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Medical Review Team

For Adolescents/Young Adults with Acquired Brain Injury

And/or 

Skilled Nursing/Rehabilitation Needs

Thank you for your inquiry regarding the Department’s Medical Review Team (MRT) application.  It is the responsibility of the MRT to determine the appropriateness of an individual (birth through 21 years of age) for care in a skilled nursing/rehabilitation facility.  The enclosed application materials will provide the Team with the information needed to make this determination.

The application packet must be complete and contain comprehensive and current information.  It must also provide an acceptance letter and proposed plan of care from the physician in the nursing facility being considered.  Incomplete application packets will be returned to the referral source.  After the completed application is received, it will be reviewed by the MRT, the Division of Health Care Quality, and for ABI applicants, the Statewide Head Injury Program, in expedited review.

Please contact us at 978-851-7267 x4022 if you need assistance in preparing this material or need additional information about any of our programs.

Denise Guilbeault

MRT Coordinator

MDPH – Northeast Regional Health office

365 East St

Tewksbury Hospital

Tewksbury, MA 01876

APPLICATION PACKET-ABI/Skilled Nursing Care/Rehabilitation

Each portion of the MRT application packet must be completed.  Along with other reports, it will be used to establish consistent, initial data on each individual and family situation.

APPLICATION CHECK LIST

______Parent/Guardian Consent Form or Consumer Consent Form

______Application for Residential Services

______Nursing Procedures/Treatments

______Comprehensive Medical Summary to include all medications (See Appendix A)

______Comprehensive Social Summary  (See Appendix B)

______Comprehensive Functional Summary (See Appendix C)

______Comprehensive Neuropsychological Evaluation (See Appendix D) (ABI only)

______Current Chapter 766 Evaluation or Chapter 688 Report (if completed)

             If the individual is 3 years or older a 766 evaluation must be initiated prior

             to referral to the MRT.  Please include a copy of the IEP, if completed, or a

             statement  regarding status of the educational and/or transition plan.

______Treatment Options Explored (Appendix E)

______Proposed Individualized Treatment Plan prepared by potential accepting facility along 




with a letter from the Medical Director indicating acceptance of the patient

______Proposed Discharge Plan (See Appendix F)

______Other Relevant Reports

This application completed by:

_____________________________________Date:__________________________

Mail completed application to:

Denise Guilbeault, LICSW

Medical Review Team Coordinator

Northeast Regional Health Office

365 East Street

Tewksbury, MA 01876

Telephone:  978-851-7261 x4022

Fax #  978-640-1027

MEDICAL REVIEW TEAM

CONSUMER CONSENT FORM

For Nursing/Rehabilitation Care

I have been informed that the Massachusetts Department of Public Health (Department) through the Medical Review Team (MRT) must assess an individual’s (under age 22) eligibility for certification to a skilled nursing/rehabilitation facility.  I have also been informed that the MRT is a team of professionals made up of staff from the Department of Public Health, the Division of Perinatal, Early Childhood and Special Health Care Needs and the Division of Health Care Quality, the Statewide Head Injury Program (SHIP) (for ABI only) and an independent physician.

I have also been informed that by giving my permission for this assessment to occur, I am giving my consent for the MRT to obtain and review existing medical, social and educational records and information pertaining to me, which are necessary for this assessment.  I understand that all records and information obtained and maintained in connection with my assessment by the MRT are confidential and will be given only to those facilities, programs or professionals who are involved in planning and/or providing services specific to my needs.

I also understand that the Bureau will maintain relevant information for administrative and planning purposes, for a period of six months at which time the information, as well as this consent form would need to be updated.

I have read and understand the above, and consent to an assessment by the Medical Review Team.

__________________________________________     ______________________

Consumers Name                                                            Date of Birth

__________________________________________    _______________________

 Consumers Signature                                                    Date

I have explained the contents of this form to the patient/consumer.  To the best of my knowledge he/she understands the material.

__________________________________________     ______________________

Printed name signature of referral source                        Date

MEDICAL REVIEW TEAM

PARENT/GUARDIAN CONSENT FORM

For Nursing/Rehabilitation Care

I have been informed that the Massachusetts Department of Public Health through the Medical Review Team (MRT) is mandated by law to assess an individual’s (under the age of 22) eligibility for certification to a skilled nursing nursing/rehabilitation facility.    I have also been informed that the MRT is an interagency, multidisciplinary professional team composed of staff representatives from the Department of Public Health, the Division of Perinatal, Early Childhood and Special Health Needs and the Division of Health Care Quality, the Statewide Head Injury Program (SHIP) (for ABI only) and an independent Physician.

