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California Community Transitions

Money Follows the Person Rebalancing Demonstration

OPERATIONAL PROTOCOL

Introduction
This Operational Protocol for the California Community Transitions Demonstration (Demonstration) includes the required elements that must be submitted and approved by the Centers for Medicare & Medicaid Services (CMS) before enrolling individuals in the Demonstration project or claiming Federal dollars for provision of direct services to Demonstration participants.

The purpose of this Operational Protocol is to provide information for:

· Federal officials and others so they can understand the operations of the Demonstration.
· State and Federal monitoring staff who are planning a visit.
· The State project director and staff who will use it as a manual for program implementation.
· Regional partners who will use it as an operational guide.
· External stakeholders who will use it to understand the operation of the Demonstration.
As the single state Medicaid agency, the Department of Health Care Services (DHCS) will act as the overall coordinator for policy and operational issues related to the Demonstration and will work with various stakeholders including State departments, local governments, community-based organizations, inpatient health care facilities (hospitals, nursing or subacute care facilities, or intermediate care facilities for persons with a developmental disability), advocates, and consumer groups to implement the project at the local levels.

Subsequent changes to the Demonstration and the Operational Protocol must be reviewed by the Project Director and stakeholders, and approved by DHCS and CMS.  A request for change(s) must be submitted to CMS 60 days prior to the date of implementing the proposed change(s).  All aspects of the Demonstration, including any changes to this document, will be coordinated through the DHCS project office at:

Project Director, California Community Transitions
Department of Health Care Services

Long-Term Care Division

1501 Capitol Avenue, MS 0018

P.O. Box 997413

Sacramento, CA 95899-7413

(916) 440-7535   e-Fax (916) 440-5741
E-mail:  OLTC_CCT@dhcs.ca.gov
Transitions Advisory Committee
DHCS is grateful to each of the individuals listed below who volunteered to serve on the Transitions Advisory Committee.  Collectively and separately, they have assisted in drafting this Operational Protocol.

	Member
	Affiliated Organization

	Harriet Udin Aronow
	Cedars-Sinai Medical Center

	John Bamberg
	Westside Center for Independent Living

	Barbara Biglieri/Carrie Fletcher
	California Association for Health Services at Home

	Sujatha Jagadeesh Branch
	Protection and Advocacy, Inc.

	Richard Chambers
	CalOptima Managed Health Care Plan; Olmstead Advisory Committee member

	Peggy Goldstein
	California Association of Health Facilities

	Perri Sloane Goodman
	Jewish Family Service of Los Angeles

	Dustin Harper
	San Francisco Department of Public Health

	Heather Harrison
	California Assisted Living Association

	Janet Heath
	Care Management Services, UC Davis Health System

	Mary Jann
	California Association of Health Facilities; Olmstead Advisory Committee member

	Anne Burns Johnson
	Aging Services of California

	Teddie-Joy Remhild
	Personal Assistance Services Council, Public Authority for IHSS in Los Angeles County; Olmstead Advisory Committee member

	Janet Heinritz-Canterbury
	Personal Assistance Services Council Governing Board, Public Authority for IHSS in Los Angeles County

	Denise C. Hunt
	Stanislaus County Behavioral Health

	Herb Levine
	Independent Living Resource Center, San Francisco

	Bernadette Lynch
	California Association of Public Authorities for IHSS

	Kathleen Mayeda
	San Francisco Senior Center Homecoming Services Program

	Jorge Méndez
	Front Street, Inc. Residential Service Provider

	Christina Mills-Hovious
	Consumer; California Foundation for Independent Living Centers

	Cassandra Ortiz
	Coordinating Care Management

	Marilyn Rager
	Maxim Healthcare Services

	Albert “Bud” Sayles
	Consumer; Public Authority for IHSS in San Diego County

	Nina Weiler-Harwell
	AARP


Additionally, DHCS is thankful for the input provided by Agency and other State Department subject matter experts, Work Group members, and interested persons listed in section B.4, page 55.

