payment. 

No doubt this causes much frustration among providers, 
and one could understand why a provider might feel justi
fied in either slightly altering the dupl i cate invoice 
(creating a near duplicate payment situation) or adding 
items to the invoice to make up for the delay in payment 
which he has experienced. While we do not know the 
extent of such practices, the possibility does exist and 
the Department should take immediate steps to correct the 
situation. 

Therefore, the LPR&IC recommends that a separate "sus
pended payments" unit be established to work only on the 
resolution of finder cards (see Appendix VI-3) . This 
unit should be adequately staffed to insure that providers 
can be notified when payment problems exist within the 30 
and 45 day time limits in effect for accurate or "clean" 
bills. This would have the dual advantages of greatly 
improving provider relations and reducing the burden of 
duplicate invoices on the system. The Committee further 
recommends that this unit be provided (if possible) with 
a computer-prepared "finder card status list" (by invoice 
number referencing the batch number on a weekly or monthly 
basis)indicating disposition and date which would allow 
unpaid invoices to be traced. All calls concerning unpaid 
invoices could be directed to this unit. If the invoice 
problems can be resolved by telephone, then payments 
could be further expedited by eliminating some of the paper
work delays and backlogs. 

Lack of Inst ruction Manua l and Training 

The Medical Payments Section has no specific written 
instructions for personnel involved in eye-scanning and 
preparing invoices for computer processing. Manual proce
dures seem to have evolved (within personnel constraints) 
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as missing controls in the computer editing system were 
identified. As the computer editing capabilities change, 
so do the manual procedures. However, there has not been 
a good, methodical examination of the entire payment 
system to identify weaknesses and to develop alternative 
procedures. Several major areas of weakness are discussed 
below under "Third-Party Liability" and "Post Payment 
Review. " However, other weaknesses are: ( 1) the lack 
of any (manual or computer) check to insure that the 
prescription number is listed for each item on a pharmacy 
invoice; and (2) the lack of (manual or computer) verifi
cation of drug prices. The prescription number is the 
only audit trail item which can be traced through the 
pharmacist's records to verify physician's written order 
for the medication and delivery of prescribed items. 
The Department's policy is that only prescribed items 
will be paid by Medicaid. 

With respect to verification of drug prices, clerks 
could check drug prices against the published "Average 
Wholesale Price Index." Any unreasonably priced item 
could be further reviewed by DSS pharmaceutical reviewers 
(see page 93). The pharmaceutical price list will soon 
be computerized, eliminating the need for a manual review. 
Nevertheless, these two examples show the need to develop 
detailed written instructions for manual review (eye-scan) 
and suspended payments operations. The LPR&IC therefore 
recommends that a systematic study of the claims payment 
process be undertaken, and that appropriate detailed staff 
instructions be developed. It is further recommended that 
thorough pre-service and in-service training be provided 
on a regular basis; for, without effective training even 
the best written procedures are of little use. 

The lack of written instructions and formal training 
of personnel was also identified in a report prepared for 
HEW by Control Analysis Corp. entitled "Assessment of 
Controls on Erroneous Medicaid Expenditures in the State 
of Connecticut," January 28, 1976. Appendix A of that re
port catalogued approximately 300 "potential erroneous 
claims situations" and rated the Department as having 
either control, partial control or no control over these 
situations. The Department has reportedly undertaken an 
examination of all "partial" or "no" control situations, 
with intent to either develop interim controls or to build 
them into the MMIS (see Chapter VII). While the Program 
Review and Investigations Committee shares the Department's 

/ 
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concern for controls, it should be emphasized that the 
Control Analysis report recommended that the Department 
"determine whether the magnitude of erroneous payments 
(in these areas) warrants the addition of appropriate 
system edits." Certainly it is possible to pay more for 
some controls than having them would save. The report 
also recommended that DSS "develop a formal method of 
carrying out quantitative cost-effectiveness analyses to 
determine the desirability of instituting particular 
claim edits." 

The LPR&IC therefore recommends that the Department 
develop data on cost and estimated savings of present 
payment control systems (both manual and computerized) . 
Claims processing procedures would lend themselves partic
ularly well to cost/benefit analysis. Such a study 
would tell management how to allocate manpower and train
ing resources to maximize the potential benefits of control 
procedures. This type of documentation would also be 
extremely useful in supporting additional staff requests 
by the Department. 

Third Party Liability 

A recent HEW study conducted in Maryland, Massachusetts, 
and North Carolina found that 50 percent of all categorical 
Title XIX recipients (see Chapter II) had some form of private 
health insurance as well. HEW noted that "there is ample 
data to indicate that Medicaid funds are paying for 
medical bills that should be paid for by (private) in-
surance companies." In Connecticut, the Department of 
Social Services has had significant problems in recouping 
accident-related insurance coverage, Medicare, and other 
private medical insurance. 

There are no computerized claims processing edits 
designed to detect procedures and diagnoses which are 
accident-related and which might be subject to third -
party liability. It is therefore possible for a Medicaid 
recipient to be injured in an automobile accident, be 
treated for these injuries under Medicaid, and still 
receive a no-fault insurance settlement. At the present 
time, the primary method for detecting accidents is through 
a manual post-payment review of ambulance claims. The 
irony is that while most vendor claim forms have a space 
to check if the patient was in an accident or is insured, 
the ambulance claim form (Bill for Medical Transportation) 
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contains no such space--an analysis of the "description of 
emergency" is needed to determine if the claim is accident
related. Even more surprising, when the "accident" space 
is checked on other vendor claims, the Department has no 
procedure for determining other third party liability. 

A related problem occurs when a provider claim 
contains some indication of other insurance (a box is 
checked or a credit taken) and the Department makes no 
effort to enter the information in the recipient's file 
for future reference. Various estimates place the poten
tial recovery from Medicare alone in the millions of 
dollars. 

The Program Review and Investigations Committee is 
deeply concerned about the lack of effort in the Depart
ment to make Medicaid the payor of last resort. Additional 
staff in this area could save their salaries dozens of 
times over in a single year. Precise estimates are 
impossible since the extent of losses are unknown; it 
is known, however, that important control mechanisms 
are completely lacking. LPR&IC therefore recommends 
that the DSS establish a Claims Recovery Unit to gather 
and maintain insurance coverage and accident liaibility 
data on all Medicaid recipients (see Appendix VI-3). 
Computer files of all recipients who have declared, or 
have had indirectly reported by providers, insurance 
coverage or accident liability potential would be flagged. 
Computer flags are now in limited use--only for insurance 
reported at time of application. Further, the follow-up 
of flagged bills is done by the Medical Payments Section 
which,as already noted, is severly understaffed and lacks 
the opportunity to develop expertise in this area. The 
proposed Claims Recovery Unit should thoroughly investi
gate all third party payment potential before approving 
the bill for payment. If the unit is sufficiently staffed 
and trained, no significant delays in the payment processes 
should occur as a result of this added review. Based upon 
the HEW findings cited above, the potential for return 
on this investment in staff would appear to be highly 
significant. 

Medicare. Finally, DSS has no Medicare eligibility in
formation in its eligibility computer file. All med1cal 
bills for persons over 65 years of age are screened, 
however, against a list of Connecticut Medicare eligibles 
provided by the Social Security Administration. If the 
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recipient is eligible for Medicare, the Medicaid invoice 
is returned to the vendor with instructions to bill 
Medicare. Medicaid recipients who appear to be eligible 
but are not listed as Medicare recipients, have Medicare 
application made and premiums paid for them by the DSS 
Buy-in Coordinator. 

Inpatient hospital bills (Medicare Part A) for persons 
under 65 years of age in the blind and disabled categorical 
programs are subjected to the same procedures; however, 
Medicare Part B (professional services other than inpatient 
hospital services) bills for these recipients are not 
reviewed for potential Medicare liability. This is due, 
in part, to low Medicare eligibility (approximately 15%) 
for this group, and to DSS staff limitations. 

Weaknesses in this system exist, especially in the 
area of Medicare eligibility denials. It is estimated 
that over half of such denials when appealed, are over
turned during the first step in the appeal procedure. 1 

According to the New Haven Legal Assistance Associa
tion, Connecticut has a substantial number of Medicaid 
recipients who are eligible for Medicare. Some have 
simply not enrolled; others have not applied for benefits 
to which they are entitled; and still others are in in
stitutions not approved for Medicare reimbursement. 2 

Since the federal government pays essentially the full cost 
of services under Medicare, but generally only half of 
Medicaid costs, DSS should make a reasonable effort to 
insure that Medicare eligibles are receiving Title XVIII 
benefits to which they are entitled. Neglect of such 
an effort is costly to the state. The Connecticut 
Legislative Coalition on Aging has estimated combined 
r e cove rable past and present Medica r e claims i n thi s sta te 
to be between $1.5 and $4 million. 

1 

2 

The Legislative Coaliti on on Aging estimates the 
administra tive hea ring r e v e rsal r a te at 70 % f o r Par t 
A and 50% for Par t B . 

The Commissioner of Social Services estimates that 
approximately one-third of all Connecticut nur sing 
homes are not Medicare approved. 
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Other state agencies have proven a capacity to imple
ment a Medicare recovery plan. On February 20, 1975 the 
Departments of Health and Mental Health entered into a 
$50,000 contract with a private health care corporation 1 

for the purpose of identifying recoverable Medicare Part 
A (hospital) payments and developing a plan for recoupment. 
The contractor's final report estimates up to $3.3 million 
has not been reimbursed to the state by HEW because of 
errors in handling Medicare accounts. 

A similar contract was also executed for the purpose 
of recovering Medicare Part B (physician) reimbursement 
due these s~ate agencies. The corporation is to receive 
10% of all sums recovered. In less than seven months, 
the corporation has reviewed 1,459 claims and has recovered 
nearly $62,000 leaving the state with a net gain of 
$55,800. 

The LPR&IC recommends the Department of Social Ser
v i ces investigate the feasibility of an outside contract 
to review DSS Me dicare reimbursement procedures. 

Post Payment Review 

DSS has implemented a very limited manual post-payment 
control system. According to t h e Control Analysis report 
"any manual checks on the system are performed on an in
formal basis, and generally only when a problem· has been 
brought to someone's attention on a happenstance or random 
basis." 

The Department's Post Payment Audit Group was origi
n a lly designed to perform systematic post-payment reviews 
of the e ntire Medicaid payment system. However, due to 
the "crisis" a tmospher e that p r e v a ils in the Centra l 
Office, the unit's activities are limited to reviews in 
near- duplicate claims and third party liaibility areas. 
These controls are primarily accomplished through review 
of the Duplicate Payment List and ambulance claims. 

The Duplica t e Pa yment Lis t, as describe d earlie r, is 
g e nerated by t he c ompute r a t the t i me bil l s a r e p r o cess e d. 
It enumerates all payments which have the same recipient, 
date of service and provider type as being near-duplicates 

1 National Heal t h Care Resour c e s, I n c . 
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(payment for original has already been made). In addition, 
bills with the above characteristics but also having the 

same procedure code and amount are shown as exact dupli
cates (payment has not been made). The Post-Payment Audit 
Group, consisting of three employees, is supposed to review 
each list (prepared daily) for possible duplicate payments 
by identifying "suspicious" or high risk entries on the 
list, then researching the invoices and ultimately attempt
ing to collect the overpayment from the provider . The 
unit's efforts are hampered by several factors which 
should be corrected as soon as possible. There are no 
written instructions to guide the reviewers in the scrutiny 
of the Duplicate Payment List. They seem to perform this 
function more on "feel" and past experience than on any 
systematic exploration and documentation of high probability 
overpayment situations. During a visit to the Department, 
the LPR&IC staff noted a three- to six-month backlog in 
the Duplicate Payment List reviews and could find no 
evidence of systematic examination of all near duplicates 
on lists which had been reviewed. In addition, the Post
Payment Group's research efforts are significantly hamper
ed by the fact that most of the paid invoices are filed 
either at the Huyshoppe Avenue or the Rocky Hill records 
storage areas, making the retrieval of actual invoices 
cumbersome. 

Despite these recognized weaknesses, the Department 
recovered Medicaid refunds amounting to $459,109 in FY 1975 
and $783,719 in FY 1976 in provider overpayments. In 
light of the potential for overpayment recovery which 
currently exists, the LPR&IC recommends that the Depart
ment hire sufficient staff to enable the full, current 
review of Duplicate Payment Lists; that written instruct
ions be developed for the review; and that investigation 
techniques be employed. 

Once it is determined that a provider has received 
an overpayment, a manual accounts receivalbe file is used 
for collections. Manual handling of collections can lead 
to considerable error and neglect. According to an HEW 
report, 1 

1 

... [t]here are many thousands of dollars of older 
accounts receivable (rrore than six months) out-

Control Anal ysis Co:rp., "AssesSITEilt of Controls on Erroneous 
.M:rlicaid Expendi tures in the State of Connecticut, " January 
28, 1976. 
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standing, nost of which have not received any 
follow-up attention due to a cut back in personnel 
in the post pa:yrrent review group. Since the post 
payment review team is presently investigating 
possible duplicates that ~re paid 4 to 6 nonths 
earlier, the timeliness of accounts receivable 
collections is further relaxed. 

The study estimated that Connecticut had over $100,000 
of known refunds outstanding for the last six months of 1975. 

To max imize its collections of provider overpayments, 
the Department should implement an automated claims re
covery system. Such a system should have the capability 
of blocking future provider payments until prior over
payments are recouped. In lieu of developing such a 
system, the Department might consider using the Central 
Collections Division of the Department of Finance and 
Control or a private collection agency to recover 
certain accounts r eceivable (assuming, of course, that 
confidentiality can be mainta i ned). A vendor who refuses 
to cooperate in the refund of overpayments should be 
removed from the DSS approved vendor list. 

A final function of the post payment audit group 
is to furnish Finance and Control's Divison of Central 
Collections with vendor f r aud referrals. In the current 
cale nder year, the post payme nt a udit group h a s been a ble 
to detect only three cases of suspected vendor fraud. 
One reason already cited for this inability is the fact 
that an effective control system for overpayments is non
e x istent. Secondly , the post payment group is making 
independent determinations as to which overpayments are 
attr i butable to willful provider misreprese ntations and 
whi ch are merely unint entiona l or ne glige nt in nature . 
Such determinations by the post payment group are in
appropriate from a policy standpoint. 

The Department should maintain records of all provider 
overcharge s and r e fer all overpayments in e x cess of $500 
to the Division of Centra l Collections f or fra ud inve s ti
g a tion. Se ction 17-82m of the Conne cticut General Sta tute s 
should be amended (see Appendix III-5) to provide for a 
systematic procedure for recovering such provider over
payments. 

Th e Commi ttee adopts the f ollowing rec omme ndation 
pro po sed by the HEW Control Ana lys i s Repo rt : 



-93-

'Ihe State of Connecticut should institute a quality oontrol 
function to IIDnitor the perform:mce of the oontrol system, 
including the <Xlll'q?Uter processing as well as the manual 
claim review by professional and clerical personnel. The 
quality oontrol function should include, as a minimum: regular 
randan sampling of paid, suspended, and returned claims, with 
canplete research of each claim to insure valid disposition; 
regular review of provider reftmds, adjustrrents and voids, 
to determine the causes of erroneous ~nditures brought 
to the state's attention by providers; and regular random 
sampling and reoonciliation of files to insure accuracy of 
data. It could also ir.clu::le, if desired, Sumlitting of 
ficticiow3 test claims; tabulation of claims suspended re
sulting from processing errors (e.g. , key-entry} ; and 
periodic review of manually-processed documents. 

Pharmaceutical Reviewers 

The Department currently operates a very limited 
manual audit system over pharmaceutical claims. Until 
January, 1976, the Department employed two pharmaceutical 
reviewers, who according to Department officials, dis
allowed several hundred thousand dollars of bills each 
year. In fact, as noted in Chapter V, the Department 
estimates that a good audit and utilization review system 
would save the state about 10% of drug costs, or currently 
about $900,000. 

In January, one of the pharmacists was laid off, 
allegedly due to the State's financial crisis. However, 
75% of the claim reviewer's salary was federally reimburs
ed. Since pharmaceutical reviewers can save the state 
thousands of dollars by identifying overcharges and other 
abuses, the Committee recommends that the pharmaceutical 
reviewer position currently vacant be filled. 

The remaining pharmaceutical reviewer examines less 
than 5% of all incoming drug claims. Less than 15% of 
his time is spent reviewing claims, while another 40% 
of his time is allocated to updating policy, procedures 
and drug fee schedules. Finally, the pharmaceutical re
viewer does review all physician claims which contain 
cha~ges other than services (i.e., drugs, medical supplies}. 
This review is performed only "as time permits," even 
though a very high percentage of such billings reportedly 
contain overcharges by providers. It is not unusual for 
these billings to accumulate and remain unchallenged up 
to one month or more. Recently, the reviewer spent four 
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hours examining such bills and recovered $2500 for the 
Department of Social Services. The DSS pharmaceutical 
reviewers should allocate sufficient time on a weekly 
basis for the purpose of auditing a sample of pharma
ceutical and physician (non~service) claims under 
Medicaid. 

The Department has had virtually no control over drug 
payments other than by -manual review. Presently, computer 
edits reject only those claims which exceed $16, irres
pective of their reasonableness. This auditing capability 
wirl be improved with the introduction of two proposed 
drug file systems described below. 

HEW has mandated each state to implement payment 
controls on 825 selected drugs not to be in excess of 
each drug's "estimated acquisition costs" (EAC) by 
August 26, 1976 (see Chapter IV). The National 
Association of Retail Druggists is in the process of 
challenging this mandate in Federal Court. The Connecticut 
Pharmaceutical. Association has obtained an injunction 
against implementation of the plan by the Department of 
Social Services. However, the Department intends to 
adopt the EAC pricing system as soon as the procedural 
requirements prescribed by the Uniform Administrative 
Procedures Act have been met.l 

Secondly, the Department is in the process of insti
tuting a comprehensive Master Drug Reference File cover
ing 3900 drugs. Upon implementation, the computer will 
edit and reject all drug claims which exceed the costs 
established by the Department. Once this program becomes 
operational, the pharmaceutical reviewer will be required 
to systematically audit and approve all non-coded (non
computerized) drug bills and those claims which require 

1 DSS has repeatedly failed to implement policy changes 
according to the regulatory notice requirements of 
the Uniform Administrative Procedures Act. Because 
of this unwarranted legal delay in implementing 
EAC, the Department will be unable to recoup the 
total savings which were anticipated. 
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prior authorization. This computer auditing capacity 
is essential for the effective administration of the 
state's pharmacy program. Therefore, the Department 
is well-advised to assure itself that such proposals 
are implemented according to all state and federal 
requirements. 

This Committee's "Preliminary Review of Medicaid 
Issues in Connecticut" (March 31, 1976) recommended 
passage of H.B. 5364, "An Act Concerning the Generic 
Substitution of Prescription Drugs." On October 1, 1976 
the Act (P.A. 76-166) will take ~ffect and will permit 
pharmacists to substitute equivalent generic drugs unless 
directed otherwise by a licensed medical practitioner 
or by the purchaser. The report estimated yearly savings 
of nearly $750,000 for a fully implemented drug sub
stitution law. LPR&IC recommends that the Department 
of Social Services implement a policy by which it re
imburses pharmacists only for the lowest cost generic 
equivalent so that these savings can be fully realized. 