I have been informed that by giving my permission for this assessment to occur, I am giving my consent for the MRT to obtain and review existing medical, social and educational records and information regarding my child.  I understand that all records and information obtained and maintained in connection with the assessment of my child/adolescent by the MRT are confidential and will be forwarded only to those facilities, programs or professionals who may be involved in planning and/or providing service specific to my child’s needs.  I also understand that the Bureau will maintain relevant information for administrative and planning purposes.

I have read and understand the above, and consent to the assessment of my child by the Medical Review Team

__________________________________________     ______________________

Child’s/Adolescent’s Name    (Please Print)                     Date of Birth

__________________________________________    _______________________

 Parent/Guardian’s Signature                                            Date

I have explained the contents of this form to the patient/guardian.  To the best of my knowledge he/she understands the material.

__________________________________________     ______________________

Printed name signature of referral source                        Date

APPLICATION FOR RESIDENTIAL SERVICES

SKILLED NURSING/REHABILITATION FACILITIES

MRT DATA REQUIREMENTS

Each portion of this form must be completed.

1. Individual’s Name:______________________

2. Social Security Number:____________

3. Individual’s Birth Date:__________Sex:____M  ____F

4.      Parent(s) or Primary Caregiver(s): Name(s) Address & Phone

              ________________________________________________

              ________________________________________________

 5.     Primary Language Spoken at Home:___________________

6. Individual’s Current Residence:

____own home             ____pediatric nursing home

____foster home           ____residential school

____hospital
               ____other

____group home

7. Referred By:

Staff Person’s Name___________________________

Title/Position:_________________________________

Hospital/Agency:______________________________

Address:____________________________________

              ____________________________________

Telephone:__________________________________

8. Indicate all sources of funding available/explored:

Insurance/benefits status

A:____Private medical insurance?

    Insurance company name_______________________

     Policy No:___________________________________

     Name of Subscriber___________________________

b.____Medicaid?   Medicaid No.____________________

c. ____Medicare?

d. ____SSI benefits?

 f. ____ other benefits or compensation?

           ____Workers Compensation     _____TAFDC

           ____Food Stamps                _____EAEDC

           ____Other    Describe: _________________________

g.  Is the client a veteran?    ____Yes       ____No

h. Has client received a financial settlement as a result of

Injury?    ____________________

      9.   Equipment:   Please list any equipment currently owned or on order

            for use by patient:

             ____________________________________________________

             ____________________________________________________

             ____________________________________________________

MEDICAL CARE

A medical summary written by a primary care or an attending physician within the last 6 months must be included in this packet.  Please list the names of all current physicians and hospital clinics.

Physicians names, specialties, location and date of last visit

1. _____________________________________________________________________

_____________________________________________________________________

    2.   _____________________________________________________

          _____________________________________________________

3.  _____________________________________________________

     _____________________________________________________

4. ______________________________________________________

    ______________________________________________________

Hospital/Clinic names, location, and date of last visit

1. ______________________________________________________

______________________________________________________

2. ______________________________________________________

______________________________________________________

3. ______________________________________________________

NURSING PROCEDURES/TREATMENTS

Indicate the relevant frequency of the following procedures:

1. Respiratory/cardiac care

No special procedure__________________________________________

Ventilator___________________________________________________

Tracheotomy_______________________________________________

Requires O2________________________________________________

Chest physical therapy/postural drainage__________________________

Deep Upper Airway Suctioning___________________________________

Monitors (Specify)_____________________________________________

Other monitoring equipment_____________________________________

2. Feeding Programs

No specific program___________________________________________

Hyperalimentation (IV feedings)__________________________________

Difficult oral feedings___________________________________________

Gavage/tube (G,J. NG)__________________________________________


Specialized diet________________________________________________

Special positioning/equipment (describe)____________________________

Other________________________________________________________

3. Bowel and Bladder Care

Bladder catheterizations: indwelling or intermittent_____________________

Suppositories/enemas___________________________________________

Ostomy care___________________________________________________

Other (list)_____________________________________________________

4. Other Nursing Procedures and Skilled Assessments

VP Shunt______________________________________________________

Seizure monitoring______________________________________________

Seizure intervention_____________________________________________

Special skin care including ostomy and wound site care_________________

Turning/positioning______________________________________________

Other_________________________________________________________

5. Medications: (List all medications, dosage, administration techniques)

_____________________________________________________________

No medications_________________

APPENDIX A

COMPREHENSIVE MEDICAL SUMMARY

Individuals referred for MRT review usually have had medical summaries, prepared in conjunction with comprehensive medical evaluations in a hospital or clinic.  If the summary has been written in the past two months, and includes the data listed below, a new summary need not be prepared.  The individual’s primary medical care provider should submit the medical summary.

Any summary submitted MUST include the following:

1. Presenting problem(s) or diagnosis(es)

2. Health History which contains a complete description, by diagnosis or organ         

system,  of active or previously active problems.  This description will include date of onset, results of evaluation, functional implications and prognosis or date of resolution.  Special attention will be paid to neurologic, muscolo/skeletal and nutritional/feeding issues.

 3. Health history should also include:

· Growth parameters

· Medications: schedule, dose, route of administration, description of current medications and those which have been discontinued

· Allergies

· Immunizations

· Surgical procedures

· Trauma history

· History of alcohol/cigarette/substance abuse

· Cognitive/behavioral status

· Psychiatric information

· Bowel/ bladder status

· Skin status

· Respiratory history and status

      4.  Complete physical examination with thorough neurologic evaluation.

      5.   Visual and hearing assessment/testing reports, when applicable

 6.   Copies of all consultation reports

7. Conclusion summarizing diagnoses, etiology and prognosis and listing specific recommendations.

APPENDIX B

COMPREHENSIVE SOCIAL SUMMARY

The social summary should be prepared by a social service professional who knows the child/adolescent and his/her family. This summary should be prepared in consultation with the family, and include the following information:

1. Reason for referral for MRT review and type of service requested.

2. Description of family’s current relationship with your agency.

3. Child/adolescent and family’s presenting problems; description of the family unit, including changes in family constellation, extended kin relationships.

4. Psychosocial assessment of family which addresses at minimum the following:

· Impact of child’s/adolescent’s condition on the well-being and relationships of other family members.

· Workers view of family attitudes toward/interactions with child/adolescent.

· Parent/caregivers’ physical and emotional status – Family    

     relationships/behaviors which support or hinder care of child/adolescent

Family coping style, strengths and limitations – External stresses on family

5. Description of the child/adolescent’s daily routine: include medical care, bathing, dressing, ROM, feeding, etc.  Include factors which distress or comfort the child/adolescent.  Detail the activities requiring supervision and the time required to complete the task.

6. Description of childs/adolescent’s residence and neighborhood, including safety concerns, architectural barriers within/outside home, and access to transportation.

7. Description of all public and private community services or resources, which have participated in providing service (including barriers to securing this service).

8. Summary and recommendations for child/adolescent’s current care.

APPENDIX C

COMPREHENSIVE FUNCTIONAL SUMMARY

Individuals referred for MRT review usually have had functional evaluations prepared in conjunction with therapy services provided as part of the treatment program for acute brain injury.  This summary must be current and reflect the patient’s typical level of performance.  One summary may be prepared by the individual’s primary medical care provider in consultation with nursing, psychology, occupational, physical, speech/language, recreational therapists or individual summaries may be submitted by each therapist.

The summary (ies) must include age adjusted functional status in the following areas.

1. Nutrition:  self feeding, oral/motor coordination, assessment of swallow, percentage of calories/fluid taken orally

2. Bowel/bladder; neurologic abnormalities, continence, independence/dependence with toileting, constipation, diarrhea, assistive equipment.

3. Activities of Daily Living: dressing, bathing, self-feeding, meal preparation or household chores and assistive devices.

4. Communication:  expressive/receptive language speech, verbalization, vocalization, augmentative devices.

5. Cognition: general knowledge, judgement, perception, impulsivity, long term/short term memory, information processing, assistive technology

6. Behavior:  safety, aggression toward self and others, cooperation, participation

7. Emotional Status; lability, depression, suicidal ideation

8. Social Function: interaction with peers, health professionals, individuals and group

9. Gross/Fine Motor Coordination, Strength, Endurance

10. Ambulation:  level of mobility, transfers, independence/dependence, adaptive equipment

This outline should also include the assessment tools used and the periodic progress made since the injury.