Institutional Review Board

DHCS will submit any information contained in this Operational Protocol to the California Health and Human Services Agency Institutional Review Board (IRB), if appropriate, after the Centers for Medicare & Medicaid Services approves the Protocol.  This will eliminate the need to submit revised documents to the IRB at a later date.
Operational Protocol State and Federal Approval Timetable

	ACTIVITY
	DATE
	Completed

(√)

	1st TAC meeting – Voluntary work Groups formed
	July 24
	√

	Work Groups begin to meet
	July 31
	√

	Work Groups submit all drafts to DHCS
	Aug. 24
	√

	DHCS distributes/posts first draft
	Aug. 31
	√

	2nd TAC meeting – Discussion of first draft
	Sep. 11
	√

	TAC and interested persons submit written comments on first draft to DHCS
	Sep. 21
	√

	DHCS distributes/posts second draft to TAC and Olmstead Advisory Committee
	Oct. 5
	√

	3rd TAC meeting – Discussion of second draft
	Oct. 16
	√

	DHCS finishes making stakeholder edits to 2nd draft
	Nov. 9
	√

	LTCD briefs DHCS executive management on issues contained in the draft Operational Protocol
	Nov. 21
	√

	DHCS finalizes OP and sends to CMS
	Nov. 30
	√

	CMS issues Request for Additional Information
	Jan. 15
	

	DHCS responds to RAI
	Feb. 15
	

	CMS approves OP
	Feb. 28
	

	Implementation begins
	Mar. 1
	


Section A – Project Introduction

· Items in this Operational Protocol marked by a (() include action steps to be taken by local Community Transition Teams to implement the Demonstration.

Context for the Case Studies
The California Community Transitions Rebalancing Demonstration provides the State, in coordination with stakeholders, the opportunity to proactively work with persons who have resided in an inpatient facility
 for at least six months or longer, to transition to community living.  This project falls under the authority of section 6071 of the Deficit Reduction Act of 2005, Money Follows the Person Rebalancing Demonstration (P.L. 109-171), and the State’s previously approved State Plan and Home and Community-Based Services (HCBS) waivers.

Through a proactive process to identify individuals who prefer to transition back to community settings, the State will move toward rebalancing Medi-Cal spending in favor of home and community-based, long-term care services and supports.  A consequence of the proactive recruitment for transition will be increased consumer access to information about home and community-based services and supports.  Because the project utilizes local, community-based transition teams, consumers will interact with professionals and peers familiar with local resources and people who work and live in their home communities.

The State’s role is to work with stakeholders to set the Demonstration policy and procedures, facilitate and oversee the operations of local teams, and gather data and report on project outcomes.  The end result will be a more informed local consumer base that will pass on information about home and community-based and State Plan services to Californians.  Demonstration participants and their family and friends will benefit from proactive transition opportunities, an inclusive view of service definitions across distinct service delivery systems, and receipt of an enriched personalized service package.

General Assumptions

Individuals who remain in a hospital, a nursing or subacute care facility, or an intermediate care facility for persons with a developmental disability (each hereinafter referred to as an “inpatient facility”) beyond a short visit or rehabilitation period remain in an inpatient facility for a wide variety of reasons.  There is no typical profile that represents the ideal candidate for the Demonstration.  For this reason, the State will require local regions to be all-inclusive and to exercise no assumptions about who is likely or unlikely to prefer community living.  Local teams will work with State project staff in a proactive and direct way to create the opportunity for inpatient facility residents to learn more about pursuing their preference to transition to community living.

The following assumptions are made:

· Any interested and eligible individual residing in inpatient facilities will be informed about the Demonstration and will be given equal opportunity to express their preference to relocate to community living.
· Privacy and sensitivity to an individual’s social choices, culture, and health information is of greatest importance at each and every step of this Protocol.
· Decision making authority will remain with the consumer or authorized surrogate (discussed in section B.2, beginning on page 38, Informed Consent).  Assent of the consumer will always be obtained, even when there is an authorized surrogate.
· An individual living in an inpatient facility who has been approved (via Medi-Cal Treatment Authorization Request) for services for at least a 30 days’ stay, has been assessed by DHCS, and has met the State’s criteria for applicable level of care for that inpatient facility, is eligible to participate in the Demonstration.
· After being provided the opportunity to review and discuss adequate information, an eligible individual will have a choice to either participate in the Demonstration or not.

· An individual who wishes to transition from an inpatient facility, but who does not meet the eligibility requirements of the Demonstration, will still be referred to community programs that may assist in supporting the decision to transition to community living, e.g., companion or peer support programs.
· Individuals will not be screened out of the recruitment process.  An individual has a right to pursue his or her preference for staying or leaving the inpatient facility.  Considerations of health, safety, risk(s) and other issues will be part of the service coordination process.