One proposed alternative, designed to reduce . the 
cost of Connecticut's pharmacy program, is to contract 
with a fiscal intermediary to perform all administrative 
functions. Such an arrangement should provide computer
ized bill payment review, utilization review (see Chapter 
V), on-site pharmacy audits, and provider relations ac
tivity. Several corporations have expressed an interest 
in developing such a program for Connecticut. However, 
the Department of Social Services has not acted upon 
any of the proposals submitted to date. 

During the last fiscal year, Massachusetts estimated 
that it reduced its drug program costs by $5.5 million 
through a private sector contract. Savings in Connecti
cut would chiefly result through cost auditing and 
utilization control. The potential savings for Connecti
cut's drug program is estimated to be $1.3 million. 

DSS administrative cost 
($.54 per line item for 
1.8 million line items) 

Estimated private sector 
administrative cost 
($.33 per line item; 
1.8 million line items) 

Savings on administrative 
costs 

$970,000 

59,4' 000 

$376,000 
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10% projected savings 
through utilization 
and audit controls 

Total estimated savings 

900,000 

$1,276,000 

In order to save an estimated $1.3 million in phar
macy administration under Medicaid through improved 
efficiency and control, the Legislative Program Review 
and Investigations Committee recommends that the Depart
ment of Social Services solicit formal bids for the 
private administration of its pharmacy program. The 
contract should provide for: peer utilization controls, 
audit and cost controls, computerized profiles, 15-day 
payment cycles, qualification under MMIS, and a three
month implementation deadline. 

Vendor Fraud 

At the national level, HEW estimates that provider 
fraud and abuse are siphoning off up to $7~0 million 
annually. Federal and state efforts to stop Medicaid 
fraud have been meager, with too few staff or funds to 
do the job. Until March of 1976, HEW had only one 
Medicaid fraud investigator for the whole country. 
State efforts are equally ineffective. Twenty states 
have never referred a suspected Medicaid vendor fraud 
case to state or federal agencies for prosecution. 
Connecticut presently has only six vendor fraud investi
gations pending (see page 98 ) . 

HEW Secretary David Mathews recently announced 
the staffing of a new Medicaid Fraud and Abuse Unit. 
Teams of federal auditors and investigators have been 
sent to Massachusetts and Ohio at the request of their 
respective governors. Three more states with high 
Medicaid expenditures will be included in the program 
within the next nine months. 

Penalties. Various penalties exist for providers who 
fraudulently obtain Medicaid reimbursement. Penalties 
include state administrative sanctions, federal and 
state fines, and federal and state imprisonment. 
Additional non-criminal sanctions may be taken by pro
fessional and licensure groups. The Social Security 
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Amendments of 1972 specifically provided for fines up to 
$10,000, or imprisonment for not more than one year, or 
both for providers convicted of fraudulently obtaining 
Medicaid payment. The vast majority of vendor fraud 
cases are prosecuted by local officials according to 
state law. 

The 1975 Connecticut General Assembly expanded the 
fraud statutes with regard to Title XIX vendors (P.A. 75-
558). The revised statute, as interpreted by the Attorney 
General's office, still did not permit administrative 
sanctions against providers unless a court conviction 
had been obtained. However, the Department of Social 
Services recognized that it had "many cases of over
charges, overutilization, and other devious practices 
which could not be prosecuted in court ... n (Title XIX 
Task Force Study, page 26). 

On June 1, 1976, Governor Grasso signed P.A. 76-242 
which empowered the Commissioner of Social Services to 
suspend a fraudulent vendor under Title XIX. In addition 
to the criminal penalties of larceny, fraudulent vendors 
would be subject to suspension from the Medicaid program 
following an administrative due process hearing. Massachu
setts instituted administrative sanctions in 1973 and has 
since suspended 28 providers, placed six on probation, 
issued 27 written warnings, and recovered nearly $350,000. 
Thirty-three cases are presently under investigation. 

Regulations. Public Act 76-242 requires the Commissioner 
of Social Services to distribute to all Medicaid providers 
a copy of the rules, regulations, standards, and laws 
governing the program. To date providers have only re
ceived a general policy statement on fraud and a state
ment of departmental policy r elati ve to each t ype of vendor 
service . The Department was also r e quired to a dopt 
regulations regarding administrative sanctions by July 1, 
1976. No hearings have yet been scheduled to promulgate 
such reglilations.l Such regulations, at a minimum, should: 

1 As noted previously, the Depart::rrent has repeatedly failed to im
plerrent regulations as required by the Unifom Administrative 
Procedures Act. Not only were regulations on vendor fraud 
not in effect by July 1, but such regulations were not even 
draf ted as of August 20. The earliest possible implerrentation 
date, therefore , wi ll be sane s i x rronths aft er the l egal 
effective date . 
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(1) specify the marmer in which fraud referrals 
will be made fran its Post Payrrent Aooit Group 
to the Central Collections Division of 
Finance and Control; 

(2) provide for civil recovery if a criminal 
a:mviction cannot be obtained: 

(3) provide for referral to Central Collections 
of all vendor billings which do not rontain 
a required prior aut:lx:>rization; and 

( 4) restrict rredical vendors fran obtaining a 
medical provider nurrber individually as 
~11 as through a group practice, with 
limited exceptions. 

Finally, the Department has not established a mechan
ism for notifying professional and licensing agencies 
of any such violations. It appears that the Department 
does not have a sufficient commitment to the elimination 
of provider fraud in the Medicaid program. 

Referrals. Social Services averages only three suspected 
vendor fraud referrals per year to the Central Collections 
Division of Finance and Control. Central Collection's 
Special Investigations Unit is responsible for initiat
ing criminal complaints against Title XIX vendors. Pre
sently, six cases of alleged vendor fraud are under in
vestigation. On average, one case of vendor fraud is 
successfully prosecuted each year. In many instances, 
DSS has not provided the support necessary to successfully 
investigate and prosecute a criminal case. 

Since Connecticut's system for identifying and re
ferring cases of suspected vendor fraud is so weak that 
reliable estimates of losses cannot even be made, the 
Commissioner of Social Services, through the Governor, 
should request the Secretary of HEW to assign a team of 
federal auditors and investigators to the Department 
to determine the extent of vendor fraud in Connecticut. 
If findings warrant, -a vendor fraud and abuse unit should 
be established in Connecticut. 

Nursing homes. Two investigations of alleged nursing 
home fraud were discontinued by Central Collections be
cause it could not develop the necessary technical evidence 
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relative to nursing horne cost accounting procedures. 
These nursing homes allegedly misused patient's personal 
money which is held in trust by the homes. In 1971, HEW 
found seven Connecticut homes which did not adequately 
account for funds held by them for their patients . 
Patient funds were used for "cookouts," and "parties," 
without authorization and were often kept by the horne 
after a recipient died. Current allegations are that 
homes may be obtaining bank passbooks for recipients 
and naming themselves as joint beneficiaries. These 
problems, which are not addressed by the new nursing 
horne reimbursement system, should be discovered in the 
Title XIX redetermination process, mandated by federal 
law (see Chapter III). 

A 1976 HEW audit of Connecticut nursing homes identi
fied further areas of possible abuse. HEW found eight 
homes in a sample of 20 (40%) that had included "im
proper" prescription drug bills in their rate setting cost 
reports. Based upon its review, HEW estimated that 
nursing homes received "$142,000 for prescription drug 
costs that were not incurred by Medicaid recipients." DSS 
Commissioner Maher stated that HEW had "generously" 
called this procedure "error," yet the Department has 
taken no action to date to eliminate these practices. 

Clinical labs. A potential area of concern for both 
the Departments of Social Services and Health is clinical 
laboratories. A recent federal report noted that 30% 
of all Medicaid payments received by clinical labs 
studies, were "kicked back" to doctors. If this figure 
accurately reflects the situation in Connecticut, fraud 
by clinical labs could reach as high as $800,000. The 
kickbacks are often disguised as rental payments for a 
small room in a physician's office or salaries for a 
physician's employees. The Director of the Laboratory 
Division of the State Health Department stated that 
these practices "may be widespread" in Connecticut. In 
response, the Committee on Public Health and Safety in
troduced H.B. 5841 which would prevent unethical arrange
ments between clinical laboratories and health practitioners. 
The bill was not enacted during the 1976 legislative 
session. Given the recognition of widespread abuse on a 
national level by clinical laboratories, and in order 
to prevent such abuses from affecting Connecticut's 
Medicaid program, the Committee recommends the reintro
duction and passage of H.B. 5841, An Act Concerning 
Inducements by Clinical Laboratories. 
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Time limit on vendor claims. Presently, the Department is 
reimbursing Medicaid vendors for services provided up to 
two years ago. This involves a complex procedure by 
which Departmental personnel must determine the reim
bursement rate which was in effect at the time the ser
vice was provided. According to state law, legal action 
against the state for reimbursement of unpaid claims 
must be initiated within one year from date of service 
(C.G.S. 4-148). It is therefore recommended that all 
vendor claims, which, on the date of Departmental entry, 
cover billings for services provided one year or more 
from such entry date, shall be summarily rejected unless 
such provider has petitioned for relief under Chapter 53 
of the Connecticut General Statutes. 



VII. MEDICAID MANAGEMENT INFORMATION SYSTEM (MMIS) 

In previous chapters, the need for controls over 
eligibility, prices, utilization, and expenditures was 
discussed. Throughout, the importance of a comprehensive, 
automated information management system was emphasized. 
The size, cost, and complexity of the Medicaid program 
requires such a system for efficient administration. 

In response to this need, HEW developed a system to 
help states improve program administration and contain 
costs. The Medicaid Management Information System (MMIS) 
was designed to reduce costs by minimizing processing 
errors and by facilitating control of misuse and abuse 
of Medicaid services. 

In this chapter, the inadequacies of the existing 
program management system will be described. In addition, 
the need for a comprehensive new system for claims pro
cessing and utilization review will be discussed, as will 
Connecticut's progress in designing and developing the 
new system. The Chapter will conclude with an evaluation 
of the state's MMIS project. 

Existing System 

The present system for monitoring utilization of 
services and processing vendor claims was described in 
detail in Chapters V and VI. In Chapter V, it was shown 
that the present system for utilization review involves 
some prior authorization for medical services, but no 
comprehensive review of utilization patterns after 
services are provided. In Chapter VI, it was shown 
that bill processing and post payment auditing are heavily 
dependent on manual review andmanual resolution of pro
blems. In addition, post payment auditing is limited 
in scope because of a lack of sufficient computer reports 
identifying payment errors. 

The three major activities the Department of Social 
Services must perform to administer its Medicaid program 
are: (1) maintain a record of eligible recipients and 
providers, (2) validate claims submitted as legitimate 
and acceptable before being paid, and (3) monitor the 
program utilization of recipients as well as partici
pation of providers. 
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Connecticut's present system is outdated in the way 
it accomplishes these three tasks. The system was develop
ed six years ago when the volume of claims was much lower. 
The system was not designed with the flexibility required 
to accommodate the kind of program growth which Connecticut 
has experienced. It was designed at a time when computer 
applications were limited, and the computer in use at the 
time is now obsolete. In addition, it was developed when 
little emphasis was placed on utilization review. Thus, 
comprehensive monitoring reports were never developed as 
a part of the system. 

Social Services administrators have known for some 
time that corrective measures (overtime work for employees 
and minor computer program modifications) are no longer an 
effective way to cope with the increased pressures on the 
existing system. 

In 1975, a committee was formed in the Department 
of Social Services to evaluate the effectiveness of the 
Department's operating system. The committee identified 
substantial weaknesses in claims processing, eligibility 
data storage, and utilization review reporting. 

In processing bills, too many manual steps are re
quired from receipt of the vendor claim to final payment. 
Many manual computations are performed which should be 
machine processed. In addition, the procedure for handl
ing problem claims is too cumbersome. 

Too many manual steps are also required to store 
eligibility data in the computer. In some cases, the 
same information is stored in more than one computer 
file. The pr0cedures for storing, updating, or checking 
eligibility information is time consuming and inefficient. 

The Department's Evaluation Committee found that, 
in the area of utilization review, many needed reports 
are simply not available. Those reports which are avail
able are inadequate or are not suited for their intended 
use. The capacity to generate reports is not sufficiently 
flexible to meet changing needs for information, nor to 
respond to increasing management demands. 

Based on its findings, the committee recommended a 
major overhaul and modernization of the Department's 
computer capability and operating systems. With the 
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support of the Commissioner, the committee became a task 
force to plan for development of a new system--the MMIS. 

The MMIS Project in Connecticut 

The federal government has developed a Medicaid 
Management Information System capable of efficient claims 
processing and utilization review. The federal MMIS is 
a model system, originally developed in Ohio. Its logic 
and design is the standard HEW uses in approving all new 
systems. 

The federal model consists of six major integrated 
subsystems which accomplish Medicaid claims processing 
and report generation. The six subsystems are: 

(1) Provider Subsystem-maintains a data file of 
certified health care providers; 

(2) Recipient Subsystem-maintains a file of 
eligible Medicaid recipients; 

(3) Reference File SubsystemHmaintains a claims 
processing reference file, e.g. , drug price 
list, physician fee schedule, and listing 
of covered services; 

(4) Claims Processing Subsystem-verifies the 
eligibility of the recipient to receive 
the services and the provider to perfo:r:m 
the service, as ...ell as validate the claim 
for price, procedure, . and duplication; 

(5) Surveillance and Utilization Review Subsystem
generates statistical profiles of recipient 
utilization and provider participation in 
the program; and 

(6) Managerrent and Administrative Rep::>rting SUb
system-generates surrmary rep::>rts of overall 
program use for managerrent planning and 
evaluation. 

As an incentive for states to develop an MMIS, 
federal financial support is available for 90% of the 
cost of design, development, and installation of an 
approved system. Federal support is also available for 
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75% of operating costs. To qualify for the 90% federal 
reimbursement, states must meet several conditions. 
The state system must be compatible and integrated with 
Title XVIII (Medicare) and must provide for crossover 
claims for persons eligible for both Medicare and Medi
caid. It must support the data requirements of the 
Professional Standards Review Organizations (PSROs) . 
In addition, the system must be operated for sufficient 
time to justify federal investment, and the state must 
retain ownership rights to the system (programs and 
documentation) and permit unlimited access by HEW or 
its designees . The system must be likely to provide 
more efficient, economical, and effective Medicaid ad
ministration than the existing system and the state 
must have a method to identify those costs reimbursable 
under the federal match. 

In addition to the 90% federal reimbursements for 
development and implementation costs for an MMIS, the 
federal government offers an incentive for its effective 
use. In Connecticut, for e xample, data processing, to
gether with other administrative costs, are reimbursed 
at the rate of 50%. The federal government will increase 
the reimbursement for MMIS operating costs (including 
personnel) to 75% if the following conditions are met: 

(1) all requirerren.ts listed for the 90% reim
bursement ITn.lSt be satisfied; 

(2) the carplete system with all its corrq::>onents 
ITn.lSt be op:!rating on a continuous basis for 
the period the increased (75%) match is 
clairred; 

(3) the system must generate patient and pro
vider profiles for utilization review 
and program management puq:oses; and 

( 4) the system must provide a written staterrent 
("Explanation of Benefits") to the recipient 
within 45 days of payrrent for services. 
This statE!l'el1t ITn.lSt include the provider's 
narre, services p:!rfonred and dates of service. 
(The · exp:!ctation here is that providers will 
be less likely to bill for services which 
~re not p:!rfonred if the patient receives 
a copy of the staterrent) . 
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In September, 1975, DSS submitted its plan for an 
MMIS to HEW. Connecticut proposed to expand its present 
system to include new components, rather than to scrap 
the present system and transfer in a complete MMIS develop
ed in another state. After assessing other state systems 
available for transfer, the Department decided the exist
ing system was more suited to Connecticut's needs and 
could be upgraded into a comprehensive MMIS. In its 
plan, Connecticut also chose to develop its MMIS using 
in-house staff rather than contracting with a third 
party to develop the system. 

To implement its plan and satisfy federal require
ments, the Department must submit to HEW a detailed 
work plan. This plan must identify the major project 
tasks, responsibility for task a~complishment, manpower 
requirements for each task, and a schedule for project 
completion. The MMIS project staff is currently develop
ing the detaileq plan, scheduled for submittal to HEW 
in October. 

After approval of the detailed plan, the Department 
must turn its MMIS plan into action. This will require 
coordinating of "users" (in~house staff, medical service 
providers, and other state and federal agencies), analyz
ing Department administrative structure for modification, 
and writing computer programs for the new system. 

The Department estimates that the project will take 
two years to complete after acquisition of project develop
ment staff. Table VII-1 shows that 15 staff persons were 
scheduled to be hired by July, 1976 and ten more by 
July, 1977. Because the staff, scheduled for hire in 
July, 1976 are not expected to be working before 
September, three months after originally scheduled, the 
earliest completion date for the project is September, 
1978. 

Cost. The development cost of Connecticut's MMIS project 
primarily includes personnel and support expenditures 
(computer test time and supplies) . Personnel cos,ts are 
based on the estimated personnel requirements as sub
mitted in the approved plan. As shown in Table VII-2, 
personnel costs are expected to reach $1.2 million and 
support expenditures are expected to exceed $250,000. 
Thus, the project is projected to cost a total of almost 
$1.5 million. Because some portions of the state's m1IS 
are not reimbursable at the full 90% rate, an estimated 
75-80%, or over $1 million of this cost will be paid 
by HEW. 
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Table VII-1. Full-tine MMIS developrent personnel and estimated 
date of assignment to the project. 

Presently 
Project Administration 

Project Ooordinator 
Clerktypist 

Program Personnel 
Public Assistance 

Consultant 
~ical Social 

W::>rk Consultant 
Data Processing 

Assigned July 1976 Jan. 1977 July 1977 

EDP Project 
Leader 

Systems Analysts 
Ccmputer Prograrrmers 

CUmulative 'Ibtal 

1 

1 
5 

7 

1 

2 

2 

5 
5 5 

22 27 

Source: Approved Advance Planning LOcurrent, May 1976. 

5 

32 

Table VII-2. Projected developrent rost of Connecticut's MMIS, 
Fiscal Years 1977 and 1978. 

Personnel 
Project Administration 
Data Processing 
Program 

$ 89,548 
$ 936,350 
$ 170,800 

Personnel SUbtotal $1,196,698 

Support 
Computer Testing 
Miscellaneous 

Support Subtotal 

'Ibtal Projected Cost of MMIS D=veloprent 

$ 175,350 
$ 90,000 

$ 265,350 

$1,462,048 

Source: Approved Advance Planning Docurrent, May 1976. 

'Ibtal 
1 
1 

2 

2 

1 
10 
15 

32 
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Savings. HEW officials estimate that as much as 
4% of Medicaid expenditures (which would amount to $8 
million per year in Connecticut) can be saved in any state 
by MMIS. These savings can be captured by collecting 
from third party insurers, controlling utilization, and 
detering fr~ud. However, DSS analysts estimated that 
Connecticut's savings will total only about $9 ·million 
over the first three years of MMIS operation. This esti 
mate was based on the experience of other states which 
have an MMIS and the capability of the Department's present 
staff to recover those savings. Unless post payment 
staffing is improved (see recommendation, page 91 ) 
Connecticut cannot expect to realize full MMIS savings 
potential. 

