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Objective: This study assessed the implementation of state Preadmission
Screening and Resident Review (PASRR) programs with respect to iden-
tification of serious mental illness among nursing facility applicants and
residents and access to mental health services. Methods: A national sur-
vey was conducted with representatives from agencies that implement
PASRR in all 50 states and the District of Columbia. Also, 44 states sent
PASRR data for review. Four states were selected for an in-depth study;
six nursing homes per state were selected and one staff member from
each facility was interviewed (N=24). Medical records were reviewed
for 30 to 40 residents from each facility who met criteria for potential-
ly having a disabling serious mental illness (N=786). Results: Medical
records showed that 50 percent of patients at the time of admission and
68 percent of patients at the time of the record review had a psychiatric
diagnosis, typically a diagnosis of depressive disorder. At the time of
admission, fewer records identified individuals with a serious mental ill-
ness (9 to 20 percent) or a primary diagnosis of any psychiatric illness (5
to 12 percent). Many records indicated that in-depth, required PASRR
screens were not performed. Ninety percent of the states reported that
Medicaid covers only basic psychiatric consultation services, such as
medication monitoring, in nursing facilities. Between 30 and 32 percent
of national survey respondents also characterized access to facilities
that provide mental health services as limited and of variable quality. Al-
though all 24 nursing facilities reported providing psychiatric consul-
tation services, access to other mental health services, such as psy-
chosocial rehabilitation or individual counseling, varied considerably.
Conclusions: Nursing facility compliance with administration and docu-
mentation of PASRR screens appears problematic. Nevertheless, there
do not appear to be excessively high numbers of residents with serious
mental illness, suggesting that state PASRR programs may contribute
positively to the identification of people with serious mental illness.
However, many nursing facility residents have some type of psychiatric
illness, and PASRR legislation does not appear to have enhanced their
ability to gain access to mental health services beyond standard psychi-
atric consultation and medication therapy. (Psychiatric Services
57:325-332, 2006)
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nder the Omnibus Budget
| | Reconciliation Act (OBRA)
of 1987, Congress created a
Preadmission Screening and Resi-
dent Review program, now referred
to as PASRR, to address concerns that
many people with serious mental ill-
ness and mental retardation were liv-
ing in nursing facilities that lacked ad-
equate resources to care appropriate-
ly for them. At the time, some states
used nursing facility placements as a
cost-effective means of downsizing
psychiatric institutions (1-3).

PASRR legislation required state
Medicaid agencies to establish pro-
grams to screen and identify nursing
facility applicants and residents for
serious mental illnesses. PASRR leg-
islation also required screening to
evaluate whether a nursing facility is
the appropriate place for a patient to
receive care and to determine need
for specialized services to treat men-
tal illness. PASRR involves two parts:
preadmission level I and level II
screens and level II resident reviews.
[A table with an overview of the PAS-
RR program is available in the online
version of this article at ps.psychiatry-
online.org.] Originally, states were re-
quired to conduct resident reviews on
an annual basis, but under the Bal-
anced Budget Amendment of 1996,
the requirement for annual resident
review was eliminated and replaced
with a requirement to screen when
“there is a significant change in phys-
ical or mental condition.”