· An individual who is eligible for the Demonstration will not be referred to a program wait list.  Housing wait lists may be unavoidable.

· An individual nearing the end of his or her Demonstration period will not be referred to a Home and Community-Based Services waiver wait list.  If necessary, the State will pursue HCBS waiver amendments to accommodate ongoing services for Demonstration participants.

California’s Role
The role of the State and stakeholders in this Demonstration is to proactively create opportunities for consumers to make informed decisions about where they want to receive long-term care services and supports under the Medi-Cal program.  The intent is to provide information and opportunity to any individual who resides in an inpatient facility and who wishes to engage his or her social circle, treating professionals, community resources and others in planning a transition back to community living.

The constellation of medical, social, functional, economic, psychological and other factors impacting an individual’s health and well-being is unique and complex.  A person’s circle of community support can deteriorate if that person has resided in an inpatient facility for six months or longer; in many cases, that support is impossible to re-create.  Some individuals get “stuck” in a specific level of the health care system because their care needs do not fit the requirements that would allow them to be discharged to the community.  Some individuals have exhausted the lower level treatment settings and community supports or have physically and emotionally exhausted the caregivers
 or personal attendants
 who have enabled them to remain at home.  (For purposes of this Operational Protocol, the terms “caregiver” and “personal attendant” will be used interchangeably.)
For some individuals, existing State and Federal rules and regulations have not provided the flexibility for tailored benefits.  For some, there are no affordable housing opportunities, especially when housing must be coordinated with services and supports.  For some, there simply is no supportive person who can assist with medical appointments, transportation, shopping and basic living.  Although these and other factors are important and can be predictors of success, they cannot be used as hard-and-fast barriers to pursuing a personal preference to return to community living.

Interested individuals will be given sufficient and understandable information on community living options.  If he or she prefers and is motivated and willing to engage in planning discussions, he or she would become a candidate for the Demonstration.  With regard to community living, qualified individuals not employed by the inpatient facility will discuss service coordination issues based on an individual’s strengths and abilities.  If a transition to the community would likely increase a person’s risk to health, safety or freedom from abuse, those factors will be discovered and addressed during the decision-making and the service coordination processes.

This Protocol is intended to set the standards for local implementation of California Community Transitions.  The State believes that local communities, local programs and local caregivers are the logical parties to work with individuals who want to transition from an inpatient facility.  California’s local communities are diverse in size, geography, culture, primary languages, economics, social supports, health care networks, housing and transportation options, and other demographic features.  Each unique local community is where the inpatient facilities’ staff, the families, the caregivers and the network of home and community-based supports will come together to enable successful transitions.  The State will provide the basic requirements for regions who wish to participate but the actual one-on-one transitional service coordination will be provided by those with local knowledge and expertise.

A.1.
Case Studies
Mrs. Smith (an Elder with a medical and functional disability)

Mrs. Smith has been in the nursing facility for eight months.  Prior to her stay at the nursing facility, she lived with her husband and extended family.  Mr. Smith and her extended family have been assisting Mrs. Smith with activities of daily living between multiple acute episodes over the past four years.  After her third episode of congestive heart failure and diabetes complications sent her to the hospital, she was subsequently admitted to a nursing facility for stabilization of her medications, diet management and around-the-clock personal care assistance.  Mrs. Smith is obese and she cannot bathe herself.  Her husband and her family members are exhausted and frustrated that they cannot do more to help her.  They felt they could no longer meet her needs at home.  The ongoing worry about emergency situations has their nerves frazzled.

After Medicare services at the nursing facility terminated due to her inability to participate in physical therapy, Mrs. Smith paid the facility privately until she qualified for Medi-Cal.  She has been on Medi-Cal for three months.  A Medi-Cal eligibility worker helped her qualify through the “Institutional Deeming”
 rules.