Evaluation 

Successful development and implementation of the 
MMIS project will require procurement of adequate and 
sufficient personnel to staff and manage the project, 
if project tasks are to be completed on schedule. The 
value of MMIS to the state, in terms of containing pro
gram costs, will depend on how the system is used after 
it becomes operational. 

Progress. From the beginning, the progress of Connecticut's 
~1IS project has been slow and behind schedule . Progress 
has been impeded by delays in getting necessary federal 
approvals and project personnel. Although some problems 
were unanticipated and outside the control of the Depart
ment, other problems could have been avoided. 

The Department lacked familiarity with the MMIS 
grant procedures, yet has failed to cooperate and work 
closely with federal ' off icials. As a result, federal 
approval of Connecticut's advanced plan was held up and 
employment of personnel was unnecessarily delayed. Des
pite repeated prodding by LPR&IC staff, only recently 
has the Department improved its working relationship 
with federal officials. Due to continuing problems 
of cooperation, delays in obtaining approval of the de
tailed plan a ppear virtually c e rtain. 

Personnel and management. State personnel procedures for 
hiring staff have also contributed to project delays. 
While this problem is beyond the Department's control, 
other personnel probl ems are not. 
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HEW officials specified prior to submittal of Connecti
cut's plan in May, that four Social Services Program 
Specialists must be assigned full-time to the project, 
in addition to the data processing staff. The Program 
Specialists are needed to help coordinate the data pro
cessing unit with agency operating units, including 
eligib~lity services, income maintenance, and medical 
services. Although qualified specialists are available 
in the Department, no one had been assigned to any of the 
four required positions as of August 15, 1976. 

Participation of the operating units in the MMIS 
project thus far has been inadequate and insufficient. 
The Medical Services director or his representative, for 
e x ample, has only attended one of the five MMIS develop
ment committee meetings. Other agency operating units 
have expressed enthusiasm toward the project, but their 
involvement has been hampered by poor project leader
ship. 

The LPR&IC identified a problem with project leader-
ship and direction in its preliminary report on Medicaid 
issued in March. HEW officials also recognizing this 
weakness, demanded, prior to approval of Connecticut's 
plan, that the Commissioner of DSS appoint a director to 
oversee the MMIS project. The Commissioner selected the 
De p a rtment's Chief of the Bureau of Business Administration to 
se r ve i n this c a pa city. Although the director may be 
capable of providing project oversight, he lacks the time, 
e xpertise, and specific background required to success-
fully direct the project. Because the project continues 
to lack adequate leadership and direction, it is re-
commended that DSS recruit a full-time director from out-
side the Department to assume responsibility for the MMIS 
p r oje ct. With the assista nce and support of HEW, a 
director with MMIS experience can be hired for the dura-
tion of the project. A competent, full-time director 
could improve overall management and control of the pro-
ject. The likelihood of timely projBct success should 
increase as a r e sult. 

De v e lopme nt analysts h a ve improved the progress of 
the project by diverting the "technical" aspects (computer 
hardward acquisition and technical support) to the De
partment of Finance and Control's central data center, 
but the y don't appear to be making maximum use of other 
avai l a ble resources. 



-109-

Finance and Control's Division of Management and 
Budgeting has provided the Department of Social Services 
with management consulting assistance in the past. To 
help improve the administration of Connecticut's MMIS 
project, the LPR&IC recommends that the Department of 
Social Services seek the ~ssistance of the Management 
Section of the Department of Finance and Control. 

Because of the magnitude of the MMIS project (there 
are over 100 major tasks) , project development staff have 
requested that the Department of Finance and Control's 
Central Data Processing Services provide a project 
management system to help schedule, control, and monitor 
MMIS progress. Because of the complexity of this import
ant project and the need for continuous surveillance, 
the LPR&IC recommends that the Department of Finance and 
Control provide a project management system for MMIS. 

This system will aid project managers in recogniz 
ing and avoiding unnecessary delays before they occur. 
In addition, the system will provide information required 
for HEW monitoring and legislative oversight. 

Although the MMIS is intended to reduce personnel 
requirements, it is not clear how Connecticut's system 
will aff.ect the Department of Social Services. It is 
therefore recommended that the Department of Social 
Services include, as part of the organizational analys i s 
required for MMIS implementation, a Personnel Resource 
Impact Statement. 

The statement should focus on those operating units 
which will be "users" of the new system as well as the 
EDP support personnel required to maintain it. The sta te
ment should identify those operating units which must be 
expanded to accommodate the operations of the new system, 
as well as those which can be reduced. In those which 
will have increased staff, job descriptions and classifi
cations should be prepared to facilitate the transition 
from the old system to the new. 

The e ntire MMIS d e v e lopment staff will not be require d 
for the operation and maintenance of the system once it 
becomes fully operational. The Social Service's budget 
line item which provides the appropriations for this 
staff specifies they be used for MMIS impleme ntation. If 
the Department of Social Services intends to reta in this 
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staff, whose salaries exceed $1/4 million yearly, it must 
justify that intent. If it intends to use "excess" 
personnel to further the development of its other data 
processing systems, the statement should specify what that 
effort will be. It should include a feasibility study of 
those improvements that the Department can initiate, 
based on the benefit which the Department would realize 
as well as the cost of implementation . 

Connecticut is a late comer among states implementing 
an MMIS. It can turn this into an advantage if it capital
izes on the mistakes of its predecessors. One prominent 
example which seems universal among those states which 
have implemented Medicaid Management Information Systems 
is the ineffective use of the surveillance and utilization 
reports produced by the system. 

In citing the inadequacy of its 25 member fiscal 
review staff, Ohio's welfare director said, "Using our 
central computers, we can identify potential abuse. 
But to prove it, we need' competent fie ld i nvestiga tors 
to make on site inspection of books."l Michigan has 
taken a more aggressive approach which has paid off. 
They created a Fraud and Abuse Unit which reportedly 
saves $6 in Medicaid program funds for every dollar spent. 

It appears that Connecticut's post payment review 
staff as presently organized could not take full advantage 
of the "tools" that MMIS provides. Left unchanged, the 
savings to be realized from implementation of MMIS would 
probably be limited to the $9 million for the first 
three years projected in the Advanced Planning Document. 

The recommendation to seek consultation from the 
HEW Fra ud and Abuse Unit (Chapter VI) would provi de a n 
opportunity for Connecticut to develop an effective 
Medicaid Fraud and Abuse Unit. This would improve the 
probability of maximizing the potential savings from the 
Medicaid Management Information System. 

1 State Government Ne ws, Vol. 19, No. 4, April, 1976. 



VIII. INSTITUTIONAL LONG-TERM CARE 

As noted throughout this report, long-term1 care 
is the single most expensive item in Connecticut's 
Medicaid budget, accounting for 53% of expenditures 
or nearly $100 million in FY 1976. While nursing home 
care is a major expense in every state's Medicaid budget 
and cost containment in this area is· a national concern, 
it is of special importance in Connecticut. Connecticut 
spends a substantially higher percentage of its Medicaid 
budget for institutional long-term care (nursing homes) 
than other states, and over 90% of these funds are spent 
on expensive skilled nursing care (see Figure II-1, p. ll). 
This is not due to an unusually high long-term care or 
elderly population in the state. The Department of Social 
Services estimates the state's Medicaid long-term care 
population to be about 15% of total Title XIX eligibles, 
compared with about 20% for the nation as a whole. 

Connecticut's nursing home problem is primarily due 
to a critical shortage of less intensive, less expensive 
intermediate care facilities, which results in inappro
priate patient placement. The old reimbursement system 
for nursing homes (see Chapter IV) based rates on services 
provided, but did not take into account the need for or 
cost of such services. For an average of $1 more per 
patient day in costs, an ICF could become a SNF and re
ceive an average of $10 more per patient day in Medicaid 
reimbursement. Consequently, by 1975, 95% of the nursing 
home beds ~n Connecticut were classified as A-1 SNF's 
receiving the highest reimbursement rate. 

Since the physical plant standards are virtually the 
same in ICFs as in SNFs, no major construction or building 
modifications are necessary to convert to lower levels 
of care. The principal difference between ICFs and SNFs 
is in staffing, and if the widely publicized shortage of 
health care professionals exists, a redistribution of 
excess nursing home personnel should not involve any 
serious dislocations. 

1 "I.ong-tenn" refers to the chronic or mnvalescent patient who re
quires extended medical care or sut:ervision. Generally, an institu
tional stay averaging over thirty days at a level less intensive 
than an (acute) h:Jspital is involved. 



-112-

The Program Review and Investigations Committee noted in its 
Preliminary Rer:ort in 1'-IJarch that the federal govermrent had announced 
its intent to cease reimbursing states for SNF care of patients requiring 
less intensive care, effective July l, 1976. Extirnates of inappropriate 
place.rrent range from 20-50% of the current SNF r:opulation. Using a con
servative 20%, the Comnittee estimated that $6 million could be saved by 
reducing reimbursement to coincide with patients' needs. The $6 million 
was subsequently deleted from the DSS appropriation for FY 1977. Faced 
with a known oversupply _of SNF beds in Connecticut, hOITE owners could 
either accept the ICF reimburserrent rate for its reclassified patients or 
allow the patient to be transferred out, and gamble on vacancies. 

It is recommended that the Department of Social 
Services establish a policy that skilled nursing facilities 
caring for reclassified (ICF) Medicaid patients either 
accept ICF reimbursement or if the ICF rate is rejected 
the patient will be transfered to a facility that will 
accept ICF reimbursement. With almost 70% of nursing 
horne beds in Connecticut now occupied by Medicaid re
cipients and possible federal fiscal sanctions against 
inappropriately placed patients, the state has a major 
interest in seeing appropriate levels ,of institutional 
long-term care developed. The problems of facility 
classification and appropriate patient placement are 
analyzed in more detail below. 

Institutional Providers of Long-Term Care 

Several types of facilities are licensed to provide 
long-term care in Connecticut, but only those providing 
certain medical services are eligible to participate in 
the Medicaid program. Medicaid participation, which is 
voluntary, requires that a facility be licensed by the 
state and certified as a provider. The Department of 
Health is responsible for licensing (assuring minimum 
Public Health Code physical plant, staffing and other 
standards are met), inspecting (assuring that the stand
ards continue to be met) and is under DSS contract to 
perform Medicaid certification surveys (assure that 
federal participation conditions are met). In Connecti
cut, Medicaid reimbursable long-term care is provided 
by two basic types of facilities : nursing homes (chronic 
and convalescent nursing homes and rest homes with nursing 
supervision) and chronic disease hospitals. 

Nursing homes. Chronic and convalescent nursi~g homes 
are required by the Public Health Code to prov1de twenty
four hour skilled nursing care , dietary services, recrea
tional activities and to meet strict physical plant 
standards. Arrangement for provision of medically-related 
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social services, rehabilitative (physical therapy, occupa
tional therapy, etc.), laboratory and dental services, 
in addition to the above requirements, is mandated for 
Medicaid certification. The federal designation for 
homes meeting these requirements is "skilled nursing 
facility" (SNF). The level of care provided in a SNF 
is closest to inpatient hospital care. 

Rest homes with nursing supervision must meet con
valescent nursing home physical plant standards with a 
few minor exceptions. Twenty-four hour nursing super
vision (as opposed to skilled nursing care) is necessary 
for licensure as are dietary services and recreational 
activities. Arrangement for rehabilitative and social 
services are additionally required for Medicaid certifi
cation. The federal designation for a home meeting these 
requirements is an "intermediate care facility" (ICF). 
Medicaid did not cover ICF's until 1971 although federal 
subsidization of intermediate care began in 1967 through 
direct payments to adult categorical recipients. In · 
general, patients in ICF's are not well enough for "in
dependent" living but do not need around-the-clock skill
ed nursing care. 

The following table shows the distribution of beds 
and Medicaid patients in Connecticut nursing homes. 

Table VIII -1. Number of beds and r.Edicaid patients by type of 
facility, 1976. 

r-Edicaid Estirna.ted 
Type of Licensed Certified Licensed M2dicaid 
Facility Facilities Facilities Beds Patients 
Chronic and Con-
valescent Nursing 
Hones (SNF) 215 204 20,123 11,000 

Rest Hares with 
Nursing Super-
vision (ICF) 63 56 3,141 2,000 

'Ibtal 278 260 23,264 13,000 

Sources: I€part:Irent of Health, Hospital and r-Edical Care Division 
and I€part:rrEnt of Social Services, r-Edical Services Division. 
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As the table shows, the majority (almost 90%) of 
nursing home beds continue to be licensed at the SNF 
level of care although recently there has been some 
noticable growth in the number of ICF beds. Without 
at least doubling the number of ICF beds in the state, 
transfer of the two to five thousand inappropriately
placed SNF patients will be impossible. More will be 
said about this in a later section. 

Chronic disease hospitals. In addition to nursing homes, 
the Department of Social Services includes in its con
valescent (long-term care) category, patients in chronic 
disease hospitals. These facilities provide 24-hour 
nursing care and complete medical services (including 
diagnosis and therapy) to a wide range of chronic disease 
(tuberculosis, cancer, arthritis, etc.) patients. In 
addition, the Public Health Code also requires that clini
cal laboratory and radiological services be available 
in the hospital and arrangements for surgical and pathologi
cal services be made. The chronic disease hospital falls 
in between an acute general hospital and a SNF. Place-
ment of long-term patients is usually predicated on the 
availability of certain uncommon (and expensive) medical 
equipment or technology not provided in a SNF such as 
an iron lung or radiation therapy. 

The "chronic" Medicaid population, although small 
(estimated to be 275 patients), involved payments of over 
$3 million (state and federal contributions) in FY 1975. 
Three private chronic disease hospitals and three SNF's 
with chronic disease wings currently receive Medicaid 
payments. 

Table VIII-2. M2dicaid long-tenn care average cost per case per 
month by type of facility, FY 1975-77. 

Facility Actual FY75 Estimated FY76 Estimated FY77 
Chronic and 

Convalescent 
Horre (SNF) $ 572.60/mo $ 618.92/mo $ 656.43/mo 

Rest Hane 
With Nursing 
Supervision (ICF) 324.39 350.65 371.93 

Chronic Disease 
Hospital 1, 361.51 1,470.67 1,559.09 

Source: D::!partrrent of Social Services Budget Planning J:bCI.liT'ei'lt for 
FY 1976-77 . 
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Costs. Table III-2 (above) presents average IIDnthly costs per convales
cent case for each level of care. ICF care costs average 40% less than 
SNF costs. The potential cost-savings of transfering inappropriately 
placed SNF patients to an ICF care are conservatively estimated at $7 
million for FY 1977. 

While these estimates are based on current rates, 
it is likely that ICF rates will increase. The new, 
more stringent federal regulations for SNF care des
cribed on page 119 require patients to be reclassified 
to ICF care sooner. In some cases, therefore, patients 
may be at an earlier stage of illness than present ICF 
patients and may require more care, thus raising ICF 
costs and rates. Even now, some ICF rates are higher 
than some SNF rates. Present SNF rates range from 
approximately $500 to $900 per month. ICF rates range 
from about $300 to almost $700 per month. Even if the 
savings do not reach $7 million, however, they will be 
substantial. 

The Medicaid Convalescent Population 

"Convalescent cases," caseload and expenditure figures 
for Medicaid patients in long-term care facilities, appear 
in the table below: 

Table VIII-3. Medicaid long-term care (SNF, ICF, Chronic 
Disease , Hospital) caseload and e xpenditures, 
FY 1975-77. 

Actual 1975 

Total caseload 12,511 

-'lbtal expenditure s $81,790,975 

Est_imated 
1976 

13,011 

$93,406,000 

Estimated 
1977 

14,190 

$107,599,804 

Source: Department of Social Services Budget Planning 
Document, FY 1977. 
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The Department of Social Services collects a great deal of infor
mation about its convalescent cases as individuals, but has not analyzed 
this data to determine general characteristics and trends , needed for 
planning purposes. National studies show that the average age of the 
Hedicaid convalescent caseload is between 80 and 85 y~ars and the average 
length of stay in a long-term care facility is between two and three years. 
The major reasons for institutionalization are fairly evenly divided be
tween physical impairments (recovery from fractures, heart attacks, cataract 
surgery) and mental irnpairrnents (retardation, "confusion," senility). M:>st 
convalescent patients, because of their age, suffer from multiple chronic 
or crippling disabilities (e.g., a combination of arthritis, a bone fracture 
and a heart condition), and many are rrentally impaired as well. This is a 
fact which complicates placement and recovery. 

Hedicaid vs. non-Medicaid patients. Little else is known 
about the Medicaid convalescent population, especially 
how they compare with non-Medicaid patients. A recent 
master's thesis prepared by Edith Baum, a Yale University 
graduate student, compared skilled nursing home patients 
in the greater Bridgeport area to determine differences 
between Medicaid and private or Medicare patients. Ms. 
Baum found that Medicaid patients entered skilled nursing 
facilities at an earlier stage of illness and had signifi
cantly longer lengths of stay than non-Medicaid patients. 
She claims that this occurs not for medical reasons, but 
primarily as a result of Medicaid reimbursement mechanisms 
and the lack of alternative types of care in this state. 
Ms. Baum also found that non-Medicaid patients are more 
likely to return home upon improvement. Few Medicaid 
patients ever return home because, according to Ms. Ba1rn, 
they have no family (a much higher percentage of Medicaid 
patients were widowed or lived alone prior to admission) 
or had liquidated assets (home, savings) to become 
Medicaid eligible. With lower level care unavailable 
and return home impossible, Medicaid patients tend to 
stay at the SNF level despite improvement in condition. 

Ms. Baum's findings, while useful and interesting, 
are based on a relatively small sample of patients (440) 
confined to one area of the state. Her report does 
identify and document problems that should be more 
throughly investigated. A federally-funded study to 
analyze and test Ms. Baum's findings statewide will be 
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conducted by Dr. John Thompson of Yale with the coopera
tion of the Departments of Health and Social Services. 

The Legislative Program Review and Investigations 
Committee fully supports participation in this study by 
the Departments of Social Services and Health. Whatever 
the findings, this second study, should result in a -better 
understanding of Medicaid nursing horne patients in 
Connecticut, a necessary first step in planning and pro
viding appropriate care. In addition, the Committee 
recommends that as staff time becomes available, in
dividual convalescent patient information be analyzed 
to determine general population characteristics. It 
is conceivable that when MMIS is implemented, this task 
could be handled by computer. Generation of such in
formation through MMIS would not only monitor utilization 
but also aid in DSS budgeting (expenditures could be 
better anticipated) and long-term care resource planning 
(need for different types of care could be better antici-
pated) . 

Currently, patient and provider information is not 
easily available from a central source. Ideally, patient 
information including personal descriptions, diagnosis 
and care needs, and provider information such as facility 
type, bed capacity, services offered, and occupancy rate 
should be collected in one pla~e to facilitate appropriate 
placement. It will be some time before systematic patient 
assessment is feasible statewide. By building Medicaid 
convalescent patient and provider profile capabilities 
into MMIS, a long-term care information base for future 
develprnent could be established. 