More than 15 years after PASRR
legislation was created, mass transin-
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stitutionalization of people from psy-
chiatric institutions to nursing facili-
ties has not occurred (4). Neverthe-
less, studies suggest that nursing facil-
ities are increasingly serving residents
with a wide range of mental disor-
ders, most commonly depression and
dementia (4-6). Furthermore, many
nursing facility residents do not re-
ceive appropriate mental health serv-
ices and might be better served in al-
ternative community settings (7-9).
Such reports shed light on the
broader issues that congress intended
PASRR to address. Yet the specific ef-
fect of PASRR legislation remains un-
clear and difficult to evaluate. Only
two investigations have attempted to
examine PASRR programs more di-
rectly. In 1996 a national survey con-
ducted by the Bazelon Center for
Mental Health Law found tremen-
dous variation between states in the
implementation of PASRR programs
and the availability of mental health
services in nursing facilities. More re-
cently, the U.S. Health and Human
Services’ Office of the Inspector Gen-
eral investigated state PASRR pro-
grams, focusing on younger Medicaid
beneficiaries with serious mental ill-
ness who were residing in nursing fa-
cilities (9). The Office of the Inspec-
tor General found significant levels of
noncompliance among nursing facili-
ties, particularly in mental health as-
sessment, and inadequate federal and
state oversight. These studies suggest
that states may not be implementing
PASRR programs effectively, poten-
tially limiting the ability of these pro-
grams to assist individuals with seri-
ous mental illness in nursing facilities.
To further investigate the effective-
ness of implementing PASRR pro-
grams, the Substance Abuse and
Mental Health Services Administra-
tion (SAMHSA), in collaboration with
the Centers for Medicare and Medic-
aid Services (CMS), funded a two-
phase investigation of PASRR pro-
grams. Phase I involved a compre-
hensive literature and legislative re-
view of PASRR programs (10). Phase
IT involved a national survey of PAS-
RR oversight agencies followed by ex-
ploratory case studies in four states.
Case studies included medical record
reviews and key informant interviews
with nursing facility staff, which are
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discussed in this article, along with
clinical interviews of residents of
nursing facilities, which are not pre-
sented in this analysis (11). In this ar-
ticle we present selected findings
from phase II on the effectiveness of
PASRR implementation, particularly
as it relates to identification of mental
illness among nursing facility resi-
dents and access to specialized and
other mental health services.

Methods

A national survey was conducted in
50 states and the District of Colum-
bia, augmented by case studies in
four states. Qualitative and quantita-
tive data were collected from multi-
ple data sources by using several data
collection tools. Study methods, pro-
tocols, and consent forms were re-
viewed and approved by the White
House Office of Management and
Budget before conducting the re-
search.

National survey of PASRR agencies
From June to October 2002, inter-
views were conducted with represen-
tatives from agencies that implement-
ed PASRR in all 50 states and the Dis-
trict of Columbia, yielding a response
rate of 100 percent. In total, inter-
views were conducted with 47 state
mental health authorities, 43 state
Medicaid agencies, and five state ag-
ing or health agencies. Most inter-
views were conducted by telephone;
however, written responses were also
accepted. To protect anonymity, we
collectively refer to all national survey
respondents as “states,” including
Washington, D.C., when presenting
results.

Structured interview protocols
were developed by using a core set of
closed- and open-ended questions
about PASRR screening procedures,
outcomes, and mental health service
delivery in nursing facilities. Items
specific to Medicaid, mental health
authorities, and other state agencies
were developed to tailor interviews.
In addition, a standard data and doc-
ument request form was used to col-
lect PASRR program documents and
screening statistics from the most re-
cent fiscal year (2001 or 2002). Forty-
four states (86 percent) submitted
documents.

Follow-up case

studlies in four states

To augment national survey findings
with nursing facility perspectives,
four states were selected for an in-
depth study. From these four states, a
sample of 24 nursing facilities (six per
state) was selected. Data collection
involved an interview with a staff
member from each of the 24 facilities
and reviews of the medical records of
30 to 40 nursing facility residents per
facility who met criteria for potential-
ly having a disabling serious mental
illness.

Sampling

State selection. National survey find-
ings indicated that the greatest
source of variation in PASRR imple-
mentation was the type of entity des-
ignated by states to conduct level 11
screens. Four types were identified:
private mental health agencies, pub-
lic mental health agencies, individual
mental health practitioners, and in-
dependent state agencies. States
were categorized by these four
screener types and by geographic re-
gion (South, West, Midwest, and
Northeast). One state per type in
each geographic region was selected.

Nursing facility selection. SAMH-
SA identified geographic variability
(urban and rural) and facility size as
important nursing facility stratifica-
tion criteria. The 2000 census was
used to select the largest metropol-
itan statistical area and a noncon-
tiguous rural county in each state.
Within each urban and rural county,
a random sample of three nursing
facilities, stratified by facility size
(small, 60 beds or fewer; medium,
61 to 90 beds; and large, more than
90 beds), was drawn by using the
CMS Nursing Home Compare
database.