Mrs. Smith and her family saw the California Community Transitions brochure but have been afraid or shy about bringing up the subject of a return to the community due to overwhelming thought of figuring out how to meet her day-to-day care needs.  After participating in a team care plan meeting and learning Mrs. Smith is transitioning to the long-stay portion of the facility, the facility social worker talks to Mrs. Smith about the Demonstration and asks if she wants more information and a visit from someone on the Demonstration team.  A member of the community transition team comes to visit Mrs. Smith and requests time to conduct the Preference Interview.  Alternatively, Mrs. Smith is identified by a proactive Preference Interview done quarterly for all residents who might qualify for the project.  Mrs. Smith finds that the interview provides an opportunity for her to consider and discuss her service needs and whether or not she wants to take action on her wish to transition back to community living.  Her decision affects more than just herself.
She is given an opportunity to talk to someone about service alternatives and to ask questions about services she had not heard about before.  The interviewer leaves and with written consent, provides her name to the Transition Coordinator.  The Transition Coordinator will view Mrs. Smith’s Minimum Data Set information and will talk to the nursing facility social worker.  After confirming Mrs. Smith’s stable preference to pursue transition back to community living, the Transition Coordinator engages her personal physician, her family and others specifically identified by Mrs. Smith as parties to be involved in her community care planning.  The Transition Coordinator also engages technical resource professionals on the regional community transition team depending on the aspects of the care plan: housing, Medi-Cal eligibility, In-Home Supportive Services, etc.  Much will depend on whether she wants to return to the family home or seek an alternative arrangement.  Because of her ambivalence regarding her return, the Transition Coordinator will check back with her at a later time.  She is also furnished with the Transition Coordinator contact information so she can initiate another discussion at any time.  If Mrs. Smith is stable in her preference to transition to community living, the Transition Coordinator will discuss housing and service options.
With the Transition Coordinator’s assistance and with new information, Mrs. Smith requests discussions with her husband and extended family about services that could be arranged to alleviate 24/7 demands on family and friends.  Through several sessions, the Transition Coordinator makes arrangements to enroll Mrs. Smith in the Demonstration if that is her decision.  They discuss what happens under the demo and at the end of 12 months when she would be enrolled in a Home and Community-Based Services waiver and/or State Plan services for the long term.  She signs a form after she understands the terms and conditions of the Demonstration.
The care plan focuses on typical home and community-based waiver services, including home health agency services to manage medications and diet, personal care services for assistance with bathing, and adult day health care twice a week for respite for the family.  The transition plan is discussed with her Medi-Cal eligibility worker so that she does not lose Medi-Cal eligibility in a community setting.
Her discharge is planned with the nursing facility social worker and director of nurses so that physician orders for discharge are complete.  She goes home to her husband and family with the services and supports she needs, including respite for the family.  She receives services under the Demonstration for 12 months.  During the 12 months, her care plan (which contains clear, quantitative, outcome-based quality benchmarks and a quarterly assessment of her satisfaction with services) is reviewed quarterly.
Towards the end of the Demonstration she is informed about the termination of the Demonstration services and signs a form saying she understands that she will now be enrolled in a Medi-Cal HCBS waiver for ongoing services.  During the twelve months her conditions have not improved, however her symptoms have been managed, her medications have been adjusted as needed and she has been able to avoid hospital visits.
Mr. Jones (a younger person with a disability)

Mr. Jones is a 43 year-old man who has been in the nursing facility for 12 months.  He is presently unmarried and has survived a skiing accident.  He sustained a spinal cord injury and has no function in his legs and little function in his arms and minimal function left in his hands.  He has exhausted any rehabilitation benefit under Medi-Cal and is not yet eligible for Medicare.  His therapists and physician have been unable to identify any further therapy that would restore function beyond current levels. 
Prior to the accident Mr. Jones had his own business as a computer service technician but has been unable to keep the business going through his rehabilitation period.  Mr. Smith knows about, and applied for, a Medi-Cal Home and Community-Based Services waiver, but at the time, still had financial resources that made him ineligible.  He has now exhausted his personal resources and has been on Medi-Cal for 10 months.  After two months he could no longer pay rent to hold on his rental apartment.  He has no job, no financial resources, no housing and no prospects to obtain and pay around the clock personal care assistance with bathing, dressing and preparing meals.  He has become frustrated and angry at himself for needing help and lashes out at facility staff.
Mr. Jones saw the brochure about the Demonstration.  He is skeptical but wants to pursue any potential for returning to the community even though that means not just meeting his day-to-day care needs, but finding a new way to make a living and earn an income.  He takes the brochure to the nursing facility social worker and requests more information.
The social worker, who has rapport with a member of the local community transition team, notifies the team member who visits Mr. Jones and requests time to conduct the Preference Interview.  Alternatively, Mr. Jones was proactively interviewed during quarterly Preference Interviews of nursing facility residents.  Mr. Jones finds that the interview provides an opportunity for him to think and talk about his service needs and whether or not he wants to take action on his desire to transition back to community living.  His decision will impact many aspects of his life—his desire to get employment training, pursue a job, acquire new housing, and manage his personal attendant and his financial, personal and spiritual independence.
He is given an opportunity to talk to someone about service alternatives and to ask questions about services he had not heard about before.  The interviewer leaves with his written consent to provide his name to the Transition Coordinator.  The Transition Coordinator will review Mr. Jones’s Minimum Data Set information after speaking with the nursing facility social worker.