Utilization Review of Convalescent Patients 

Utilization review is the mechanism for reclassifi
cation and transfer of Medicaid nursing horne patients 
as mandated by federal regulations. States that cannot 
demonstrate effective utilization review in the area 
of long-term care may soon be penalized with reduced 
federal Medicaid contributions. A Medicaid patient must 
now meet the more restrictive Medicare criteria for SNF 
placement although Medicare's three day prior-hospitaliza
tion requirement for eligibility does not apply to Medicaid 
patients. Medicaid skilled care eligibility is now 
dependent (like Medicare) on the rehabilitative potential 
of the patient. SNF Medicaid coverage continues only as 
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long as skilled care is required to produce improvement 
or prevent deterioration in the patient's condition. 

Federal criteria for intermediate care (ICF) are 
more general. ICF's provide health care and services 
to individuals whose mental or physical condition neces
sitates institutional care beyond room and board, but 
less than skilled nursing. Most transfers from this 
level of care would occur when a patient's condition 
becomes serious enough to require hospitalization or 
skilled nursing care, or, less frequently, improves 
enough that medical services are not required on a re
gular basis. 

Appropriateness of care for convalescent cases is 
periodically reviewed by two federally mandated groups-

Utilization Review Committees (URC's) and Patient 
Review Teams (PRT's). 

Utilization Review Committees (URC's) .1 In Connecticut, 
any SNF participating in the Medicaid program must have 
in effect a method, approved by the Health Department, 
to review the need for services provided to Medicaid 
patients, including a facility-based peer review group 
known as a Utilization Review Committee (URC) . DSS 
staff perform the URC function for ICF Medicaid patients. 
The URC is composed of physicians (at least two for a 
SNF and one for an ICF) and appropriate allied health 
professionals (nurse, therapist, dietician, pharmacist). 
The URC must review each SNF Medicaid patient at least 
four times a year, and each ICF patient twice a year. 
If a URC finds that a patient does not require the level 
of care or intensity of services being provided, the attend
ing physician is consul ted. After discussion, , if the URC 
still believes current placement is inappropriate, a 
recommendation for transfer is made and the facility, 
attending physician and Department of Social Services 
are notified. 

1 Three types of URC's are permitted under federal 
requirements: (1) the single state agency (DSS) may 
assign staff to perform URC functions, (2) the URC 
may be facility-based, or (3) a local, independent 
group such as a medical association may be contracted 
to do utilization reviews. 
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All records and meeting minutes of the facility-based 
URC are kept at the SNF for review by the Health Department 
during its licensing and certification inspections. If 
health inspectors find the plan is not being met, deficienc
ies and follow up action are reported to the Department of 
Social Servicffi Patient Review Team Coordinator. The 
Patient Review Teams also do an audit of sorts of the URC 
activities at the time of their inspections. 

The effectiveness of the URC in controlling inappro
priate utilization of nursing home services depends on 
the members and the facilities. To avoid conflict of 
interest, URC members must not do reviews of their own 
patients and cannot be employed by or have a financial 
interest in any nursing home. There is currently no 
effective way to prevent collusion between a Utilization 
Review Committee and a SNF despite monitoring by Health _ 
and the DSS Patient Review Teams. It is expected, how
ever, that as PSRO's become more active in long-term care, 
URC's will be more strictly supervised and their useful
ness as a control of overutilization will be strengthened . 

DSS Patient Review Team (PRT). In addition to the Utiliza
tion Review Committees, the federal government mandates 
single state agencies to hire or contract for annual medical 
review of all Title XIX nursing home patients at least 
ann ual l y. These Patient Review Teams (PRT's) must be 
physic i an-supervised units, compose d of appr opri ate hea lth 
and social service professionals. Their charge is to 
evaluate the quality, adequacy and necessity of care and 
services provided to Medicaid patients in long-term care 
facilities. Connecticut has under contract, five SNF and 
two ICF Patient Review Teams, assigned to geogr aphic areas, 
and based in the district offices. The teams are super
vise d by a coordinator in the DSS c e rttral o f fice . The 
PRT's visit each home at least once a year to review the 
medical and social service records (physician and nurse's 
notes, care plans, medication records) of all Title XIX 
patients in the facility at that time, observe the 
patients, i nterview facility staff and review URC records. 
The facility is requested, about a month bef ore t he vis i t , 
t o prepare c e rtain p a t ient information and h a ve the staff 
available for interviews. Facilities cannot be given more 
than 48~hour notice of the actual time of visit. 

At the end of the visit, the team meets with adminis
trator a nd staff d i rectors to discuss f indings a nd re
commenda t i ons . These a r e put i n t o wr i t ing and sent to 
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the facility, the URC chairman and the State Health Depart
ment. The evaluations are kept on file in the PRT's 
district office and in the master file at the DSS central 
office. 

If the PRT has identified patients needing transfer, 
the attending physician is contacted and given an opportunity 
to agree or disagree. If he disagrees, the attending 
physician must substantiate his opinion in writing to the 
PRT. If the PRT continues to support their original re
commendation a second PRT opinion is sought to decide if 
transfer is appropriate. The patient is also allowed to 
appeal a PRT recommendation. If transfer is agreed upon 
by the second PRT or the physician initially agrees, the 
district office is notified to expedite transfer. When 
this review began (1972), many transfers resulted. The 
trend leveled off over time; however, recent changes in 
definitions of needed level of care have produced a new 
surge of recommended transfers. The PRT's have been very 
effective in their reviews of adequacy and appropriateness 
of care. While statistics are not available, few PRT trans
fer decisions are reversed either by attending physicians 
or second PRT review. Most problems the PRT's face come 
from the vague or changing definitions of levels of care 
and conflicts between the federal and state regulations. 
The Department's PRT coordinator felt that these problems 
would soon be eased as definitions are now in the process 
of being clarified and coordinated. 

PRT recommendations other than transfer, have centered 
on improved documentation of patient care given at the 
facility. The PRT works to see that all its recommendations 
are implemented and estimated about 90% compliance. 

Training for PRT's is a significant problem. New 
members are needed in the field as soon as they are hired, 
so most training occurs on the job under the supervision 
of more experienced team members. Although members are 
health professionals and most have prior experience in 
geriatrics, the complexities of the Medicaid program take 
time to understand. Staff meetings are now held on a 
quarterly basis, but this appears insufficient. While the 
part-time nature of the PRT job (most members work about 
15 hours per week) makes more frequent meetings difficult, 
the Department should improve its efforts to keep all PRT 
members informed of policy changes. 
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Part of the training problem is due to the increased 
workload of the PRT's. Numbers of patients and reclassi
fications are increasing and demand more staff time. Re
view by the PRT is one of the few opportunities the De
partment has for field visit of the patient and the 
facility for cost and quality control purposes. It is 
important that this function be adequately staffed with 
well-trained personnel. The Committee recommends that the 
Department of Social Services determine what additional 
staff and training are necessary to properly carry out 
PRT responsibilities. 

Transfering reclassified patients. When a URC or PRT deter
mines a Medicaid patient should be transfered, and notifies 
the Department of Social Services, ~he appropriate district 
office social service worker is contacted. The worker, 
with the approval of the client's physician, will discuss 
transfer plans with the client and his family or interested 
party. If the family or interested party requests assist
ance in finding more appropriate placement, or no one 
else is available to do so, the worker will then make the 
necessary arrangements. 

Federal regulations require that transfer from a SNF 
to a less-costly facility be made within 30 days following 
reclassification by a URC or PRT. ~ facility willing to 
keep a reclassified Medicaid patient at the new reimburse
ment rate (e.g., a SNF may decide to keep a patient at an 
ICF rate to insure bed occupancy) must receive DSS approval. 

Transfer of skilled nursing patients to more appro
priate (lower) levels of care has been hindered by the 
short supply of intermediate care beds. DSS has met with 
Health Department staff to find a solution to this problem. 
Reclassification of some skilled level facilities to ICF's 
is being considered, but will require changes in some 
state regulations (discussed later in this Chapter) and 
the cooperation of the industry. DSS reports that once a 
solution is found, transfers will be made as expeditiously 
as possible. The federal government, recognizing compliance 
efforts, will not reduce Medicaid contributions while 
progress is being made. 

Planning Long-Term Care for Medicaid Patients 

Reclassifying patients according to actual care needs 
and correcting Connecticut's imbalance of long-term care 
resources will bring the state into compliance with federal 
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regulations and produce cost-savings. Also important, is 
better planning for initial long-term care placement. The 
high costs of inappropriate placement and the adverse 
effect premature or improper institutionalization has on 
elderly patients have focused attention on this problem. 

Hospital discharge planning for Medicaid patients is 
required by HEW, but has yet to be defined in regulations. 
Currently, the responsibility for most long-term care 
planning rests almost entirely on the Medicaid patient's 
attending physician. The Department of Social Services 
merely approves (or denies) the physician's recommended 
level of care (prior authorization of any long-term care 
placement is required) through a desk review at the central 
office. 

The DSS Medical Review Team (see Chapter V) receives 
a medical information form completed by the attending 
physician with his recommendation for placement and a 
district office worker's patient (social) evaluation 
form. Based on these capsulized reports, the MRT decides 
if the recommended placement is appropriate. It is seldom 
that the MRT disagrees with the attending physician's 
decision, but if this happens, further substantiation of 
the doctor's recommendation is requested. If the MRT 
still disagrees, the district office social worker is 
contacted to consult with the attending physician, the 
patient's family (if any), and arrange for a more accept
able placement. 

DSS involvement with a convalescent case is minimal. 
At one time workers were assigned to all general hospitals 
to help identify Medicaid patients, assist with forms 
and plan long-term care . District offices had specialized 
convalescent caseworkers available to serve elderly 
clients. DSS staff feels that convalescent clients 
received better service and cases were more accountable 
under the old system than under the present one. 

Adult service workers. Now, the district offices have 
thirty-seven adult service workers available for all adult 
cases. Only thirteen work specifically with institutional
ized clients. These workers, if aware of a hospitalized 
client, can assist in preparing a sound discharge plan. 
Often a family or hospital staff person will notify the 
adult service worker of the need to make long-term care 
arrangements for a client. Availability of needed services 
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however, especialiy discharge planning assistance, is 
restricted by the small number of adult service staff. 
There is also no way, because of staff shortages, for the 
district office to identify and plan appropriate care for 
potential Medicaid clients--those institutionalized elderly 
about to exhaust all assets. Increased adult service ' 
staff are necessary for more effective post-hospital 
care planning and follow-up on convalescent cases. It is 
especially important that social services be made more 
available to elderly clients since most have no family 
or friends to rely on. 

Most general hospitals have "continuing care coordi
nators and social workers on their staffs. These pro
fessionals are helpful in planning post-hospital care 
for all hospitalized patients, but may not have an under
standing of the complexities of the Medicaid program. 
The DSS adult service worker, with knowledge of the program 
and the client, could work with hospital staff and assist 
in planning appropriate care. Hospital continuing care 
staff could also be of use in identifying potential 
Medicaid clients and then notifying the district office. 
These discharge planning efforts and increased cooperation 
should be encouraged. 

The Department has long recognized the need for 
appropriate and timely placement of Medicaid long-term 
care patients. Information is being requested from HEW 
concerning development of a centrally-located department 
"discharge and referral unit." The Committee supports 
this concept which would complement the MRT function and 
be a resource for adult service workers. Development of 
the unit as soon as HEW approval is received is urged. 

In addition, the Committeerecommends that the 
Department of Social Services increase the number of adult 
service workers to provide more services to long-term care 
clients and more effective long-term care planning. It is 
also recommended that social service workers handling 
elderly cl'ients receive training to familiarize them with 
the special problems of the elderly and available long-term 
care resources. This training should involve contact with 
area health planning agencies, Visiting Nurse Associations, 
hospital continuing care coordinators, the State Department 
on Aging and other existing groups and individuals with 
expertise in health care planning for the elderly. 
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The State Public Health Code 

Federal requirements for Medicaid provider certifica
tion are almost completely compatible with the state 
requirements for licensure of nursing homes as outlined 
in Connecticut's Public Health Code. One state regulation, 
however, has interfered with ICF placement and compliance 
with new federal regulations. The Code prohibits ICF 
admission of any person "physically or mentally incapable 
of making his own way without assistance to a place of 
safety outside the building." Federal standards allow 
non-ambulatory patients to be placed in ICF's which, to 
be certified, must be fire-safe and accessible to the 
handicapped. Since Connecticut's present physical plant 
standards for ICF's are for all practical purposes identical 
to SNF standards, the outdated ambulatory requirement, 
has become unnecessary and prohibits placement in accor
dance with federal criteria. 

DSS and the Health Department, as part of the plan 
to facilitate transfer of ineligible SNF patients, are 
proposing a new state ICF classification that will care 
for non-ambulatory and "confused" convalescent patients, 
making a total of three levels of long-term care. The 
Committee supports this proposal and recommends that the 
Public Health Code be amended to allow two classifications 
of intermediate care facilities with one (new) caring for 
non-ambulatory intermediate care patients and one continu
ing to accept only ambulatory patients. 

The Code revision recommended above should be imple
mented as soon as possible. In addition, the entire 
long-term care section of the Code should be reviewed. 
The Code has not been revised since the 1950's. While 
generally high standards for institutional care are 
assured, recent trends in long-term care and changes in 
the long-term care population are not reflected in the Code 
regulations. Facilities are currently classified for 
licensure according to structural and staffing standards 
rather than the level of care to be provided in the 
facility. The role of the chronic disease hospital in 
the continuum of long-term, for example care needs to be 
examined and clarified. 

The Public Health Code classifications for long-term 
care facilities should be based on level of care provided, 
be related to patient needs, and allow for flexibility. 
The Code needs to be completely reviewed and updated to 
promote development of a continuum of long-term care and 
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compliance with federal regulations. The Committee re
commends that the Public Health Council, the body respon
sible for revising the Public Health Code, determine 
(1) if existing facilities can meet the newly-defined 
patient needs, (2) if regulations that require a large 
dollar investment are unnecessary for provision of accept
able care, (3) what changes are necessary, and (4) if an 
alternative classification system is more desirable. 

A great deal of information related to these areas 
has been collected by various state agencies, research 
groups and the nursing home industry. The Governor's 
Blue Ribbon Committee to Investigate the Nursing Home 
Industry in Connecticut is presently studying the Public 
Health Code to make ,recommendations for Cod£ revisions 
that will result in coordinated state and federal standards 
for appropriate levels and quality of care. Their efforts 
and recommendations, expected to be released later this 
year, should be very useful to the Council in its Code 
revision task. 

It is also recommended that an annual review of the 
state Public Health Code be statutorily mandated to assure 
its continued relevancy. Connecticut General Statutes, 
Section 19-13, states that "the Public Health Council 
shall establish a public health code and from time to time 
(emphasis added) amend the same." Amendment of the Co~ 
has been sporadic and piecemeal resulting in outdated 
and sometimes conflicting regulations for long-term care. 
Mandatory annual review should bring about more timely 
revisions. 

Quality of care. The recommendation has been made to 
revise the Public Health Code and establish a new classifi
cation system for long-term care providers. The individuals 
responsible for revision must balance factors of quality 
and cost. Minimum standards for physical plant, staff, 
and services established during the revision will determine 
the costs of providing that level of care and ultimately 
the quality of care provided. 

Admittedly, quality of care is a difficult issue. This 
Committee is not in a position to recommend quality of 
care standards for long-term care providers although it is 
felt recommendations to improve planning and placement 
procedures will result in better services to patients. The 
Governor's Blue Ribbon Committee to Investigate the Nursing 
Home Industry in Connecticut has assigned responsibility 
for examining the relation of facility standards to quality 
of care to one of its subcommittees. Experts in the area 
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of long-term care have been interviewed, hearings have 
been held and extensive research has been conducted over 
many months to determine what standards are important to 
insure quality of care. Findings of this subcommittee will 
appear in the full Committee's report expected to be 
released later this year. 

It is recommended that the findings and suggestions 
concerning standards to insure quality of care contained 
in the Blue Ribbon Committee report be given full considera
tion by the Public Health Council during revision of the 
Public Health Code. 

Another issue to consider during Code revision is 
enforcement of quality standards, which alone do not insure 
quality. The Health Departments Hospital Inspectors and 
Consultant's (HIC's) are responsible for enforcing, through 
field visits and follow-up action state and federal 
minimum standards. There are some doubts that because 
of added duties and HIC staff shortages, this function 
cannot be adequately fulfilled. Although the federal 
government finance s about 80 % of the HIC costs and addition
al federal funding may be sought, the state ~ should examine 
the adequacy of its own financial commitment to enforcing 
quality of long-term care standards. 

The Medicare Program 

Me dicaid covered s e rvice s in the area of long-term 
care were e x panded over the years to include intermediate 
care facilities and many types of horne care. Medicare, 
100% federally funded and intended to be a national health 
insurance program for the elderly has continued to include 
only skilled nursing care whe ther provided in an institu
tion or a t horne and a prior three-day period of hospi taliza
tion is r e quired. Restrictive eligibility and coverage 
of Medicare makes it unresponsive to the needs of the 
elderly. The average Medicare SNF stay in Connecticut is 
only 28 days, although Medicare can cover up to 100 days 
of SNF care p e r illness. Many patients continue to need 
nursi n g c are or supe rvision a nd a re unable to pay fo r it 
on their own. 

The burden of paying the nursing horne costs of the 
elderly has been shifted to the states through the Medicaid 
p r ogram. Staff in Connecticut's Department o f Social Service s 
h a v e i nformed this Commi t tee o f the ina d e quaci e s o f Me dicare 
coverage a nd t he i mpact tha t h as on Conne c ticut's Me dicaid 
expenditu res as we l l as t h e a dmi n ist rative proble ms i nvol v -
ed when e lderly patients switch program coverage. 
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Congress is currently considering revision of Medicare 
to create a program more responsive to the needs of the 
elderly. This Committee recommends that the Commissioner 
of Social Services prepare a proposal addressing revisions 
of the Medicare program that will correct its ·current 
deficiencies as experienced by this state. The proposal 
should recommend additional services Medicare could cover 
to relieve the state's financial burden for long-term care 
and methods to simplify transfer between the Medicare and 
Medicaid programs. The Committee also recommends that this 
proposal be given the full support of the General Assembly 
and forwarded to Connecticut's Congressional Delegation with 
the request that it be submitted to Congress for its 
consideration. 



IX. ALTERNATIVES TO INSTITUTIONALIZATION 

The steadily rising costs of institutional long-term 
care (primarily nursing homes) and the growing elderly 
population needing long-term care have fostered an inter
est in developing less expensive alternative care. Further, 
such care (home care, day care and foster homes- for the 
elderly) may be more appropriate to the medical and emotion
al needs of the aged. By prolonging the ability of the 
elderly to remain at home or in the community, a sense 
of quasi-independence is maintained and costs may be re
duced. 

This chapter describes some of the alternatives to 
institutional care now available in Connecticut, and the 
ways they can help to contain Medicaid costs. 

Home Health Care 

Home health care, Medicaid covered service, is 
perhaps the most well-developed alternative to institu
tionalization. Yet in FY 1975, less than one percent of 
the state's Medicaid budget was spent on home health 
service. 