Nursing facility resident medical
record selection. Three criteria were
used to identify residents who might
have disabling serious mental illness
(for example, psychotic or bipolar
disorders): presence of PASRR level
II screen, current prescription of
psychotropic medications (for exam-
ple, neuroleptics, antidepressants,
anxiolytics, and mood stabilizers), or
any psychiatric diagnosis, excluding
dementia but not limited to serious
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Table 1

Characteristics at the time of admission of 786 nursing facility residents in four states who met criteria for potentially having

a disabling serious mental illness

State 1 (N=215)

State 2 (N=213)

State 3 (N=177)

State 4 (N=181)

Characteristic Total N N % Total N N % Total N N % Total N N %
Age (years) 204 209 177 181
35 to 49 2 1 4 2 6 3 14 8
50 to 64 12 6 9 4 14 8 21 12
65 to 79 45 22 48 23 69 39 56 31
80 to 84 52 25 51 24 30 17 42 23
85 to 90 49 24 55 26 37 21 25 14
Older than 90 44 22 42 20 21 12 23 13
Gender 212 207 176 181
Female 167 79 167 81 125 71 124 69
Male 45 21 40 19 51 29 57 31
Marital status 214 208 177 181
Single or never married 27 13 17 8 35 20 32 18
Married 24 11 57 27 33 19 26 14
Divorced or separated 25 12 13 6 33 19 34 19
Widowed 138 64 121 58 76 43 89 49
Other 0 — 0 — 0 — 0 —
Race or ethnicity 210 204 177 181
White 203 97 193 95 137 77 173 96
Black or African
American 3 1 8 4 39 22 2 1
Asian or Pacific Islander 0 — 1 0 1 1 1 1
American Indian or
Alaskan Native 1 1 0 0 — 0 — 1 1
Hispanic 3 1 1 1 0 — 4 2
Primary diagnosis 215 213 177 181
Physical problems 150 70 182 86 112 63 117 65
Psychiatric problems 25 12 11 5 19 11 21 12
Substance use disorder 2 1 0 — 0 — 2 1
Dementia or Alzheimer’s
disease 38 18 20 9 46 26 41 23

mental illness. Residents who met
any of these three criteria were com-
piled in a master list, from which up
to 40 residents from each nursing fa-
cility were randomly sampled. No in-
dividual-identifying data were ab-
stracted from records.

Data collection

procedures and tools

State recruitment. Invitation letters
were mailed to PASRR program ad-
ministrators in the four selected
states. All four agreed to participate.
After the nursing facility sample was
drawn, letters were mailed to select-
ed nursing facilities inviting their
voluntary participation. Follow-up
telephone calls were also made to
answer questions and secure partici-
pation. On average, two nursing fa-
cilities per state declined to partici-
pate, most often citing time and
staffing constraints. After facilities

declined, the sample was redrawn
according to the criteria described
earlier. Data collection in each of the
four selected states was completed
from May to July 2003.

Key informant interviews. A total
of 24 key informant interviews were
conducted with nursing facility staff
from six nursing facilities in four
states. Informants were identified by
facility administrators as responsible
for implementing PASRR proce-
dures. A structured interview proto-
col, similar to the national surveys,
was developed.

Medical record abstractions.
six nursing facilities in all four
states, residents’ medical records
were abstracted for 30 to 40 nursing
facility residents per facility who
met criteria for potentially having a
disabling serious mental illness.
Records were reviewed for 786 res-
idents. Key information was ab-

In

PSYCHIATRIC SERVICES ¢ ps.psychiatryonline.org ¢ March 2006 Vol. 57 No. 3

stracted on residents” background
characteristics, medical and psychi-
atric history, psychotropic medica-
tions prescribed, and mental health
services received for two points in
time: initial admission and the cur-
rent review period (May through
June 2003). Trained mental health
and medical record professionals
performed abstractions.