After confirming Mr. Jones’s preference to pursue transition back to community living, the Transition Coordinator engages his personal physician and others specifically identified by Mr. Jones as parties to be involved in his community care planning.  The Transition Coordinator also engages technical resource professionals and peers on the regional transition team depending on the aspects of the care plan: housing, Medi-Cal eligibility, IHSS, independent living, etc.  Much will depend on where he wants to live, work or attend school.  In the case of his needing additional information or contacting others, the Transition Coordinator will gather information, including information from the nearest Independent Living Center and will check back with him at a later time.
He is given the Transition Coordinator contact information so he can initiate another discussion at any time.  The Transition Coordinator will discuss housing and service options.  Through several sessions, the Transition Coordinator makes arrangements to enroll Mr. Jones in the Demonstration, if that is his decision.  He signs a form saying he understands the terms and conditions of the Demonstration.  They discuss what happens under the demonstration and at the end of 12 months when he would be enrolled in Home and Community-Based Services waiver and/or State Plan services for the long term.  The care plan focuses on self-directed options, e.g., Advance Pay, so that he can direct the scheduling, hiring and firing personal care attendants under the In-Home Supportive Services program.  Independent living specialists or advocates are involved to support other aspects of the plan.
The transition plan is discussed with his Medi-Cal eligibility worker so that he does not lose Medi-Cal eligibility in a community setting.  Once housing is secured, his discharge is planned with the nursing facility social worker and director of nurses so that physician orders for discharge are complete.  He goes home with the services and supports needed to manage his service needs in the community setting.  Once he gets familiar with managing personal attendants, he pursues online courses, graduates and secures a job with a computer software firm as a writer of computer help programs.  He also explores his options of enrolling into the 250 percent Medi-Cal Working Disabled program so that he can stay in the Medi-Cal program on a premium buy-in basis and earn as much as $52,000 per year.
After 12 months of Demonstration services, he works with an independent living center to develop a coordinated plan for ongoing services and signs an agreement to be enrolled in a Home and Community-Based Services waiver for ongoing services.

Mr. Edwards (a person with a developmental disability)

Mr. Edwards has been in an intermediate care facility for the developmentally disabled (ICF/DD) for nine months.  He is a 36-year-old male with Down syndrome and chronic renal failure.

Before he was admitted, Mr. Edwards lived at home with his mother as his primary caregiver.  Shortly before his admission to the ICF/DD, Mr. Edwards’ mother suffered a stroke that greatly reduced her ability to care for her son.  Mr. Edwards’ father moved away many years ago and there is no other extended family living in the area.

Having lived with his mother his entire life, Mr. Edwards often becomes anxious in the ICF/DD environment.  At times, he bangs his hand against the wall loudly and becomes agitated.  When calm, he can communicate with vocalizations, head nods, and gestures.

Mr. Edwards requires assistance with dressing in the morning and preparing his meals.  He smiles often, especially at the sight of his mother, who makes frequent visits.  Since the stroke, Mr. Edwards’ mother has been receiving physical and speech therapy services and has regained much of her ability to manage independently.  Noting her improvements, the nursing facility social worker identified Mr. Edwards as a potential candidate for the Demonstration project.

The social worker presented the brochure to Mr. Edwards and his mother at one of her visits.  Both were excited about the opportunity to transition Mr. Edwards back to the community.  Mr. Edwards’ mother signed a form (as Mr. Edwards’ legal guardian) saying she understood the terms and conditions of the Demonstration.  They discussed with the Transition Coordinator what would happen under the Demonstration and how at the end of 12 months he would be enrolled in HCBS waiver and/or state plan services for the long term.