Home care includes an array of single or combined 
services designed to sustain the elderly in their own 
homes. Health-related or "home health aide'' services are 
distinguished from other basic life-support or "homemaker" 
and chore services, which are not Medicaid reimbursable. 

Home health care benefits under Medicaid. The Medicaid 
home health benefit program became effective in 1970, and 
varies considerably in its implementation from state to 
state. In contrast to Medicare home health benefits, 
Medicaid home care can be provided to a non-acute (long
term) patient. A Medicaid home care program must be 
ordered by a physician and supervised by a skilled pro
fessional. In Connecticut, many home health programs, 
which require DSS prior authorization, are carried out by 
trained home health aides under the direction of Visiting 
Nurse Association professionals. 

To receive Medicaid reimbursement for home care, a 
provider must meet Medicare standards and be certified by 
the Department of Health. In addition, proprietary agencies 
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must be licensed by the state. Because Connecticut does 
not license home health agencies, all Medicaid reimburs
able home health agencies in this state are non-profit. 
Changes in federal regulations have been proposed that would 
permit proprietary agencies to participate in the Medicaid 
program if they meet certain standards and are not for
bidden by state law. The General Assembly's Public Health 
and Safety Committee and several other groups examining 
this issue are expected to recommend legislation for the 
1977 Session. 

The Health Department estimates that approximately 
121 agencies offer home health services in Connecticut, 
88 of which are Medicaid-certified. Non-Medicaid (pro
prietary) agencies usually offer both medical and non
medical "chore" services while the Medicaid certified 
providers generally offer only medical services. However, 
Medicaid agencies often work with non~profit homemaker 
agencies which provide "chore" services (light housekeep
ing, small repairs, shopping and cooking). While "chore" 
service costs are not presently covered by Medicaid, 
federal Title XX (Social Service) funds can be used to 
support such services. 

The ability of the non-profit, voluntary agencies to 
provide adequate home care has been questioned, since most 
do not provide twenty-four hour or weekend service. Most 
proprietary agencies do offer round-the-clock services 
seven days a week. DSS occasionally utilizes proprietary 
agencies for night and weekend service using state funds 
only. Because home health care in these cases is signifi
cantly less expensive than institutionalization, cost
savings result despite full state funding. 

Cost Effectiveness of Home Care 

Cost data for home care services exist, but compari
sons of home care and institutional care costs are not 
available except on a case by case basis. It is gener
ally difficult to measure home care cost-effectiveness, 
although studies of several Connecticut home service 
programs demonstrate the potentia l for cost-sa vings 
through home care. Hartford's non-institutional Personal 
Care Program has provided data showing service costs well 
below nursing home costs, although firm conclusions cannot 
be generalized from this one program. 
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The General Assembly's Office of Fiscal Analysis 
~onducted a study of the Department on Aging (DOA) "Meals
on Wheels" program which home-delivers meals to the 
elderly. Thirty percent of responding clients reported 
that without "Meals-on-Wheels," they would have been forced 
to go into an institution. The costs of institutionalizing 
these clients for one year were estimated to be nine times 
higher than providing the meals at home. Further cost
effectiveness research is necessary before a large-scale 
financial commitment to the home care alternative would 
be justified, however. 

DOA's home care demonstration project. The Department on 
Aging is now developing methods to measure cost-effective
ness of home care services in Connecticut as part of its 
new $1 million home care demonstration project. DOA 
officials believe that an effective, properly-financed 
home care system can at least contain, and possibly re
duce, long-term care expenditures. Efforts are now being 
made to prove this contention through carefully controlled 
experimental home care projects statewide. 

The demonstration project is being jointly administer
ed and funded by DSS and DOA. Federal Title XX funds 
($750,000) are being matched by a $250,000 state appro
priation. DOA's five Area Agencies on Aging will manage 
small, multi-town, home care systems, integrating exist~ 
ing resources (home-delivered meals, volunteer support 
services, and Visiting Nurses Associations) and funding 
development or expansion of other necessary services 
(transportation and chore services) . DOA estimates that 
about 1,000 representative elderly will be served by the 
model project in FY 1977. Information concerning client 
needs, services provided, costs of services, and outcomes 
will be carefully collected and analyzed. 

Triage. Triage, initiated in 1974, is a DOA long-range 
research and demonstration project designed to provide 
single-entry, full spectrum care to the elderly in seven 
central Connecticut towns. The project's emphasis has 
been on providing home-delivered medical and social ser
vices to support independent living. 

Five teams of geriatric nurse-clinicians and social 
service workers (physicians, dentists and a pharmacist 
are available as consultants) assess referred clients 
and develop a complete care plan. Homemaker, home health 
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aide service, nurse or physician visits, psychological and 
family counseling, transportation, home-delivered meals 
"chore" help, compansionship and other services are avail
able through Triage. The current active caseload is 
estimated to be about 900. The vast majority of clients 
are able to avoid institutionalization because of Triage 
services. The University of Connecticut Health Center 
is under contract to DOA to evaluate Triage. Preliminary 
data suggest that Triage is a cost-effective alternative 
care system worthy of expansion. 

Adult day care. Adult day care centers, usually based in 
long-term care institutions, provide non-residential 
medical and social services to elderly persons. Three 
Connecticut nursing homes (Avery, McLean and the Hebrew 
Home) currently operate day care programs, each serving 
a small number (10-20) of regular participants. Adult 
day care participants can benefit from the professional 
and other services available at an inst~tution while 
maintaining independence and avoiding high-cost residential 
care. Families may be encouraged to keep elderly relatives 
at home if day care services are available during working 
hours. 

According to an HEW report, the daily cost of day 
care nationally is less than half the daily cost of SNF 
care. Day care may also cost somewhat less than ICF care. 
Adult day care, although not reimbursable under Medicaid, 
could be utilized in the future as a low-cost alternative 
to institutional care. 

Foster home program. The non-profit, Family Service 
Society (FSS), in Hartford operates one of the few foster 
home programs for the elderly in the state. The program 
which began as a privately-funded experiment has been in 
existence for about 20 years. The aim of the program is 
"to provide suitable arra!)91ements for elderly who (either 
by preference or necessity) should not be living alone, 
but who neither need nor desire institutional living of 
any kind." The program is small, serving 25 to 30 ambula
tory individuals capable of self-care in the Greater 
Hartford area. "Homegivers" (typically widowed older 
persons desiring compansionship and extra income) receive 
payments based on whether board is provided ($16-25/week 
for room with kitchen privileges, $30-50/week for room 
and board). FSS estimates that almost half of the current 
clientele are Medicaid recipients. 
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The Foster Home Program costs less than institu
tional care and has been personally rewarding to both 
parties involved. Foster home programs have been very 
successful in other states. Yet, in Connecticut, public 
awareness, availability of suitable homes, and adequate 
financing has been lacking. Further development of 
foster homes for the elderly could prove to be an effect
ive cost-saving program for Medicaid. 

Outlook for Alternatives 

The future success of many alternatives described 
above depends in part on the ability of DOA to produce 
conclusive data concerning the efficiency (cost-savings) 
and effectiveness (client satisfaction) of alternatives. 
The Department's strong commitment to promote independent 
living for the elderly is evidenced in its budget and its 
state plan for services. Almost all Department resources 
are directed toward the model home care system projects, 
better identification of clients, development of new 
services and continued funding of existing support ser
vices. DOA also intends to research additional alter
natives such as sheltered housing projects, while explor
ing improvements in outreach projects like the Capitol 
region's ''Breakthrough to the Aging" project. 

The Department on Aging hopes to overcome the in
stitutional bias in elderly health care. It remains much 
easier to institutionalize an individual than to arrange 
and coordinate an appropriate alternative care program. 
Many people, including physicians, are unaware of the 
scope of services available to the homebound elderly 
individual and feel that proper care can only be provided 
in an institutional setting. Development of full-range 
services essential to a successful home care plan is hamper
ed by the lack of confidence in alternative care in addi
tion to inadequate federal and state funding. DOA hopes 
its efforts will increase public awareness of the benefits 
of alternatives and prompt a greater state commitment to 
their development, financing and utilization. 





APPENDIX I -1 

AABD - Aid to the Aged, Blind, Disabled; federal categorical "adult" 
program 

AFOC - Aid to Families with Dependent Children 

AFOC-UP - Aid to Families with Dependent Children, Unemployed Parent 

"bank" systan - rreth:xi of assigning work in 'Which each eligibility 
worker is assigned cases at randan 

bid systan (drugs) - contract for phannaceutical services provided to 
nursing J:nres awarded to lowest bidder 

CAMAD - Connecticut Aid and ~cal Assistance to the Disabled 

case - individual or family receiving program aid 

caseload - number of cases in each program or ntmlber of cases handled 
by each eligibility worker 

caseload systan - rreth:>d of assigning work in 'Which each eligibility 
worker is :res:pJilsible for the sane cases an a continuing basis 

categorically Needy - perscns wm receive cash assistance in addition 
to rredical assistance 

certified - rreets federal ~caid/Medica:re oondi tions of provider 
participation 

CFR - Code of Federal Regulations 

CGS - Connecticut General Statutes 

~ - a:mnission on Hospitals and Health care 

chronic and oonvalescent nursing home - state-licensed facility 
providing 24-hour skilled nursing care (federal designation 
"SNF") 

chrohic disease hospital - state-licensed, provides 24-hour nursing 
care and many hospital services (rro:re care than a SNF but 
less than a general hospital) 



App:mdix I-1 (continued) 

I:ME - Durable r.aiical EquiplEilt, e.g. , wheelchair, crutches 

oo.n. - Depart:nent on Aging 

DSS - Depart:rcent of Social Services 

EAC - Estimated Acquisition Cost, of drugs 

EDP - Electronic Data Processing 

EMS - Energency r.B:iical Services, e.g., ambulances 

Fair Rental Value System - property valuation system whereby asset is 
depreciated in a straight line basis for 40 years 

finder card - IBM card which indicates the reason for a suspended 
pa:yrrent 

fonn w-262 - recipient fraoo referral fonn 

FSS - Family Service Society 

GAO - Ceneral Accounting Office 

CNP deflator - economic index to convert present year's dollars to 
previous year's dollars 

HB - House Bill 

HEW - U.S. I:Epa.rt:rrent of Health, Education, and ~lfare 

HIC - Hospital Inspector and Consultant 

HRU - High Risk Unit 

:tnrre for the aged - state licensed, provides custodial care not 
reimbursable under r.B:iicaid 

ICF - Intenrediate care Facility, federal designation of certified 
rest hare with nursing su~rvision 

licensed - meets State Public Health Code requi:rarents for operation 

LPR&IC - Legislative Program Review and Investigations Carmittee 



Appendix I -1 ( oontinued) 

WillS - Managerrent and Administrative Reporting SUbsystan, r-MIS 
-- management report generator 

Medically Needy - persons who receive public assistance for medical 
services only 

MMIS - M:!dicaid Management Informatirn Systan 

MRl' - Medical Review Team 

MSID - Medical Services Identification card 

PA - Public Act (state) 

PL - Public Law (federal) 

prelist - list of patients in each nursing hcJre which is used for 
billing DSS 

profile - statistical report of health care delive:ry patterns of 
Iredical providers or utilization patterns of recipients 

PRI' - Patient Review Team 

PSRO - Professional Standards Review Organization mandated by federal 
law to provide oospi tal length of stay review 

CC - Quality Control, a federally mandated system for detennining 
- error rates in the AFOC and Medically Needy caseloads 

recipient frau:l - a false statarent by denial or misrepresentation .•. 
with an awareness of the true facts rn the part of the person 
making it at the tine 

rest hc:.rle with nursing supervision - state licensed, provides 24-hour 
nursing supervision (federal designation "ICF") 

RIV - Return 'Ib Vendor (inaccurate claim) 

RVS - Relative Value Scale, basis of physician reimbursenent 

SNF - Skilled Nursing Facility, federal designation for certified 
-- chronic and convalescent nursing tore 

SSI - suwlerrental Security Inc::x:xre 



Appendix I -1 (contintEd) 

SURS - SUrveillance and Utilization Ieview SUbsystem, .r-MIS recipient 
and provider profile report generator 

Title IV-D - federal child support statute 

Ti tie XVIII - ~icare program 

Title XIX - ~cal assistance program, ~caid 

Title XX - Social Services program 

Triage - federal/state ftmded research derronstration project to study 
full spectnm care and alternatives to institutionalization 
for the elderly 

UR - Utilization Ieview 

URC - Utilization Ieview Comnittee 

\INA - Visiting Nurse Association 

workload - n'llltber of cases or case actions per worker or w:::>rk tmi t 
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AGENCY RESPOOSE 

It is the p:>licy of the legislative Program Review arxi Investiga
tions Camri.ttee to sul:mit the final draft of its rep:>rts (or sections 
thereof) to appropriate agencies for critical mtuento Acoordingly, 
relevant sections \\ere reviewed by appropriate J::ersonnel in the r:e
partnents of Social Services, Aging, Health, arxi Finance and Control. 

Written or verbal caments or teclmical oorrectians \\ere re
ceived fran each agency and have been inoorporated wl'e1 appropriate o 
In addi tian, the Camri.ssioner of Social Services and the Camri.ssioner 
of the I:epart:rrent on Aging sul:Jnitted fonna.l agency responses which are 
reprinted here o 



OFFICE 

STATE OF CONNECTICUT 
DEPARTMEN.T OF SOCIAL SERVICES 

110 BARTHOLOMEW A VENUE HAR.TFORD, CONNECTICUT06115 

September 23, 1976 

OF THE 

COMMISSIONER 

TELEPHONE 

(203) 566-2008 

Ms. Linda Adams 
Legislative Program Review Committee 
Room 404, State Capitol 
Hartford, Connecticut 06115 

Dear Ms. Adams: 

Thank you for making available for our review the draft of the 
Legislative Program Review Committee study of the Medicaid 
Program. 

As I stated in the review session on the draft, we believe the 
study has been very well done. It is both comprehensive and 
perceptive, and provides the Department with a very solid base 
upon which to construct our future plans and efforts. 

There is very substantial agreement on the part of the Depart
mental Executive Staff on the validity and logic of the recom
mendations made by the Task Force conducting the survey. I have 
made copies available to all affected units with instructions that 
each develop a plan for implementation of the major recommendations. 
I shall have a timetable for this shortly. 

We continue to examine all the recommendations, and I hope will 
soon be able to respond to you specifically with regard to the De
partment's position on each. 

Again, my thanks for the fine work that has been accomplished. 
look forward to working with you and your staff as we continue to 
attempt mutually to improve administration of this extremely im
portant· State Government program. 

Sincerely, 

EWM:ba Edward W. Maher 



STATE OF CONNECTICUT 
DEPARTMENT ON AGING 

90 WASHINGTON ST. HARTFORD, _CONNECTICUT 06115 

Ms. Linda A. Adams 
Director 

TeL 566 -2480 

CHARLES E. ODELL 
C ommiJiioner 

August 31, 1976 

Program Review and Investigations Committee 
State Capitol - Room ~04 
Hartford, Connecticut 06115 

Dear Ms. Adams: 

AN EQUAL 
0PPOR11JNrn' 

EMPLOYER 

Thank you for permitting me to review the draft of selected 
sections of your preliminary review on Medicaid. Aside from typo
graphical errors, which I'm sure you will pick up in final editing, 
the report seems to be a very constructive and useful piece of work. 

While I think the report presents a reasonably accurate and fair 
treatment of alternatives to institutional care, I ·feel that it sorae
what underplays the role and implications of the Department on Ag
ing's ~care demonstration programs. While it may be premature to 
clai11 too much for this effort, since it is in the start up phase and 
therefore faces the usual start up problems, it does, nevertheless 
constitute an attef11)t to move the State off dead center by raising 
the level of commitment to home care and by establishing a more com
prehensive and systematic approach to the development of a cost effec
t1ve alternative to institutional care. 

In this sense, the Department's effort is more than just another 
demonstration program. It is really an attempt to concentrate the 
limited resources of the Department and its affiliated Area Agencies 
on Aging on the development of a comprehensive home care system for 
older persons and to create both a public as well as a bureaucratic 
awareness of the fact that there are viable alternatives te in
stttuttonat care if there is a htgher level of prtortty and commit
ment to pursue them. 

While this may sound more like rhetoric than reality, I am 
personally convinced that ambivalence, if not indifference, is a 
major problem in the pursuit of the home care alternative. It is 
easier to complain about faulty law and regulation than to explain 
why we spend so little of our Medicare, Medicaid and other sources 
of health financing on the home care alternative. 

CEO:me 
cc: Max Doverman 

Karen Trespacz 

Sincerely yours, 

Charles E. Odell 
Cornni s s 1 one r 
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GENERAL ASSIST~ 

In addition to paying 50% of the federal/state ~caid program, 
Connecticut also reimburses 90% of local \o.Blfare (General Assistance) 
benefits-budgeted at $18 million for FY 1977. 

General Assistance is administered locally by the state's 169 
cities and towns, 'Which pay the remaining 10% of benefits and all 
administrative costs. 

~st states subsidize local YJelfare programs, though the level 
of subsidy and coverage of services varies substantially. Consider
able debate has been waged in Connecticut as to 'Whether the state 
should increase or decrease its reimbursement, or merely i.rrprove its 
expenditure controls. Steps have already been taken to irrprove 
administrative accom1tability through unifonn application and record 
keeping fonns and increased auditing, but the level of subsidy 
remains an issue in need of careful examination. SUch an examina
tion is not within the scope of this study, however. The Ccmni ttee 
merely sought a brief analysis of medical assistance provided by 
towns to identify major problem areas. 

M=dical. Prior to this year, the Department of Social Services did 
oot distinguish (for all 169 towns canbined) medical service costs 
fran cash assistance payrrents to local ~lfare departments. In res
ponse to a legislative request during the 1976 Session, medical ex
penses \o.Bre identified for three cities during the period fran April 
1, 1974 to September 30, 1975. These three cities--Hartford, Bridge
port, and New Haven--ccrrprising 15% of the state's population, spent 
78% of total General Assistance funds during that period. As shown in 
Table 1, medical expenditures for the City of Hartford YJere nearly 
four times higher than for the other two similar-sized cities canbined. 