Nursing facility resident charac-
teristics. Table 1 displays character-
istics at the time of admission of the
nursing facility residents sampled. In
all states, most residents sampled
were older than 65 years, female,
and Caucasian. Primary diagnoses
for a majority of residents indicated
a physical illness at initial admission,
as opposed to a psychiatric or de-
mentia-related illness. In three of
four states, 11 or 12 percent of resi-
dents had a primary diagnosis of psy-
chiatric illness upon admission.
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Table 2

Data from 44 states that provided data on preadmission level II screening outcomes

Serious mental illness

Nursing facility services considered

Need for specialized mental

detected (N=38)? appropriate for individual (N=40)> health services (N=39)¢

Patients given

level II screens (%) N %4 N %4 N %d
0Oto9 2 5 2 5 15 38
10 to 19 0 — 0 — 9 23
20 to 29 0 — 0 — 6 15
30 to 59 8 21 3 8 4 10
60 to 89 11 29 12 30 0 —
90 to 100 17 45 23 58 5 13

* Mean+SD=71.9+27.8 percent; median=71.0 percent

b Mean+SD=82.9+24.3 percent; median=94.0 percent

¢ Mean+SD=11.6+23.6 percent; median=2.8 percent

4 Refers to the percentage of persons who screened positive among those given level II screens.

Results

National survey and case study results
were integrated to assess the effec-
tiveness of the implementation of
PASRR programs with respect to the
identification of mental illness, par-
ticularly key diagnoses of serious
mental illness, among nursing facility
residents and applicants and to the
ability to gain access to specialized
and other mental health services
among nursing facility residents.

Overall PASRR screening outcomes
Forty-four states provided annual
data on outcomes of preadmission
level II screens administered to indi-
viduals with positive level I screens
for potential serious mental illness
(Table 2). Results varied widely, most
likely reflecting state-by-state differ-
ences in PASRR screening processes
and tools. Because federal regulations
allow considerable latitude in defin-
ing serious mental illness and special-
ized mental health services, states
vary in the stringency of their screen-
ing criteria for these outcomes. Nev-
ertheless, 45 percent of the states re-
ported that more than 90 percent of
patients with positive level I screens
were given a diagnosis of serious
mental illness, 58 percent reported
that for 90 percent of the patients, a
nursing facility was the appropriate
place to receive care, and 38 percent
found that fewer than 10 percent of
the patients screened required spe-
cialized services. Findings suggest
that PASRR level I screens are sensi-
tive to detecting serious mental ill-
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ness and are consistent with other
studies reporting average diversion
rates (percentage of patients for
whom a nursing facility was the inap-
propriate place to receive care) of
fewer than 10 percent (12,13). In ad-
dition, our findings indicated that
states most frequently reported that
fewer than 10 percent of nursing fa-
cility applicants need specialized
services, which is consistent with
studies from the Bazelon Center for
Mental Health Law, which found that
an average of 7.5 percent of nursing
facility applicants need specialized
services (13).

Identification of

serious mental illness

Psychiatric diagnoses at admission.
PASRR regulations specify that any
mental disorder, excluding demen-
tia-related disorders, can be consid-
ered to be a serious mental illness if
it leads to a chronic disability.
Rather than creating a list of diag-
noses considered to be “serious
mental illness,” PASRR regulations
highlight level of functioning as the
central criterion to be used in deter-
mining who has a serious mental ill-
ness. In our reviews of the 786
records of the nursing facility resi-
dents, we did not routinely find data
on level of impairment associated
with a particular psychiatric diagno-
sis. Furthermore, we did not record
individual-identifying information
and could not link specific resident
charts with Minimum Data Set
(MDS) data. Therefore, to generate

a more conservative estimate of seri-
ous mental illness, we limited our
analysis to those diagnoses consid-
ered most disabling and most fre-
quently associated with serious
mental illness, specifically schizo-
phrenia and related psychotic disor-
ders and bipolar disorder (14). We
excluded other diagnoses often asso-
ciated with serious mental illness
(for example, severe depression, ob-
sessive-compulsive disorder, and
panic disorder), because there is
greater variation in level of function-
ing associated with these illnesses.
As shown in Table 3, at admission
the percentage of residents given a di-
agnosis of psychotic disorder ranged
from 8 to 17 percent, and the per-
centage given a diagnosis of bipolar
disorder ranged from 1 to 7 percent.
Although our case study is limited to
four states and targets residents likely
to have serious mental illness, these
findings are comparable to recent na-
tional estimates that found that 6 to 8
percent of nursing facility residents
have schizophrenia and related disor-
ders (14,15). Sampled nursing facili-
ties did not appear to be admitting ex-
cessively high numbers of individuals
with these key diagnoses of serious
mental illness. Nevertheless, many
nursing home residents have psychi-
atric disorders that may or may not
rise to the level of serious mental ill-
ness, as defined by PASRR guidelines,
which rely on assessment of function-
al impairment. For example, 24 to 43
percent of residents in our sample
were given a diagnosis of some type of
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Table 3