In consultation with Mr. Edwards’ Regional Center Individual Program Planning team, primary care physician, and ICF/DD staff, a care plan was developed that includes IHSS services, home-delivered meals, regional center services including respite care, and enrollment in a local adult day health center.  The Transition Coordinator made multiple visits to the Edwards’ home to discuss the care plan with Mr. Edwards’ mother.
Although she was eager to have him return home, she was uneasy about her ability to care for him with her new limitations.  Together, the Transition Coordinator and Mr. Edwards’ mother developed emergency protocols and backup plans for all of the services they would be receiving.  After two months of planning, the transition back to the home was successful.  Mr. Edwards is living independently with his mother with the support of the Demonstration services.  The quality of services is monitored quarterly through a consumer satisfaction survey.  After twelve months of Demonstration services, Mr. Edwards chose to be enrolled in a HCBS waiver for ongoing services.

Ms. Baker (a person with a mental illness)

Ms. Baker is a 34-year-old woman who is now diagnosed with schizophrenia and has been in a nursing facility for seven months.

Prior to her stay, Ms. Baker had worked as a librarian at the community library for five years.  While working, she began to hear voices telling her that she was incompetent.  She also started to believe that many of the frequent library customers were plotting to overthrow the government.  Her boss noticed a change in her demeanor towards customers and began to cut back her hours.

To cope with her agitation over hearing the voices, Ms. Baker began to drink alcohol regularly when she returned home from work.  She was living alone in a rented apartment, with few friends or family nearby.  One day at work, she became extremely agitated and her boss was forced to restrain her from a customer.  She agreed to go to the hospital and was subsequently admitted and after several days, discharged to a nursing facility with a special treatment program.  Her psychiatrist tried a few different psychotropic medications before finding one that was effective while minimizing the side effects.  The voices and paranoia began to become more manageable and her alcohol cravings began to subside.

During the quarterly preference interview of nursing facility residents, Ms. Baker expressed significant desire to move back into the community.  The social worker at the nursing facility introduced the Demonstration project and, with Ms. Baker’s consent, set up a meeting with the Transition Coordinator.  The Transition Coordinator met with Ms. Baker, and discussed the necessary supports that would need to be in place for her to successfully return to the community.  The Transition Coordinator also met with Ms. Baker’s psychiatrist to ensure that Ms. Baker had a cognitive understanding of her condition, and that she was able to make rational, informed decisions.  The psychiatrist determined that Ms. Baker was appropriate for the Demonstration project, but cautioned that her status was dependent on her continued medication compliance.

The Transition Coordinator continued to meet with Ms. Baker to discuss her enrollment into the project.  She signed the consent form saying she understood the terms and conditions of the Demonstration.  They discussed what would happen under the Demonstration and at the end of 12 months when she would be enrolled in HCBS waiver and/or state plan services for the long term.  The care plan focused on psychosocial rehabilitation. 
Ms. Baker was enrolled in a Peer-to-Peer program with a qualified peer support provider designed to help individuals with mental illness learn from those who have become skilled at managing their illness.  Her closest relative, a cousin, agreed to be her primary caregiver, received extensive training about caring for persons with schizophrenia, and was also connected to a support group for family members of the persons with mental illness.  After securing her SSI benefit, the Transition Coordinator located an available housing unit since Ms. Baker had lost her original apartment.  The Transition Coordinator also connected Ms. Baker to an at-home service that visits her regularly to ensure medications are being taken properly.
A community money management agency was designated to handle Ms. Bakers’ finances.  Ms. Baker now lives at home and, through a supportive employment agency, found a job at a local bookstore.  To continue in the project, Ms. Baker must continue to see her psychiatrist and substance abuse counselors on a regular basis.