Depart:nent officials recognize that the City of Hartford is spend
ing considerably nore per recipient for ma:lical services than Bridge
port and New Haven. Fbr the 18-rconth period ending September 30, 1975, 
Hartford spent and estimated $957 per recipient canpared with New 
Haven' s $401 and Bridgeport's $174. Hartford officials, 'When pressed 
to explain, claim that several factors accom1t for their higher medical 
expenditures: (1) the availability of nore hospital beds and medical 
services in the area, (2) higher rates for services, (3) greater 
recipient awareness of ma:lical services, and ( 4) the CCinbined 
lbspitals Alcoholism Program (CHAP), a special project not fmlded in 
other towns. In response to increases in medical paynents, Hartford 
recently irrplemented a ccrnputerized claims processing system ccmparable 
to the state system. 
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Table 1. General Assistance: cash Assistance and M:rlical Expenditures 
in Hartford, Bridgep.::>rt, and New Haven: April 1, 1974 -
September 30, 1975o 

Hartford Bridsep.::>rt New Haven 'Ibtal 

Popllation (1970) 156,500 152,900 132,500 441,900 
Recipients (9/75) 4,696 2,763 1,838 9,297 

'IDI'AL EXPENDI'IURES 1 $16,285,889 $6,053,537 $5,182,744 $27,522,170 

CASH ASSISTNCE $11,764,661 $5,522,360 $4,401,407 $21,688,428 

% of 'Ibtal 72o2% 91.2% 84o9% 78o8% 
AnDunt per Recipient $ 2,505 $ 1,999 $ 2,395 $ 2,333 

MEDICAL SERVICES $ 4,495,828 $ 481,349 $ 736,381 $ 5,713,558 

% of 'Ibtal 27o6% 8o0% l4o2% 20o8% 
Anount per Recipient $ 957 $ 174 $ 401 $ 615 

1 'Ibtal includes burial expenses (0 o4% of total) o 

Source: Depart::nent of Social Se:rvices 

'Ibwns are resp.::>nsible for day-to-day rronitoring of recipient 
eligibility, utilization rates, and vendor claims 0 Under General 
Assistance, rredical claims are sul:mitted to and paid directly by 
the towns o 'Ihe Depa.r1::Irent of Social Se:rvices, acoording to Depa.r1::Irent 
auditors, has limited infonnatian on rredical disburserrents, and will 
investigate town xredical payrrents only if "wide swings" or "anything 
out of the ordinary" is found an a town's quarterly rep.::>rt <XIIJpared 
with previous rep.::>rts o 

General Assistance records are field audited annually in all 169 
towns by the Depart::Irent of Social Se:rviceso DSS ma.intains a staff 
of six auditors for the General Assistance program who review rredical 
expenditures in every town every year o The auditors, havever, are 
unable to perfonn indepth evaluatioo other than bookkeeping o 

Because the state pays 90% of local rredical costs, and these 
costs can only be expected to climb, the Program Review and Investiqa
tioos Ccmnittee reoornreruis that the Depart:rrent of Social Seryires 
substantially improve its capability to rrpnitor and audit local rredical 
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expenses on an ongoing basis. In addition, "the Legislative Auditors 
slx:>uld oonduct tlnrough field au:iits of the towns with the highest 
rredical costs per recipient to detennine whether such ~ndi tures 
are justified. 

Conputerization of basic oost and caseload data will be facilitat
ed by the newly mandated tmifonn acoounting system. Such system 
:i.nprovements soould enable existing staff to be substantially rrore 
effective in their review. The new 1.mifonn acoonnting system should 
generate a:::nparable utilization data in all cities and towns, which 
oould eventually be analyzed on the state's M:rlicaid Management 
Infonnation System (.MMIS} • 
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CCNNECI'ICUT AID AND MEDICAL ASSISTANCE 'IO THE DISABLED (CAMAD) 

01 January 1, 1974 the federal govenurent assurred responsibility 
for state programs providing Aid to the Disabled. Persons applying 
for such assistance after that date had to neet the federal definition 
of disability \ltlich is rrore restrictive than Connecticut's definition. 
The Depart:Irent of SOcial Services was confronted with t\\0 al temati ves 
relative to new applicants who met the state (but not the federal) 
definition of disability. One alternative was to require local 
~!fare offices to assurre financial responsibility under the existing 
General Assistance Program. Towns and cities "WOuld then be required 
to assurre all administrative costs plus 10% of cash and Iredical 
payrrents. The adopted alternative was to create a new state program 
which "WOuld provide rredical and/or financial assistance to such 
persons. Approximately 64% of the initial CAMAD caseload was re
ceiving General Assistance payments prior to tha implerrentation of the 
program (see Table 1) . 

On October 1, 1974 the Carrnissioner of SOcial Services created 
the Connecticut Aid arrl M:rlical Assistance to the Disabled program 
(CAMAD). The program was designed for "pennanently and totally" dis
abled persons between the ages of 18 and 65 who are not eligible for 
(a) SUpplEm211tal Security Incane or (b) Title XIX M=dical Assistance 
(M:rlicaid). The program operated for nearly t\\0 years wit}'x)ut statutory 
authorization, regulation or review. 

The I:epartrrent proposed legislation (P.A. 76-252) arrl drafted 
regulations by which the program "WOuld operate. In addition, a case
load review was undertaken which has already eliminated a substantial 
nunber of recipients who ~re no longer elig:U:>le for assistance. The 
new CAMAD legislation defines "pennanently and totally disabled" as 
any impai.nrent of l:x:xly or mind, other tran alcoholisn or drug addition, 
\'tlich is catastrophic, short te:rml and which prevents a recipient fran 
gainful arployment or OOnanaki.ng. 

Applicants for CAMAD must neet the following minimum eligibility 
requirelrents: 

1 

(1) must have been dete:rmined to be pennanently and totally 
disabled; 

Rehabilitable blind, anputee, but rrostly fmctional disorders such 
as schizophrenia, and manic/depressive. 
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Table 1. CAMAD caseload profile. 

Active Cases 
Medical Assistance Only 
Medical and Cash Grants 

Prior General Assistance Status 
Received General Assistance 
No General Assistance 

Ages of CAMAD Recipient 
18-30 
31-50 
51-65 

Sex of Recipients 
Male 
Female 

Types of CAMAD Disability 
Endoctrine System 
Emotional/Mental Disorders 
Musculoskeletal System 
Visual Impairments 

Length of Time Cases Have Been Active 
Less than 3 Months 
3 to 6 Months 
6 to 12 Months 
12 to 18 Months 
Over 18 Months* 

Number 
324 
897 

1,221 

Number 
773 
448 

365 
401 
455 

533 
688 

112 
485 
260 

22 

36 
174 
509 
488 

14 

*cM~D Program Began October 1, 1974 

Location of Active CAMAD Cases (December 31, 1975) 

District Office 
Hartford 
New Haven 
Norwich 
Waterbury 
Middletown 
Stamford 
Bridgeport (estimated) 

Cash and ~dical 
191 
129 

76 
57 
96 
45 

303 

897 

Source: Department of Social Services 

~cal cnly 
22 
83 
31 
34 
27 
13 

114 

324 

'Ibtal 
213 
212 
107 

91 
123 

58 
417 

1,221 

Percent 
26.5 
73.5 

100.0 

Percent 
63.3 
36.7 

29.8 
32.8 
37.2 

43.6 
56.3 

12.7 
55.1 
29.6 
2.5 

2.9 
14.2 
41.7 
40.0 
1.1 

Percent 
17.4 
17.4 

8.8 
7.4 

10.1 
4.7 

34.2 

100.0 
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must: 

(2) be a resident of ~ state and a citizen or lawful alien; 

(3) not a resident of a nental or penal institution; 

( 4) not eligible for Aid to Families with Dependent Children 
(AFOC); 

(5) not be eligible urrler Title XIX, M:!dicaid; and 

(6) not have made within seven years, a transfer or disposition 
of property without adequate c:x:I'!'{)ellsation. 

In addition, individuals neeting the six criteria listed above 

(1) have inc:x:.me below ~ Depart:rrent' s standard of need; 

(2) not have rrore than $250 in cash or a burial reserve; 

(3) agree to assign to the Camri.ssioner all life insurance 
:p:>licies; 

(4) agree to have a lien placed on any real p:ro:perty; 

(5) agree to liquidate any real property other than a hate; and 

( 6) be liable to reimburse the state for all assistance pro
vided lDlder the program. 

:Eegulations designed to impl€!1'!el'lt the CAMAD program were required 
to be issued by the camri.ssioner of Social Services by July 1, 1976. 
Energency regulations becarre effective on JLD1e 22, 1976. 

CAMAD Budget 

'!he Depart:rrent of Social Services requested $2. 5 million for cash 
assistance for FY 1976-77 based upon an average of 939 cases at an 
average oost of $223.38 per case, per rronth. The Governor's budget 
recx:::rmendation reduced this request to $2.2 million. In addition $2.0 
million was a:r;propriated in a separate budget request for rredical 
expenses covered by CAMAD; bringing total program oosts to $4. 2 
millicn. However, DSS projects that FY 1976-77 expenditures may be 
twice as high as the appropriation. '!his projection was made prior 
to the CAWill redetei:mi.nation project which has preliminarily found 
about 18% of current caseload ineligible. Table 2 indicates that 



Table 2. CAW\0 rronthly case load and expenditures, FY 1976. f 
~ 

'Ibtal Percent H 
Percent Cash r-Edical M:mthly Increase H 

I 
M:>nth Iecipients Increase Assistanre Assistance Expenditures {Decrease) I\) -
July 1975 361 - $ 95,685 $ 175,426 $ 271,111 - § 
August 427 18.3% 73,011 140,410 213,421 (21.3) 5· Septernl::er 488 14.3 108,789 130,186 238,975 10.6 

~ October 570 14.4 119,770 124,608 244,378 2.3 
November 643 12.8 138,942 89,805 228,747 (6 .4) 
Decerrber 703 9.3 122,850 126,330 249,180 8.9 

January 1976 776 9.4 159,422 210,678 370,100 52.9 
February 826 6.4 159,097 200,744 359,841 (2. 8) 
March 891 7.9 169,066 164,115 331,181 (7.4) 
April 916 2.8 163,735 180,413 344,148 3.3 
May 950 3.7 161,015 181,737 342,752 0.4 
June 962 1.3 169,700 172,222 1 341,922 o.o 

'Ibtals $1,641,082 $1,896,674 $3,537,756 
(Percent) (46.4%) (53.6%) (100.0%) 

1 Estimate, actual figure is not available 

Source: Budget and Management Division, Departrrent of Finanre and Control 
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growth of the CAMAD booget will not readl tb=se projected levels. 
Rather tb= program, in terms of caseloads and expenditures is stabiliz
ing. M:>re careful nnnitoring of eligibility, duration and redeter
mination is clearly needed and will substantially reduce that pre
viously unrevie\>ai caseload. 

In order for the legislature to properly assess the fiscal i.nq:>act 
of the CAMAD program, the Depart::nent of Social Services sl'nuld provide 
detailed rronthly cost analysis for all CAMAD maintenance and rredical 
paynents to the Bl.rlget and Managarent Division of the Depart.nent of 
Finance and Control. The Depart::nent of Social Services should also 
conoolidate all CAMAD costs into a single program budget request. 
Future budget requests sh:::>uld inclooe: projected Iredical e~di
tures; projected maintenance expenditures; average costs per case 
by type of expenditure; average caseload by type of expenditure; and 
total administrative costs (see Table 2) . 

Caseload Review 

Given the fact that over 40% of all CAMAD recipients have been 
on the program 12 rronths or rrore, tb= Depart:rcent of Social Services 
should pranulgate pennanent regulations which define the "short tenn" 
nature of CAMAD disability. Sudl regulations should require a verified 
rredical condition in which the capacity to rehabilitate can reasonably 
be aca::mplished within the one year maxirm.nn CAMAD eligibility period. 

As already noted, the Deparbnent of Social Services has atterrpt
ed to establish certain cost control systems relative to the CAMAD 
program. An entire caseload review, beginning with the oldest cases, 
began on June 1, 1976 and is expected to be oonpleted by October 1, 
1976. The estimated costs for such a review are: 

(1) Medical re-examinations 
($20 per examination) 

(2) Staff costs to verify non
Iredical elgibili ty data 
(1600 h:::>urs overtime) 

(3) Medical eligibility detennina
tion by Medical Review Team 
($6 per case) 

(1175 cases) '!OrAL COST 

COST PER CASE REVIEW: 

$23,500 

$ 9,500 

$ 7,050 

$40,050 

$34.08 
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Based upon an earlier review, such a redetermination process is 
cost-effective. In February, 1976 a survey of 197 CAMAD cases (25% 
sarrple} revealed that nearly 18% ~re dn CAM1ill in error, of those, 

(1} 7.1% were determined eligible for federal disability 
benefits; 

(2} 6.6% were eligible for Title XIX Medicaid benefits; and 

(3} 4.1% ~re ineligible for any federal or state assistance. 

If this projection holds for the entire CAMAD caseload (with 
allowance for federal reimbursarent and SSI appeals where applicable} 
CAM1ill expenditures will be reduced rrore than $315,000 in FY 1976-77. 
Furthernore, the cost of finding this saving ($40,050} is less than 
one-seventh the expected return. 

LPR&IC reconnends that the ~partment of Social Services fonnally 
implenent per:manent regulatirns by which systematic CAM1ill caseload 
reviews will be made. Initial eligibility, as determined by the Medical 
Review Team, should be limited to a maximum period of six (6} rronths. 
Upon issuance of a Medical Services Identification card (MSID}, each 
CAM1ill recipient will receive notice detailing his or her eligibility 
period (total eligibility, including redetennination periods, not to 
exceed one year}. '1\t.u rronths prior to the end of the covered period 
another notice will be mailed to the recipient announcing the 
~part:rcent' s intention to discontinue cash or rredical assistance. 'Itlis 
notice soould advise the recipient that continued eligibility will be 
based upon an application renewal and a rredical re-examination indicat
ing continued disability. Finally, all recipients should be advised 
of their due process right to a Fair Hearing (C.G.S. 17-2a} in the 
event that their disability claim is rejected. No person should be 
denied CAMAD benefits \'bile he or she is processing a valid and 
reasonable CAM1ill or SSI appeal. 

All rredical re};X)rts sul:mitted by recipients to the M:rlical 
Review Team nrust contain a substantiated rredical diagnosis ccmpleted 
by a doctor wro specializes in the disability noted on the examination 
rei;XJrt. 'Ihe ~part:rcent of Social Services should promulgate regulations 
defining those · specialists available within the following disability 
categories: 

(1} conditirns affecting the musculoskeletal system; 

(2} diseases or injuries of the special sense organs; 

(3} respiratory diseases; 
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( 4) cardiovascular disease; 

(5) disorders of the digestive system; 

(6) disorders of the genito-urinary systan; 

(7) diseases of the hemic and lymphatic system; 

(8) skin diseases; 

(9) disorders of the enCbctrine systan; 

(10) neurological disorders; 

(11) ne1tal disorders; land 

(12) neoplastic diseases 

SSI Appeals 

Nearly three-quarters of all CAMAD :recipients receive l:oth 
maintenance and rredical assistance payrrents. The awlication for 
CAMAD maintenance and rredical assistance is processed by an Eligibility 
Intake Unit only after the Departnent of Social Services has :received 
a notice of SSI (Supplerrental Security Incane) :rejection fran the 
applicant's local social security office. 

'!he SSI disability detennination is conducted by the Connecticut 
Bureau of Vocational Fehabilitation which is under contract with the 
federal Social Security Administration. SSI disability claims are 
:reviewed by a professional staff and a part-time rredical team. The 
rredical team has no face to face interview, examination or contact 
with the applicant. 'lhe burden of proof for establishing federal 
rredical disability rests with the applicant. If an applicant is 
denied benefits, a series of administrative and judicial appeal may 
be taken within 60 days at the local district office (Hartford and 
New Haven). 

1 These regulations are particularly significant in the area of 
enotional and ne1tal disorders which account for 55% of all CAMAD 
disabilities (see Table 1). 
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CAMAD assistance payrrents oould be reduced by as much as one
third if recipients utilized their federal appeals process. Acoord
ing to """the Social Security Administration, the reversal rate on SSI 
administrative appeals in Connecticut is 49%. In March, 1976 this 
Ccmnittee received a letter fran the New Haven legal Assistance 
Association which indicated a willingness to process "SSI rejections if 
these cases were referred to {than) by the I:epart::nent of Social 
Services." Had the I:epartrrent of Social Services instituted an 
effective appeal process {assuming a 50% reversal rate) for the 
present CAMAD caseload nearly $1. 4 million in maintenance and medical 
oosts could have been saved. 

In order to take advantage of these federally-funded legal 
services at a substantial program savings, the LPR&IC recarmends that 
the Department of Social Services iroplenent an effective appeal 
referral system with the various Connecticut legal service programs. 
Such a system should oonsolidate all appeals of CAMAD eligible 
applicants who have been denied SSI disability benefits, but who have 
not filed for an appeal within the required 60 days. 

legally Liable Relatives 

Because CAMAD is a state funded program) the Depa.rt:Irent of 
Social Services has considerable latitude in establishing program 
:policy and is not restrained by federal regulations regarding legally 
liable relatives. Connecticut General Statutes, section 17-82e, 
authorizes the Cornnissioner of Social Services to investigate the 
financial condition of each applicant and recipient's husband or 
wife, and in the case of an applicant who is less than eighteen 
years of age, his father and rrother, and in the case of an applicant 
who is less than 65 years, his child or children. '!his statute 
extends liability to children of CAMAD, state supp::>rted, recipients. 

In addition to this provision for claims against legally 
liable relatives; the new CAMAD legislation {P.A.76-252) requires 
that recipients be liable to reimburse the state, on an ability-to
pay basis, for all assistance rendered under the program. 

The I:epartrrent of Social Services smuld prarrulgate regulations 
that effectively implement the legal responsibility of children for 
CAMAD recipients {C.G.S. 17-82e). T!"le Depa.rbrent of Social Services 
smuld also promulgate regulations which specifically describe the 
reoouprent process available to the Depart:rrent under the CAMAD en
abling statute. SUch regulations should include the identification 
and investigation process of liable recipients and the oollection 
procedure to be utilized by the Oentral Collections Division of 
Finance and Control. 
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MEDICAL SERVICES FEDERALLY REIMBURSABLE UNDER MEDICAID 

IEqu.ired Services 

(1) inpatient hospital services (other than services in an in
stitution for tuberculosis or rrental diseases) ; 

(2) outpatient mspital services; 

(3) other laboratory and X-ray services; 

(4) (A) skilled nursing facility services (o~r than services 
in an institution for tuberculosis or rrental diseases) for indi
viduals 21 years of age or older (B) effective July 1, 1969, such 
early and periodic screening and diagnosis of individuals mo 
are eligible under the plan and are l.IDder the age of 21 to ascer
tain their physical or rrental defects, and such health care, 
treat:nent, and other rreasures to correct or arreliorate defects 
and chronic conditions discovered thereby, as may be provided 
in regulations of the Secretary; and (C) family planning ser
ices and supplies furnished (directly or l.IDder arrangem:mts 
with others) to individuals of child-bearing age (including mi
nors wto can be considered to be sexually active) who are eligi
ble l.IDder the State plan and who desire such services and sup
plies; 

(5) physicians' services furnished by a physician (as defined 
in section 1395x(r) (1) of this title), whe~r furnished in the 
office, the patient's hare, a hospital, or a skilled nursing facili
ty, or elsewhere. 