Psychiatric diagnoses of 786 nursing facility residents who met criteria for potentially having a disabling serious mental ill-
ness, at entry to the nursing facility or at the time of record review

State 1 (N=215)

State 2 (N=213)

State 3 (N=177)

State 4 (N=181)

Entry Review Entry Review Entry Review Entry Review

Diagnosisb N % N % N % N % N % N % N % N %
Any psychiatric diagnosis 105 49 129 60 92 43 117 55 85 48 138 78 114 63 149 82
Depressive disorders 51 24 81 38 63 30 85 40 57 32 109 62 77 43 113 62
Psychotic disorders 23 11 28 13 17 § 20 9 24 14 36 20 31 17 36 20
Anxiety disorders 14 7 26 12 16 8 19 9 12 7 39 22 26 14 38 21
Bipolar disorders 12 6 12 6 3 1 5 2 4 2 10 6 12 7 15 8
Personality disorders 1 0 0o — 0 — 0 — 2 1 1 1 3 2 5 3
Serious mental illness® 33 15 38 18 19 9 23 11 26 15 40 23 36 20 44 24
Alzheimer’s disease

or dementia 89 41 105 49 90 42 92 43 71 40 100 56 96 53 111 61

4 Data were not available for one patient at the time of entry to the nursing facility.

b Patients could have more than one diagnosis.

¢ Diagnoses considered most disabling and most frequently associated with serious mental illness, for example, psychotic and bipolar disorders.

depressive disorder (for example, ma-
jor or minor depression or dysthymia),
which is consistent with estimates of
depressive disorders in nursing facili-
ties ranging from 12 to 44 percent
(4,6). In addition, in our sample of
residents, psychiatric diagnoses, par-
ticularly depressive disorders, in-
creased from the time of admission to
the time that we reviewed the medical
records.

Chi square analyses across the four
states sampled in our study were per-
formed to examine differences be-
tween younger (younger than 65
years) and older (65 years and older)
residents on psychiatric diagnoses
upon admission. Consistent with the
findings of Phillips and Spry (15), our
findings showed that younger nursing
facility residents were more likely to
be given a diagnosis of any psychiatric
illness (x>=4.99, df=1, p<.05), most
often psychotic disorder (x*=15.74,
df=1, p<.001) and bipolar disorder
(x?=5.61, df=1, p<.05). No significant
age-related differences were found
for other psychiatric diagnoses.

Evidence of preadmission level II
screens. Residents” charts were re-
viewed for evidence that all individ-
uals with primary psychiatric diag-
noses upon admission received
preadmission level II screens as re-
quired by regulations. Actual num-
bers and percentages of individuals
who received such screens in our
sample were as follows: state 1 (15

individuals, or 60 percent), state 2
(three individuals, or 27 percent),
state 3 (no individuals), and state 4
(two individuals, or 10 percent).
Consistent with findings from the
Office of the Inspector General (9),
our findings showed considerable
variation in the administrative and
documentation process for level II
screens across the four states.
Evidence of level II assessments af-
ter a change in condition. PASRR
regulations require nursing facilities
to initiate level II screens when resi-
dents experience a “significant
change in their physical or mental
condition.” The original law required
annual reassessment; the Balanced
Budget Amendment of 1996 reduced
that requirement. Although psychi-
atric diagnoses of residents increased
over time in the nursing facilities
sampled, more than two-fifths of
states (14 of 32 states, or 44 percent)
reported that fewer than 100 assess-
ments were conducted in the past
year as a result of a significant change
in the patient’s physical or mental
condition (fiscal year 2001 or 2002).
In addition, in the medical records re-
viewed for 786 nursing home resi-
dents in all four states, very few as-
sessments were conducted as a result
of a significant change in the patient’s
condition (22 assessments, or 10.3
percent, in one state; zero to two as-
sessments, or 0 to 1.2 percent, in the
other three states). This finding is
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consistent with the findings of the Of-
fice of the Inspector General, which
found that these types of assessments
rarely occur (9).