APPENDIX D

COMPREHENSIVE NEUROPSYCHOLOGICAL EVALUATION

Individuals referred for MRT review, who are greater than one year post trauma, must have a neuropsychological evaluation completed within the last six months.  The neuropsychological evaluation must be completed by a neuropsychologist.  The summary must include the following as well as a list of the specific tests conducted with the patient.

1. Premorbid History:

· Educational (esp. L.D.)

· Occupational

· Developmental Milestones

· Handedness

· Past Medical/Neurological History (esp. previous CHI)

· Drug/Alcohol History

· Behavioral/Psychiatric HX (suicide/homicide)

· Other Family HX (psychiatric, neurological)

· Legal issues

2. Interview Observations

· Description of Patient/Presentation/Participation in Testing (cooperation, motivation, frustration

· Mood/Affect

· Awareness/Insight into Problems

· Patient’s Goals re: treatment, short-term, long term

3. Test Results for Core Neuropsychological Functions:

A. Orientation: sense of person, place, time, situation

B. Arousal: fatigue, awakeness, alertness, overarousal/underarousal, tonic/phasic arousal

C. Attention:  distractibility, selectivity, variability, breadth, concentration, span, mental tracking, sustained attention (vigilance), auditory vs. visual, hemiattention, sensitivity to concurrent interference.

D. Sensation/Perception: auditory, visual, tactile, olfactory

E. Motor: speed, strength, manual dexterity, praxis, laterality

F. Language: auditory comprehension, repetition, naming, oral language production, reading, writing

G. Calculations.

H. Spatial and Constructional: drawing, construction, left-right orientation, topographical orientation

I. Learning and Memory: acquisition, encoding, interference, remote, immediate vs. delayed recall, retrieval vs. recognition, type of material (verbal vs. non verbal) anterograde vs, retrograde, procedural/skill learning, remembering to remember

J. Organization, Reasoning, and Problem Solving: speed of processing, goal formulation, planning, carrying out goal-directed plans, set flexibility (establishment, maintenance, and shifting of set), inhibition, regulation, sequencing, reasoning, abstraction, judgment

K. General Intellectual and Academic Functioning:

L. Emotional Information Processing: perception and expression of emotion, emotional control, social sensitivity

4. Personality Functioning

5. Summary and Recommendations

A Diagnostic Impressions of Strengths, Weaknesses and Interrelationships re:

1. Premorbid Function

2. Neuropathology

3. Personality Function

4. Validity of Current Findings

           B. Compensatory Strategies:

1. Strategies which optimize performance

2. Factors which may interfere with performance

3. Implications for functioning in different environments (e.g. work school, home)

           C.  Recommendations Re: Rehabilitation

1. Situations/settings

2. Therapies (speech, occupational, cognitive, physical)

3. Other referrals/specialists/programs

4. Re-evaluation (period of time, areas of functioning

APPENDIX E

TREATMENT OPTIONS EXPLORED

Please indicate all facilities which have been explored to adequately meet the rehabilitation needs of this patient and to maintain active participation with the family.  If the patient must be cared for out of his/her community, please indicate all steps which will be taken to return the patient to his/her community and family and the person who will be responsible for this return.

APPENDIX F

PROPOSED DISCHARGE PLAN

Recognizing that in-patient rehabilitation is not a long term placement option, this summary should be prepared by an identified case manager whose responsibility is long term care options for this patient.  The discharge plan should include the following information.

1. Name of legal guardian

2. Ongoing responsible agencies

3. Discharge Placement

    Home

         Supervised Living Situation

         Nursing Home

         Other

4. Expected Level of Assistance Required

    Primary caretaker

    Personal Assistance Services (formerly PCA)

    Home Nursing

    Home Health Aide

    Homemaker

5. Medical/Rehabilitation Follow Up

          Primary care clinician

          Outpatient therapies (OT, PT, ST, Psych)

6. Vocational/Educational Training

    School – Special Education

    Vocational Counselor

7. Recreational/Social Needs

    Community resources

8. Financial Resources

    Adaptive Equipment

    Housing Adaptations

9. Case Management

    Home visit to evaluate home site for discharge planning

    Return to state of origin (if applicable)