Optional Services 

(1) medical care, or any other type of rerredial care recog
nized under State law, furnished by licensed practitioners with
in the scope of their practice as defined by State law; 

(2) 1:'r.m= health care services; 

(3) private duty nursing services; 

( 4) clinic services; 

(5) dental services 
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(6) physical therapy and related services; 

(7) prescribed drugs, dentures, and prosthetic devices; and 
eyeglasses prescribed by a };hysician skilled in diseases of the 
eye or by an optanetrist, whichever the individual may select; 

( 8) other diagnostic, screening, preventive, and rehabili ta
tive services; 

(9) inpatient oospital services, skilled nursing facility serv
ices, and intell'!Ediate care facility services for individuals 65 
years of age or over in an institution for turerculosis or rrental 
diseases; 

(10) intenrediate care facility services (other than such 
services in an institution for turerculosis or nental diseases) 
for individuals wto are detennined, in accordance with section 
1396a (a) (31) (A) of this title, to be in need of such care; 

(11) effective January 1, 1973, inpatient psychiatric hospital 
services for individuals under age 21, as defined in subsection 
(h) of this section; and 

(12) any other nedical care, and any other type of rerredial 
care recognized under State law, specified by the Secretary; 
except as otherwise provided in paragraph (16), such tenn does not 
include-

(A) any such payments with respect to care or services for 
any individual who is an inmate of a public institution (except 
as a patient in a nedical institution) ; or 

(B) any such payments with respect to care or services for 
any individual who has not attained 65 years of age and Who is 
a patient in an institution for tuberculosis or nental diseases. 

Source: Social Security Act, Title 42, Section 1396 (d). 



APPENDIX II-4 

MEDICAL ASSISTANCE (MEDICAID) PRJGRAMS rn FISCAL YEAR 1975 
CDNNECI'ICUT VS. ECDNClviTCAILY-SIMIIAR STATES 

(1) 
Resident (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) 
Civil ian Medicaid ReclQients Hcdical Vendor Pa:z:ments ReciEients Age 65 Or Over Family MembcrshiE ~Children & Adult~2 

Population Average Per 1,000 Total Per Per Average Annual Monthly Pmts. Average Annual Monthly Pmts. 
pul:z: 19752 Number Population Fiscal 1975 CaQita RcciQient Number Payments Per Person Number Payments Per Person 
(thousands) (thousands) <2>H1> (thousands) (4)i(1) (4)i(2) (thousand•) (thousands) (8)~(7) (thousands) (thousands) (ll)i(lO) 

+12 months + 12 mQJ!!hs 
United States 211,445 8,371 ~ $!2,187,860 $'3'8" $1,456 1,970 $4,580,254 $194 4,644 $3,929,374 $11 

California 20,896 1,064 51 1,366,496 65 1,284 272 375,067 115 563 518,344 77 

Connecticut 3,081 90 29 161,075 52 1,790 22 78,739 2.98 51 39,038 64 

Illinois 11,107 771 69 713,654 64 92.6 65 162.,306 208 617 328,229 44 

Indiana 5,302 98 18 172,433 33 1,760 21 73,603 292 63 51,046 68 

M:lryland 4,051 168 41 204,141 50 1,215 2.7 53,149 164 95 78,414 69 

Massachusetts 5,810 327 56 524,706 90 1,605 66 266,348 336 206 136,073 55 

Michigan 9,143 334 37 639,388 70 1,914 64 200,474 2.61 217 289,025 111 

New Jersey 7,289 269 37 368,130 51 1,369 37 146,209 329 196 153,973 66 

New York 18,094 1,150 64 2,953,608 163 2,568 196 1,131,070 481 668 867,503 108 

Ohio 10,744 301 28 366,325 34 1,217 56 119,340 178 209 161,168 64 

Pennsylvania 11,816 360 30 727,875 62 2,022 82 2.86,572 2.91 150 193,081 107 

Rhode Island 923 47 51 72,079 78 1,534 . 17 35,267 173 2.3 16,499 60 

Washington 3,491 12.5 36 171,593 49 1,373 2.8 58,736 175 61 45,266 62 

Wisconsin 4,605 159 35 360,571 78 2,268 45 147,864 274 89 87,670 82 

Sources: Res!.dent Civilian Po12ulation: Current Population Reports, Series P-25, No. 615, issued November 1975, U.S. Bureau of the Census 

>lod1ooid '"''''"" } Hedica1 Vendor Payrr.ents Medicaid Statistics, Fiscal Year 1975, DREW Publication No. (SRS) 76·03154, NCSS Report B-5 (FY 75), 
ReceiEients Age 65 Or Over issued March 1976, Social and Rehabilitation Service, U.S. Department of Health, Education And ivelfare 
Family Membership 



APPENDIX III -1 

AFOC NATICHU. CASE ERroR RA'IES: JULY-DEX::EMBER 1975 ERroR RATES CCM>ARED 
WITH ERroR RATES IN JANUARY-JUNE 1975 AND APRII..-SEP'I'EMBER 1973a 

Source: 

ca .. • vi th Errors as a Percent of '!'ot&l Ca.se• 
ol blo i!li.dble but Over,:,&i.d. E:li.~tibh tut Or.d.er"aili 

Jul.- J-- Apr- Jill- J&D.- Apr- Jul.- Jan- Apr-

~~:e/ ~ ~~~ ~~~}/ ~~; Sept 
~~s:e~ ~~; Sept 

S\ato 19'iJ 1971 

11,S,1-Yo. 6.4 7·S 10.2 14.7 n.s 22 . 8 $.6 7.) 8.1 

Ala-......... 4.0 6.1 10-S 9-S 12. 0 1$.1 s.s 7-S 8.4 
&la*a .......... ).8 7-S 12.) lS-2 14-S 14.2 12.1 s.o 5.a 
BJ.-......... 9-6 12.0 9-J 2).4 26.2 2).6 10.7 10.) 7-J -. ......... 5-J 4-J 2.2 12.7 9-8 7-1 6.9 6.8 7.) 
Ca.UJ'oznl&, • • • • • 2.9 5-4 8.4 12.4 12.0 17.8 4-4 4.9 1-9 
Colozwlo ........ J:t u u g:t ~:~ lS-9 l:~ ~:~ ~:S C:O.OOu ... t ••••• 16.2 
~uw.n ........ T.o 12.9 ~:~ 19-~ ~J ~:; 7-1 9-S 9· 7 
lllo\. ot Col •••• 1).4 12.8 24.5 6.6 s. 7 ).8 
norua ......... 4.2 9-0 u.o 9-0 14-2 %7.1 ).0 5.6 9·3 

O.Oqia ......... u.s 10.7 7.0 20.9 26.7 24-9 6.8 8.9 10.5 
Jaw,ll .......... s. 7 11.) 4.6 20.5 18.8 19-9 8.8 7 ., 5.6 
ldallo .......... . S-9 J.4 5.8 1).) 1).0 1).0 6. 9 J -9 1.9 
Illizloio ........ 8.) 11.7 11.7 21.4 28.1 )7.6 ).6 t..) 1C.6 
IatiU& ......... 1.4 2.6 8.0 6.2 9-0 19 -S 2.) t.-9 t..t. 
x-............ r..7 7.8 9· 7 1S.J 22.0 20.0 10.6 10.9 7 .) - .......... 5·4 9-2 10.) u . s u.s 26.0 5.6 8.8 9-2 
J:.a\acll;r ......... 6.2 6.S 10.1 u.s 1).) 29-4 2. 2 4.0 7-1 
L<N.I.&iAD& • •••• • . 4.1 ).9 14-8 7.8 10.8 21.1 ).6 ).2 5-t. 
lfa1De., . . ....... 10.5 8.9 J. 7 20.) 18. 2 7-2 6.9 ).2 1.8 

~1aa4 •••.•••. a.o 10.8 14.7 19 -7 2!..9 28.S s.6 10.2 10.) 
Jl&aNCbwoo\to • • • 8.6 12.1 9-6 20.1 2S . 7 29-7 S-4 9·3 13-5 
llioiiJ.PA·••• • ••• 6.7 .8.0 s. 7 21.0 25-4 20.) 7 .) 7-2 4-9 
IUJmooo\a ••••••• ).J s.o 6.0 11.6 1).1 28.1 S-4 t. .S 12-9 
IUoaioaippi ..... 4.) ).6 2.) 11.8 7. 1 8.6 4-0 J-9 S-2 
JUoawri: ••.•• • . 7.Jo 7.8 7.1 9-3 1).0 14.2 ).6 J.O 4.4 --......... 10.) 15.5 10.) 1).4 lS -9 18.6 ) . 1 s.s 4. 2 
Jollzuka ........ 6.8 7.) 6.5 14.6 u.s 10 . ) 8.4 1S-9 2. 7 -.......... 1.1 - 2.6 1.1 2. 8 7.8 0.6 2.) 4. 6 
.... llupohiro ... 8.4 9-J 11.9 20.7 25.0 40.9 5.9 7-4 7-5 

.... Jftflq ...... ).8 ).0 4-3 1).0 16.2 18.) 4-7 7-4 4-4 
l'wlloxico ...... 2.4 4.8 s.o 5·9 7-4 1).2 6.1 4.8 4.2 
l'wTozk ........ 10.6 8.6 17-5 20.2 25.8 )1.9 1) . 2 18.2 11.1 

·- Carol..I.Da •• J-9 4.6 7. 7 1).0 16.2 21.) 8.5 12.4 19.2 
JWth llako\a •••• 1.) -- 1.9 ).2 4.6 8.4 4.5 6.0 1.9 
Cbio ............ 10.0 1).4 1). 7 12.0 14.0 %7.0 2.2 4.8 8.) 
Ckl.abaa ........ 2.0 2.2 4.1 s.6 S-5 tJ.s 2.1 2.0 2.9 
~ .......... 2.8 4.8 6.) 10.1 15.) 16.2 5-2 4.2 3-5 
'->ql.....Ua .•.. 8.6 8.o 16.7 lB. 5 19.1 2!..8 4.J 5-3 8.1 
-J!ico .... . 6.2 10.8 16.t. 12.9 19.0 19-9 1·5 11.6 7. 7 

lbo4o Io1&Dd .•.. ).6 3·9 4-5 3. 2 21.0 21.) 6.) 5·S J.s 
Soa.\11 Caro11.a.A .. 4.9 s.J 10.1 16.7 1$.0 27 . J 7.2 10.S 10.0 
Soa.\11 Dakota • .•• ).1 1.8 2-5 5.6 9-1 ll;.S ).1 t..l 4-4 
!eliDe••••··· .... 7.1 8.1 9-1 U.4 12.9 12.6 ). 7 4.8 6.) 
T_. ........... 4.0 2.6 10.4 6.) 6.S 16. ) l.S 2.6 J.S 
11\&L ........... 4.8 t..6 5·9 7. 7 14.9 14.7 ).2 6.S ) . 9 
\'-t ......... 7.2 6.0 lO.J 1).6 16.0 27.2 8.1 4-5 6.0 
\'upa Io1an4o •• 6.8 18.0 5.8 12.2 16.0 15.2 4. 7 9-3 14.s 
l'J.zPaia ........ 5.2 4.) 5-J 11.6 14.) 27.4 5.t. 6.1 1) . ) 
Vu~W~ct<m •••••• ).2 4.1 4.s 7.4 7·3 10.2 ).6 ).2 2.8 

Von l'izPaia.,. la.O 2.4 $.6 7.4 6.S 10.7 ).6 J.S 4.) 
Vi-iJl,,,,,,, 1.7 2.9 4-7 9·1 lS.o 14.s 8.) 13.5 16. 5 
¥.rca1Ac ......... 9·4 ).8 8.0 8.8 14.6 14.2 4.4 6.1a 8.6 

N Bued. on rrrieve ot .-taUaU.call7 zWliable aa.plea ot approzimatel7 l&L., COO ea••• in 
e.cb aiz":aallth WMI'OI'U.DC period. f'ro. aa •••rae- aa'Uoa&l UDC cuelo&d. ol aver ) aillion 

· taailioo. 
l/ Pu cc.puoa'b1lit7 vitlt. pnrtou• ,eriob, th••• rata• ven ~ CCIIIIPU.ted. by the •t.atie

Uoal. rqn•atoa •tbocl. (See Tabl• 6 !or error n.te• b&•ed. oa the ncr•••ioll ••t.hod.·) 
If Vo1p\o4 "":nco. 



APPENDIX III-2 

AFOC QUALITY CDNTIDL ERroR RA'IES (BY PEOCENT OF CASE Rf..VIEW3 <XM'LETED) 

Reporting June Dec. June Dec. March Sept. June Dec. June Dec. 
Period 30, 31, 30, 31, 31, 30, 30, 31, 30, 31, 
Errling 1971 1971 1972 1972 1973 1973 1974 1974 1975 1975 

Ineligible 
cases 6.3% 5.2% 6.8% 6.4% 8.4% 6.5% 5.7% 5.8% 7.5% 6.4% 

Eligible 
Overpaid 
cases 20.0 19.1 22.3 16.6 15.1 16.2 17.3 16.3 14.8 13.4 

Eligible 
Urrlerpaid 
cases 10.9 11.0 11.3 5.7 4.7 5.4 4.1 10.1 6.3 4.2 

Anount of 
Paynent to 
Ineligible 
cases 4.4 4.4 5.8 5.2 7.3 5.5 4.2 4.8 5.9 6.2 

Anount of 
Overpayments 3.9 3.0 4.2 4.0 3.2 4.5 4.1 3.9 3.2 3.3 

Anount of 
Underpayrnents 0.9 1.1 0.9 0.8 0.9 1.1 0.6 0.8 0.7 0.6 

Source: Depart:nent of Social SeiVices Quality Control Reports 



APPmDIX III-3 

AFOC QUALITY C<Nl'OOL 1974-1975: PERCENl' OF ERROR CASES BY TYPE OF 
AG.FN::Y AND CLIENl' ERR)RS - lNELIGIBIE CASES CNLY 

1/l/74 7/l/74 l/1/75 7/1/75 
REPORTING PERIOD h .1 to to to 

6/30/74 12/31/74 6/30/75 12/31/75 

(Numl~t-) ( 2 :> ) (.[(;) Ull) (20) 
~ of 'lbt.ll !C) .U Jll. u JO.U ~~.6 

AGENCY ERRORS- To&.! ... .......... .... 

l3.t. 0.0 5.0 10.0 
A. CorrKt policy but incorrectly applied (IOJ • •• • • 

4 . 5 0.0 5.0 5.0 
B. Wrong policy applied (10) . ..... . . ... .. . . 

c. Foilure to t.lkelndiQted .action; 

1. Reported inlormotion disr--'ed or 
13.6 not opplied (JO) • • ••• • ••••••••••• . 68.8 15.0 40.0 

2. Foilure to follow-up on impending 
9.1 d\ .... (~) .... . .. . .. .. . . . . ..... 6. 3 20 . 0 5.0 

3. Feilure to follow~p on inconsistent or 
22.7 0.0 15.0 s.o inc:ilmplote inloriNtion (JO) •••.• • •• • . 

4. Foilure to -ily where required by 36.4 25.0 40.0 35.0 
-policy (60) .•• •. .• • • • ••• •• •. 

Arithmetic cornputotion (70) 
0.0 o.o 0.0 o.o 

D. . .... .. ..... 

(26) (30) (45) (58) 
54.2 65.2 69.2 74 . 4 

I. CLIENT ERRORS- Totol • .. . .••. • ... ••• •.. 

A. lnfor!Nition not reponed (011 • ••• • .• • • • • • 73.1 83.3 91.1 84.5 

D. lnfortNtion i1 incorrect (011 . ...... ..... 2L.9 13.3 0 . 9 1~.5 

c. Information is incomplele (OJ) . ... . ... • .• . 0.0 3;3 0.0 0.0 

(II H) (46) (65) (78) 
I. INDICATION OF WILLFUL MISREPRESENTATION 

OF FACTS BY CLIENT- Toul . ...•. ..•• • . ( 118) (46) (65) (78) . 
A. C.Sft with willful miv.-ntotion • . • T <Ofk . 4~.8 54.) 61.5 69.2 

B. Cnes with no willful misrtpreMfltotion • ,T tvtk . 54.2 45.7 38.5 30.8 

Source: Dep:rrt:nent of Social Services Quality Cootro1 Ie:p:>rts 



APPENDIX III-4 

THE SURVEY OF DSS ELIGIBILITY IDRKERS 

A systematic survey of DSS \\Drkers was undertaken to obtain in
fonna.tion on how Department employees feel about their training, 
supervision, and \\Drking oonditions. The survey instrurrent was as 
brief and clear as possible so that \\Drkers \\Duld be likely to take 
the tinE to read and respond to the survey. While responses to rrost 
itans involved a "forced choice" arrong alternatives provided, space 
was available for "open ended" conments. 

~thodology. Narres of eligibility and case managerrent \\Drkers for 
each district office ~re obtained fran the Department 1 s April 30, 1976 
roster of positions. Envelopes individually addressed to each \\Drker 
were prepared containing a oover letter explaining the purpose of the 
survey, a oopy of the survey, and a business reply envelope. 

During the week of June 7, 1976, 450 surveys were bulk mailed in 
six large manila envelopes, one to each district office. A separate 
oover letter addressed to the district directors requested that the 
envelopes (containing the surveys) addressed to employees be distri
buted through the office mail roan. Prior to receiving the surveys, 
district directors had been inforired about the survey in a nerro fran 
the Deputy Corrmissioner of DSS wtx:> asked for their oooperation. 

After the surveys were mailed out, no further follow-up effort 
was made to enoourage \\Drkers to respond. 

By July 12 (six weeks after the surveys were mailed out) , 228 
oompleted surveys had been returned. '!his represents a 53% response 
rate. Seven surveys were returned after July 12, too late to be in
cluded in the analysis. Another 23 surveys were returned undelivered. 
M:>st of these were addressed to employees who were no longer \\Drking 
for the Department at the time surveys were mailed out. 

With the help of keypunchers and a progranming oonsultant, survey 
data was analyzed July 12-14 at the Department of Finance and Control 1 s 
Data Center. A cx::mputer package, "Data Text," was selected for use 
and programs ~re prepared. Data analysis included developnent of 
frequency distributions and crosstabulations for each item. In addition, 
several significance tests ~re nm on the data including t-tests, 
analyses of variance (F-tests), correlations, and multiple regresion 
analyses. Major results of the survey are reported in Chapter III. 

Cost. Alth:>ugh exact figures are not available, the survey oost 
an estimated $88. 

Mailing expenses 
Reply envelopes 
Data processing 

services 

$10.00 
40.00 

37.75 
$87.75 
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Appendix III-4 ( rontin\Ed) 

LEGISLATIVE PROGRAM REVIEW 
AND INVESTIGATIONS COMMITTEE 
Room 404, State Capitol, Hartford, Conn. 06115 
(203) 566-4843 

June 7, 1976 

Dear Eligibility Worker: 

Our Committee, set up by the General Assembly to 
evaluate State programs, is studying ways to impro' 
the Medicaid program (Title XIX} in Connecticut. 
As part of this study, the Committee is examining 
the system and procedures for determining recipieni 
eligibility under the AFDC program . 

Enclosed is a questionnaire which we are sending tc 
all eligibility investigators and technicians in 
the Department of Social Services. We are interesi 
in learning how you feel about working conditions, 
training, and supervision in your work unit. 

We would very much appreciate your taking the time 
to fill out this questionnaire and return it to 
us. Your response is important since it will 
help us identify areas which need improvement . 
It is not necessary to sign your name to the 
questionnaire. All responses will be anonymous 
and confidential. 

The Committee thanks you for your cooperation and 
willingness to participate in our Medicaid study. 