Access to specialized and

other mental bealth services
Definition and provision of special-
ized services. Federal regulations al-
low states flexibility in defining what
constitutes specialized mental health
services. A majority of states (38
states, or 75 percent) use the most re-
strictive definition of 24-hour inten-
sive care—that is, inpatient psychi-
atric care. The others define special-
ized services more broadly to include
services such as psychiatric consulta-
tion, psychosocial rehabilitation, and
crisis intervention. These services are
funded with a variety of sources in
nursing facilities, including state gen-
eral funds, Medicaid rehabilitation
option, and requiring that the nursing
facility per diem rate cover certain
specialized services—{or example,
medication management.

Provision of lesser-intensity mental
health services by nursing facilities.
Federal statute requires nursing facil-
ities to provide mental health services
(of a lesser intensity than specialized
services) to residents with serious
mental illness. Thirty-eight of 42 re-
sponding states (90 percent) indicat-
ed that Medicaid pays for only basic
mental health services provided in
the nursing facility benefit, most
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Table 4

Psychotropic medications prescribed at time of entry to the nursing facility or at the time of record review among 786 nurs-
ing facility residents who met criteria for potentially having a disabling serious mental illness

State 1 State 2 State 3 State 4

Entry Review Entry Review Entry Review Entry Review

(N=209) (N=215) (N=205) (N=213) (N=79) (N=177) (N=160) (N=181)
Psychotropic medication N % N % N % N % N % N % N % N %
Antidepressant 93 44 135 63 103 50 137 64 31 39 109 62 80 50 117 65
Antipsychotic 80 38 92 43 60 29 71 33 24 30 77 44 47 29 70 39
Anxiolytic 45 22 51 24 57 28 85 40 20 25 71 40 39 24 49 27
Mood stabilizer 21 10 22 10 7 3 8 4 14 18 35 20 18 11 29 16

commonly case consultation—for ex-
ample, visits with mental health pro-
fessionals, typically to obtain guid-
ance on diagnostic and treatment-re-
lated questions—and medication
monitoring. Fewer than half of state
Medicaid plans cover more compre-
hensive services, such as intensive
case management and psychosocial
rehabilitation (18 of 42 states, or 43
percent). Furthermore, at the nation-
al survey level, 22 of 37 state Medic-
aid respondents (59 percent) and 20
of 37 state mental health authority re-
spondents (54 percent) most fre-
quently characterized access to men-
tal health care as either being insuffi-
cient or varying considerably from fa-
cility to facility.

Prescription of psychotropic med-
ications. As shown in Table 4, across
all four states, between 39 and 50 per-
cent of the 786 residents were given
prescriptions for antidepressants
upon initial admission, and the per-
centage of residents who received
such a prescription increased to be-
tween 62 and 65 percent by the time
of the record review. The mean+SD
length of time between initial admis-
sion and the record review was 2.6+.3
years (range of 2.2 to 2.9 years). In
addition, significant percentages of
residents were given prescriptions for
antipsychotics or anxiolytics at the
time of initial admission (ranging
from 22 to 38 percent) and at the time
of the record review (ranging from 24
to 44 percent). These data are consis-
tent with other published reports that
indicated high levels of prescription
of psychotropic medications in nurs-
ing homes (16,17).
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Mental health services ordered and
received. Regardless of psychiatric di-
agnosis, across the four states, orders
for mental health treatment during
the 30 days before the record review
most commonly involved psychotrop-
ic medication management and case
consultation with mental health pro-
fessionals. However, because of our
30-day time frame, data were likely
skewed to ongoing treatment modali-
ties, such as medication management
or individual therapy, rather than
services typically rendered upon ad-
mission, such as comprehensive psy-
chiatric evaluations. Nevertheless,
only one state routinely provided res-
idents with individual therapy. Evi-
dence in progress notes showed that
mental health services that were or-
dered were actually received (Table
5). In fact, in all four states, more
services were received than ordered
in at least one service category. How-
ever, this finding may speak more to
the quality of record keeping rather
than any systematic effort on the part
of nursing facilities to provide addi-
tional services.