Sincerely, 

LEGISLATIVE PROGRAM REVIEW AND INVESTIGATIONS 

L2ID<L 
Linda A. Adams 
Director 



Lr-Gismnt Pliii6IWI REVIEW MDliiVUTTCATIOHS 
COIIIITTEE 

PlNst respolld to the following questfo111 by printing fn the appropriate fnf.,..... 
tfon or checking the appropriate lfne. It sure to answr M""- ft.. Your res
ponse w111 be c~fned wfth those of others fn your offfceiina other dfstrfct 
offices. lndfvfdUil conffdentfality will be •fntained. 

Hartford- N•47 Bridgeport- N•43 Waterbury- N•29 
District Office: Mev Haven- N•31 Norwich- N•26 Mtddl-~ftYn--~ 

Job Title (Check one): lnvestf gator I MaS.J 

Career Trainee ~ 

lnwestigator II tel) 

lnvestf .. tor Ill ~ 

Welfare Afde N•42 

Welfare E11gibtltty 
Tecbnicfan 1 N•76 

Ntlfare Elfgfbility 
Technfcfan II !!!l. 

Welfare Elfgfbflity 
Supervisor ~ 

*le N•63 F ... le ~6 

Age: 18-24 ~ 25-29..JWO 30-39..k,49 40-49...11:.)0 5D-65...ze_43 

How •ny yNrs of education hawe you CCIIIIPleted (check one)? 

lD N•8 11 N•S 12 N•73 13 N•15 14 ~ 151!:l!l 16 ~ 17 or .,re ~ 

How •ny .onths have you been tn ,our present posftfon? ~ 

How •111 ~have you .orked for the Socfal Services Dlpart.nt? !•66.1 

Do you spe~k Spanfsll? yes I!:E no ~3 

1. 

2. 

What kfnd of trafntng did you receive when you ffrst started ~fng fn 
tllfs u~tft? (check fteiiS .tttcll apply) • 

llone L.Q% (16/228) 

"On the job" training by supervisor ~7% (143/228) 

"On the job" tra1nfng by fellow 1110rten 2Q..4% (115/228) 

A fo,.l trafnfng sessfon 32.5% (74/2211) 

Other (P118se ll*ffy) ...:1.=..0·:.:1:;;1_;(~2=:3/...:2.:..28::!)-------------.

WIIat lkfnd of fn-servfce training (durf~tg fiiPlo~nt) have you received? 
How often? 

~--~!!!! b. How often 
less thin About once More than once 

__ MoRe 17.5% (39/223) once a yNr a yNr a yNr 

"On the Job" training by 
--- supervisor 511.7% (131/223) 16.5% 08/109) 5. 31 (6/109) !!:,!.1 (85/109) 

· ·011 the job" trafnfng by 
--- fe11aw worten n.oz (78/223) 18.8% (12/64) 4. 71 (3/64) ?!...ll (49/64) 

_F~l trlfnillll sessfon(s) 5!.:!!_ (37/69) 30.!1...(21/69) u..u (11/69) 
. 33.2% (74/223) 
_Otller (Ple11e specffy) ....!l!Jil~;j.nL;<wMa'uiW..,.L--------'--------

3. In general, how happy are you wfth your job? 

4. 

5. 

6. 

7. 

8. 

9. 

VERY HAPPY I 2 3 4 5 VERY UIIIAPPY !•3.0 

How satisfied are you with your present salary? 

VERY SATISFIED 1 2 3 4 5 VERY UNSATISFIED !•4.4 

How satisfied are you with your work "space• or the environ.ent and atnosphere 
in your office? 

VERY SATISFIED 1 2 3 4 5 VERY UNSATISFIED f•3.9 

How adequate do you think your training was 1n preparing you to do your 
job? 

~ERY ADEQUATE 1 2 3 4 5 NOT AT ALL ADEQUATE !•3.2 

How •dequlte do you thfnk your fn-service tl'llining ts in helping to iiiPI'Ove 
or update your skflls? 

VERY ADEQUATE 1 2 3 4 5 NOT AT All ADEQUATE 1•3.4 

At the present t i•, do you fee 1 ca1111b 1 e of handlf ng yow respons t bfl t t tes 
and doing • good job? 

YES, DEFI.ITELY 1 2 3 4 5 NO, DEFI.ITELY NOT 1•1.9 

!! JOU do not feel ca1111ble of handling your job, ts thfs b8c:lluse of (check 
iteM .tltcllipply): 

___ Lack of abfl fcy on ~ j)llrt o.oz (1/225) 

___ Work load fs too heavy 29.6% (67/226) 

___ My training ws poor 13.7% (31/226) 

___ Mina,_nt and supervision ts poor 13.3% (30/226) 

__ Other (Pl11se specify) _8:.:·~41~(~19:,:./..:,22:.:6:..~,) __________ _ 

___ I f•l ca1111ble of llandlfng "" Job. 

10. How w11 do )IDU feel 1011 are suptrYhed? 

VERY WELL 1 2 3 4 5 MDT AT ALL WELL ~-2.2 

11. Do 1011 feel you get (check the aiiii"'prfate lfne): 

___ Too IUCII supervtsfon 2.3% (5/220) 

__ Too ltttle supervision 21.4% (47/220) 

___ Just about the right -.nt of supervfsfon 76.4% (168/220) 

12. In JOUr pt"''HHIt position, how IUCII opportunity do 1011 feel there h for 
career de¥elOPIIftt? 

VERY MUCH OPPOITIIIITY 1 2 3 4 5 MD OPPOITIIIITY AT ALL !-4.2 

In this sj)llce, please feel free to c-..t on a111 of the questt011s allll tssues 
r11ised tn this survey. If you would lfka to be tntervi...cl per--.lly or wnt 
to talk to us, plNse sfgn your - or call our office at 5a6-4M3. 

I 
~ 
H 
H 
H 
I 

+= 

I s· 
[ -



Appendix III -4 (continued) 

Table 1. Type of training: "'M'la.t kind of training did you receive when 
you first started V-Drking in this unit?" 

Percent of W:>rkers Givin9: Each Responsel 

Investigators2 Technicians 3 Aides4 'Ibtal 5 

Response N=79 N=95 N=42 N=216 

None 10% 5% 7% 7% 

Trained by Supervisor 66 56 71 63 

Trained by Fellow 
W:>rkers 61 35 55 48 

Fonral Training 
Session 15 52 21 32 

other 11 11 5 10 

lFigures total nore than 100% because scme res:p:mdents reported training 
in nore than one category. 

2rnvestigator I, Investigator II, Investigator III - Eligibility Services 
Unit. 

3Eligibility Technician I, Eligibility Teclmician II, velfare Eligibility 
SUpervisor - Inccme Maintenance Unit 

4velfare Aides - Inccme Maintenance Unit 

S'Ibtal does not include Career Trainees (12) who responded to the survey 

Sourre: LPR&IC SUrvey of Departrrent of Social Servire Eligibility \'k>rkers. 



Appendix III-4 (continued) 

Table 2. Type of in-service training: "What king of in-service train
ing (during employment) have you received?" 

Percent of W:)rkers Gi vin9 Each Fesponse 1 

Investigators Technicians Aides 
N=79 N=95 N=38 

None 25% 15% 11% 
In-Service Training 

by SUpervisor 51 60 74 
In-Service Training 

by Fellow W:)rkers 39 27 42 
Fbrmal In-Service 

Training Session 32 36 32 
other 17 12 11 

'Ibtal 
N=212 

18% 

59 

34 

34 
13 

1 Figures total nore than 100% because sare respondents report
ed training in nore than one category. 

Source: IPR&IC Survey of I:epartrrent of Social Service Eligibility 
W:)rkers 

Table 3. Adequacy of supervisirn: "Ibw well do you feel you are 
sur:ervised?" 

Investigators Teclmicians Aides 'Ibtal. 
N=77 N=94 N=37 N=208 

Very W:!ll 48% 42% 49% 45% 

W:!ll 13 25 5 17 

Unsure 17 18 16 17 

Poorly 8 5 22 9 

Very Poorly 14 11 8 12 

Source: IPR&IC Survey of I:epart:rrent of Social Service Eligibility W:)rkers 



Appendix III -4 (continued) 

Table 4. Job capability: "At the present tine, do you feel capable of 
handling your responsibilities and doing a good job?" 

Investigators Technicians Aides 'lbtal 
N=76 N=94 N=40 N=210 

Yes, Definitely 51% 50% 58% 52% 
Yes 21 23 18 21 
Unsure 20 15 8 15 
No 3 4 10 5 
No' Definitely 

Not 5 7 8 7 

Source: LPR&IC Survey of Deparbrent of Social Service WJrkers 



APPENDIX III -5 

"AN ACr CONCERNING OVERPAYMENTS WillE BY THE DEPARIMENT OF SOCIAL SER
VICES" (PIDPOSED) 

Section 17-82m of the general statutes is re:pealed and the following 
is substituted in lieu thereof: 

Section 1: In any case in which a beneficiary of public assistance 
under this chapter receives any award or grant in excess of that to 
which he is entitled under the laws governing eligibility; and in 
any case in which a provider of Ti tie XIX :rredical services receives 
any payrrent in excess to that autlnrized by law or in violation of 
Public Act 76-242; the Departrrent of Social Services shall i.rmediate
ly refer such overpayrrent, except as provided by section 2 of this 
Act, to the Central Collections Division of Finance and Control, 
with full supporting infonnatian, for investigation and detennina
tion as to whether it should be sul:rni tted to a prosecuting authority 
for prosecuticn, or to the Attorney Ceneral for civil recovery, or 
referred back to the Departrrent of Social Services for such other 
action as confonns to federal regulations, and said division shall 
take such of said actions as the facts of the case warrant. 

Section 2: When any overpayrrent, referred to by section 1 of this 
Act, arrounts to or accumulates to $500 or less; the Departrrent of 
Social Services may recoup such overpayrrents at a rate and in a 
manner which is consistent with any applicable federal regulations. 



APPENDIX III-6 

WELFARE FRAUD INVESTIGATIOOS (FY 1975) AND CCMPARATIVE SUMMARY OF FRAUD 
ACTIVITIES, 1973-1975 

Table 1. Surnnary of welfare fraud investigations, FY 1975. 

Number of Fraud Referrals Returned Wi tmut Investigation 

Number of Fraud Charges Disposed Of: 
Guilty - Fraud 

Larceny - Fcx:xl Stamps 
Nolle - Fraud 

Larceny - Fcx:xl Stamps 
Not Guilty 
Dismissed - Fraud 

Larceny - Food Stamps 

Recoveries and Collections: 

Actual Collections - Convictions 
Nelles 
Non-prosecutions 
Dismissed 

'lbtal Recoveries and Collections 

Estimated Savings by Discontinuances 
Due to Conviction of Fraud 

Estimated Savings by Recoupnent 
Expected Recoveries - Pa:yment Plans 
Expected Recoveries - No Payrrent Plans 

No. of cases 
280 
170 

18 
19 

487 

'lbtals 

42 
11 

ll2 
122 
774 

'lbtal 

412 

268 
12 

141 
29 

1 
18 

1 
470 

Am:>unt 
$ 25,746.17 

46,808.32 
26,434.78 

4,266.07 
$103,255.34 

$ 41,407.20 
6,424,16 

140,021.09 
120,851.46 

$411,959.25 

OOTE: In addition to the above, accounts are established in the Centaur 
System, as shown below, for Welfare Fraud which the Division of 
Central Collections is attempting to collect. Sane of these 
accounts are subject to the control and supervision of the 
Deparbrent of Adult Probation, so:rre are subject to recove:ry through 
the "off-set" rrethod employed by the Department of Social Services, 
and, in sane instances, the payer (recipient) has no ino::me or 
assets from which we can recover. 

Bill 
Code 
391 
392 
398 

Program 
Fraud-Billings 
Fraud-Delinquent Accounts 
Fraud-No Billings 

'lbtal 

Balance 
June 30, 1975 

$288,696.36 
5,761.29 

383,650.02 
$678,107.67 

Source: Division of Central Collections, Finance and Control 



Appendix III-6 (continued) 

Table 2. Ccmparative surtnlal:Y of welfare fraud activities, FY 1973-75. 

CXltstanding cases Beginning of Year 

New Cases 

Closed Cases 

OUtstanding Cases, End of Year 

Referrals Returned Without Investigation 

Source of Referrals 
District Offices-Dept. of Social Services 
Family Relations Division 
Police Departments 
Other 

Total Referrals 
Number of Carpleted Investigations 
Nunber of Arrests 

Summary of Charges 
Fraud 
Non-support 
Obtaining r.bnies Under False Pretenses 
Forgery 
Larceny-Fcx:xi Stamps 
Larceny-Other 
Other 

Total Charges 
Disposition of Court cases 

Guilty 
Nolle 
Not Guilty 
Dismissed 
Recoveries - Not Prosecuted 

Total Dispositions 
Stmmary of Reooveries and Orders 

Actual Recoveries-Number of Cases 
-Aroc>unt 

Orders of Support 
Paynent Plans 

*1-1-73 to 6-30-73 

1972-73 1973-74 1974-75 

2,119 

1,261 
3,380 
2,597 

783 

270* 

944 
109 

38 
170 

1,261 
1,560 

562 

562 
83 
41 

9 
0 
2 

37 
734 

382 
318 

6 
0 
0 

706 

102 
$90,999 

34 
86 

783 

1,283 
2,066 
1,113 

953 

737 

1,149 
71 
10 
53 

1,283 
1,121 

541 

480 
34 

0 
10 

0 
192 

15 
731 

323 
302 

0 
6 
0 

631 

102 
$91,015 

13 
49 

953 

1,507 
2,460 
1,713 

747 

412 

1,336 
19 
14 

138 
1,507 
1,282 

471 

425 
13 

0 
62 
45 
39 
45 

629 

332 
193 

1 
19 
20 

565 

156 
$110,642 

0 
112 

Source: Division of Central Collections, Finance and Control 



APPENDIX IV-1 

FEE SCHEDULE FOR AMBULANCE SERVICES 

Effective 7-1-76 

Bue Rate $49.00 Note a 

Mileage s 1.76 Nato b 

Procedure Not Specified Note f 

17001 Oxygen & Mask $10.00 

17003 Resuscitator $10.00 

17004 Suction Machine $10.00 

17005 Female At1endant $18.50 

17006 Waiting Time $25.00 per hour Note c 

17007 Waiting Time (Additional) $ 6.25 per one quarter hour 

17008 Cancelled Call $26.00 Noted 

17009 Multiple Patients Note e By Report 

Note a. Base rate shall be applicable where both the origin and destination are within one town. 

Note b. Mileage to be applied from point of origin of movement to any final destination outside town in 
which pick-up is made. Mileage to be determined from the P.U.C.A. 's Official Mileage Docket 
No.6770. 

Note c. Waiting time charges apply per hour. Additional waiting time beyond the first hour will be 
assessed in multiples of 15 minutes at the rete of $6.25 per quarter hour. 

Note d. A charge for cancelled ambulance call will be assessed whenever such ambulance call is cancelled 
after an ambulance has been called for and dispatched to a home, hospital, or scene of accident. 

Note e. Whenever multiple patients are carried in any one given ambulance, the base rate will be charged 
for eoch patient requiring medical attention. The other charges to be equally assessed against all 
patients transported are mileage, waiting time, and where applicable, female at1andant. 

Not!l f. Charges for loss of equipment used in transporting patients shall be assessed at actual cost, subject 
to proof of connection between loss of equil)ment and the transportation of patient. 

Note g. There shall be no charges assessed for the transportation of non-patienu as riders accompanying 
patiants requiring ambulance service. 

Revised 4-26-76 
Effective 7-1-76 

(attachment to Index No. 462, Vol. 3) 



APPENDIX VI -1 

HFALTH MAIN1'ENANCE ORGANIZATICNS (liD's) 

Health Maintenance Organizations and other "prepaid health plans" 
offer an alternative to the traditional "fee-for-service" nedical delivery 
system. Enrollees prepay a fixed fee based on actuarial data. This fee 
covers virtually all nedical care, including preventive care. Generally, 
the plan operates from a central clinic, and subcontracts for special 
services and hospitalization. 

C.onnecticut has only one HrD in operation at the present ti.rre-
Camrunity Health care Plan (CHCP) in New Haven. Another is scheduled to 
open early in 1977 in Bridgeport, and a third is in the planning stages 
in Windsor. 

CHCP has been in operation since October 1, 1971 and serves sare 
20, 400 persons on a prepaid "group" basis. One such group is state anployees 
living in the Greater New Haven area, who chose to enroll in CHCP as an al
ternative to Blue Cross and CMS. 

The Depart:nEnt of Social Services has been negotiating with the 
New Haven liD for the enroll.nent of approximately 1600 AFOC recipients. 
M:>st of the details of the agreerrent have been worked out, except the 
capitation (per person) fee. Resolution seans inminent, however, with the 
help of the HEW Regional Office. 

In the short run, this approach is not expected to reduce Medicaid 
expenditures. The preventive care aspects of the program, however, are 
expected to generate savings over the long tenn through decreased use of 
acute treatrrent services. The I.egislati ve Program Review and Investigations 
Ccmni ttee endorses the use of liD's for Medicaid recipients because the 
errphasis is on maintaining health rather than curing sickness. Such an 
approach can be expected to be both rrore efficient and rrore effective 
than the present system. Because payrrent is made in advance and regardless 
of actual services perfonred, however, careful rronitoring will be required 
to assure that recipients receive the care they need. 

The M:rli-cal (Medicaid) program in california, after several years 
of experinentation and many mistakes, seems to have developed a workable 
prepaid health plan satisfactory to recipients, providers, HEW, and the 
state. DSS might look to the experience of the M.edi -cal program in developing 
its contracts with ill'O' s. 



APPENDIX VI-2 

PERSONNEL 1 AND WORKLOAD COMPARISON 

Department of Social Services 

Unit Number of 
Positions 

M:rlical Payments 
Section2 (exclud
ing Convalescent 
W:>rk Center) 

t-aiical Services 
Reviewers 

Post Audit 
Revier.vers 

'lbtal 

Estimated Claim 
Line itans 
processed :per 

47 

5 

3 

55 

month 490,000 

Average claim 
line items 
:per month :per 
employee 8,909 

Private Insurer 

Unit 

Claims Service 
Unit 

Claims Examin
ing Unit 

Claims Recovery 
Unit 

Ntmlber of 
Positions 

10 

40 

9 

'lbtal 59 

200,000 

3,390 

1 The organizational units soown do not :perfonn p:rrallel functions; h~ver, 
the canbined units do have basically the sarre respJnsibilities. They are 
shown primarily to display the private insurer's organizational structure 
since recorrrrendation is made in this chapter to establish a Claims Recovery 
Unit in DSS which would have a parallel function. 

2 Currently o:perating with only 34 staff manbers due to unfilled vacancie s 
and leaves o f absence. 

Source: LPR&IC staff analysis of data provided by Connecticut M:rlical 
Service, Inc. (CMS) and the Depart:Irent of Social Services 



APPENDIX VI-3 

LPR&IC PIDPOSED MEDICAID PAYMENI' SYS'IEM 

Data Entry 

Is 
C:laim 
Valid 

? 

(no) 
RTV 

Medical 
Service 
Division 

Source: LPR&IC an.alysis of Department of Social Services ir.formation with proposed modifications. 
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