Challenges faced by nursing facili-
ties in treating individuals with men-
tal illness. A range of 33 to 83 percent
of nursing facility staff in all four
states most often highlighted difficult
behaviors—{or example, aggressive
outbursts and suicidality—as the
most challenging aspect of treating
residents with mental illness. Be-
tween 33 and 50 percent of the staff
surveyed also cited lack of resources
to provide or obtain mental health
services and understaffing. Further-
more, across all four states, although

100 percent of the staff surveyed re-
ported contracting with a range of
mental health professionals—for ex-
ample, psychiatrists, psychologists,
and social workers—in three states,
about half of nursing facilities report-
ed that there was a reluctance among
these professionals to serve nursing
facility residents.

Discussion

This study integrates findings from a
national survey of PASRR agencies
and case studies from four states.
These results are essentially descrip-
tive and help to clarify how PASRR is
being implemented at state and local
levels. Although national survey re-
sults can be considered to be compre-
hensive, case study findings should be
considered to be exploratory and can-
not be generalized to all nursing facil-
ities or nursing facility residents. Nev-
ertheless, these data provide insight
into how some nursing facilities im-
plement PASRR and present a snap-
shot of mental health issues among
nursing facility residents.

Study data indicate that the nursing
facilities in our sample are not admit-
ting excessively high numbers of indi-
viduals at any age with key diagnoses
of serious mental illnesses, such as
psychotic and bipolar disorders.
These results are consistent with ear-
ly simulation projections by Freiman
and colleagues (18) and more current
trends reported by Mechanic and
McAlpine (4). State PASRR programs
appear to effectively identify individ-
uals with serious mental illness, al-
though rates of identification may
vary across states, particularly be-
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Table 5

Mental health services ordered and received among 786 nursing facility residents who met criteria for potentially having a

disabling serious mental illness

State 1 (N=215)

State 2 (N=213)

State 3 (N=177)

State 4 (N=181)

Ordered

Received

Ordered Received ~ Ordered

Received Ordered Received

Mental health service N % N

% N % N % N %

N % N % N %

Medication review 78 36 110
Psychological testing

or evaluation 0o — 3
Case management 1 0 0
Case consultation 90 42 99
Individual therapy 0o — 0
Other mental health

service 2 1 13

51 94 44 123 58 45 25

1 9 4 7 3 0 —
— 0 — 1 0 0 —
46 89 42 82 38 16
— 7 3 7 3 32 1

6 5 2 18 8 0 —

45 25 145 §0 147 81

0 — 0 — 0 —
0 — 0 — 0 —
16 9 56 31 56 31
33 19 0 — 0 —
0 — 1 1 1 1

cause compliance with PASRR ad-
ministration and documentation re-
mains problematic, as noted by the
Office of the Inspector General (9).
Averaged across the four study states,
50 percent of the records assessed at
the time of admission and 68 percent
of the records assessed at the time of
record review indicated some type of
psychiatric diagnosis, primarily de-
pressive disorders. Fewer records
identified individuals with serious
mental illness (9 to 20 percent) or pri-
mary diagnoses of any psychiatric ill-
ness (12 percent or less) at admission.
It is likely that most nursing facility
applicants in our sample met func-
tional impairment criteria, with pri-
mary diagnoses of physical or demen-
tia-related illnesses (87 to 95 percent)
making up a vast majority of admis-
sion diagnoses (18).

Considerable variability existed
across the four states in our study in
the documentation of level II screens
in records of individuals with primary
diagnoses of psychiatric illness, sug-
gesting some degree of noncompli-
ance with PASRR regulations. Fur-
thermore, as observed by the Office
of the Inspector General (9), PASRR
assessments that resulted from a sig-
nificant change in the patient’s physi-
cal or mental condition were per-
formed infrequently. Our data indi-
cated increased psychiatric diagnoses
over time, particularly for depressive
disorders. In part, this increase may
be due to inadequate documentation
or diagnosis of psychiatric disorders
upon admission. However, research

suggests that depressive symptoms
increase with age (14). Regardless, as-
sessments that result from a signifi-
cant change in the patients physical
or mental condition are critical to en-
suring that residents with serious
mental illness continue to be identi-
fied and receive appropriate mental
health treatment.

Given the prevalence of mental dis-
orders in the nursing facilities studied,
PASRR may be less effective in en-
hancing the capacity of nursing facili-
ties to deliver mental health services.
In 38 of 42 states, the Medicaid nurs-
ing facility benefit covers only basic
mental health services, such as med-
ication monitoring and individual
counseling; few cover more intensive
psychosocial rehabilitation services.
Furthermore, almost a third of state
respondents in the national survey
characterized nursing facility resi-
dents’ access to mental health services
as limited and of variable quality. One
respondent highlighted Medicaid as a
barrier to mental health service deliv-
ery in nursing facilities, stating, “Our
Medicaid agency has very strict rules.
If the person is in a nursing facility,
Medicaid won't pay for any additional
[mental health] services outside of
[those included in] the per diem.
Community mental health centers
don't get paid for any services they
provide for nursing facility residents.”

Limited availability of mental
health specialists willing to deliver
care in nursing facilities may also af-
fect access to and quality of mental
health care. In three of the four
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states sampled, about half the staff
members from the nursing facilities
said that they had experienced this
problem. For example, one staff
member explained, “None are happy
to come . . . . They hesitate to leave
their offices and sometimes perceive
that they cannot change older peo-
ple.” In addition, although we fo-
cused on Medicaid as the primary fi-
nancing strategy for long-term care
of residents of nursing facilities, it is
worth noting that Medicare can be
the primary payer for psychiatrists,
psychologists, and clinical social
workers to provide short-term men-
tal health services in nursing facili-
ties. This funding strategy may create
disincentives for the development of
longer-term treatment models and
for other mental health providers to
develop expertise in working with
this population.

Finally, study findings demonstrate
that the PASRR process does not en-
sure that nursing facility residents re-
ceive mental health services. Al-
though all 24 nursing facilities studied
provided access to medication moni-
toring and case consultation services,
the availability varied for other men-
tal health services, such as psychoso-
cial rehabilitation and individual
counseling. Only 20 percent of facili-
ties offered performance quality re-
view and care team meetings for
mental illness treatment, and most
(62 percent) indicated that treating
persons with mental illness is chal-
lenging, primarily because of behav-
ioral issues, and cited a lack of staff
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and other resources, including mental
health professionals willing to provide
services to nursing facility residents.
These data are consistent with the
findings of Shea and colleagues (19)
who examined mental health service
delivery in nursing homes after the
1987 OBRA; their results showed low
levels of mental health treatment and
high unmet need for psychosocial
services.

Conclusions

The past two decades have brought
tremendous expansion of communi-
ty-based mental health services for
individuals with serious mental ill-
ness, fueled partly by the develop-
ment of evidence-based services,
such as assertive community treat-
ment, which provide innovative treat-
ment and cost savings (20). Within
this broader context, the specific con-
tributions of PASRR legislation in
helping to reduce the inappropriate
placement of individuals with serious
mental illness in nursing facilities re-
main difficult to evaluate. Neverthe-
less, our data suggest that the legisla-
tion likely has played a positive role in
helping to identify nursing facility ap-
plicants and residents with serious
mental illness.

However, the legislation appears
not to have enhanced the capacity of
nursing facilities to deliver mental
health services beyond standard case
consultation and medication therapy.
As noted in the Surgeon General’s re-
port (14), before and after the pas-
sage of PASRR programs, “Medicaid
policies discourage nursing homes
from providing specialized mental
health services, and Medicaid reim-
bursements for nursing home pa-
tients have been too low to provide a
strong incentive for participation by
highly trained mental health
providers.” The high prevalence of
mental disorders among nursing facil-
ity residents studied indicates a con-
tinued need for policies and financing
strategies to enhance the availability
and integration of appropriate mental
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health services in nursing facilities,
especially those with demonstrated
effectiveness in the treatment of de-
pression, such as cognitive-behavioral
therapy (21). Enhancing the ability to
gain access to appropriate treatment
is particularly important given the
deleterious interaction of mental ill-
nesses and physical health (22).
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