Mr. Hurt (a person with a traumatic brain injury)

Mr. Hurt has been in an inpatient rehabilitation unit for the last four months.  He is a 36-year-old male who survived a motorcycle accident that left him with a head trauma and signs of memory impairment, muscle weakness, depression, angry outbursts, and insomnia.  Currently, Mr. Hurt uses a quad cane for ambulation.  However, he does not need any assistance with his activities of daily living, such as bathing, eating, grooming, and dressing.  He is now ready for discharge from the rehabilitation unit.  Prior to the accident, he lived at home with his 31-year-old wife and three children, ages nine, six, and two.  He was a very active and adventurous man who enjoyed mountain climbing and his occupation as a housing developer.  He was gainfully employed and was the sole breadwinner of the household.
Mrs. Hurt is a homemaker who really wants her husband to return home, but she is unsure of the kind of care that might be required after Mr. Hurt’s discharge from rehabilitation.  The overwhelming thought of having to be Mr. Hurt’s primary caretaker is a reminder to Mrs. Hurt that all of their family members and relatives live out of state.  Since the accident, Mr. Hurt has had reduced contact with his friends.  In addition, due to his memory impairment and the high demands of his job as a housing developer, Mr. Hurt has been unable to work during his period of rehabilitation.
Because of his financial resources and income, Mr. Hurt was not immediately eligible for Medi-Cal.  However, since his accident, he has exhausted his financial resources and is now applying for Medi-Cal.  After two months of rehabilitation, Mr. and Mrs. Hurt saw a brochure about the Demonstration and were very interested in services to help Mr. Hurt transition back to the community.  They bring the brochure to the hospital social worker to obtain more information about available resources and services.  The social worker conducts the Preference Interview with Mr. Hurt to learn more about his desires and intention of returning to the community.  Mr. Hurt and the social worker discuss services that may be needed and any concerns that Mr. Hurt may have after discharge.  Some of the services that they discussed include individual counseling to address his angry outbursts and depression, family counseling to include the children, and couple’s therapy.
Mrs. Hurt would also like information on respite services, Caregiver Resource Centers, and classes that can help her learn about budgeting and financing since this is a new responsibility she has to acquire due to her husband’s memory impairment.  Bathroom installations of bars and ramps are also discussed.

After learning about Mr. Hurt’s interests and getting his consent, the social worker provides his name to the Transition Coordinator.  Before the interview with Mr. Hurt, the Transition Coordinator engages Mr. Hurt’s primary physician, rehabilitation coach, social worker, Medi-Cal eligibility worker, and others that Mr. Hurt identified as crucial people in the planning of his transition back to the community.
Because Mr. Hurt’s memory is impaired, Mrs. Hurt is also present when the Transition Coordinator interviews her husband.  After several sessions and after consulting with the Transition Coordinator, Mr. Hurt states his desire to return home to his wife and family and his desire to return to his former business and resume his previous lifestyle.
Mr. Hurt then signs a form stating that they understand the terms and conditions of the Demonstration.  At Mr. Hurt’s request and due to her husband’s memory impairment, Mrs. Hurt also signs a form stating her understanding of the conditions of the Demonstration since she is his primary caretaker.  The Transition Coordinator explains what would happen under the Demonstration and that after 12 months of demo services, a coordinated plan for ongoing services will be made and Mr. Hurt will be enrolled in HCBS waiver and/or State Plan services.

During the 12 months, Mr. Hurt works out a plan with his previous employer to work most of his hours from his home computer.  With the help of his rehabilitation coach, Mr. Hurt is now able to walk independently with the support of a cane.  Additionally, Mrs. Hurt has found social support and many friends through a church in her community and is involved in the church’s events and fundraisers.
Ms. Martin (an adult who is hard-to-place)

Ms. Martin has been in the nursing facility for six months.  She is a 60-year-old female who receives SSI.  She has been diagnosed with diabetes and it is suspected that she is developmentally delayed.  Ms. Martin is also incontinent for both bowel and bladder.
Before she was admitted to the nursing facility, Ms. Martin lived at home alone with her dog.  Ms Martin had been offered home and community-based services but refused because of her inability to understand the service as well as the fearfulness of a stranger calling or coming into her home.  Ms. Martin cared for her parents all of her life, lived in the same home for over 30 years and had no previous supportive services.

Two years ago, Ms. Martin’s mother passed away (dad passed away five years ago) and she was left to care for herself.  Shortly before her admission to the facility, Ms. Martin fell in her home.  The neighbor called an ambulance and Ms. Martin was taken to emergency.  Several X-rays and tests showed no known injuries; however, Ms. Martin felt weak in her left leg.  The hospital transported her to a rehabilitation facility for physical therapy.  Ms. Martin refused treatment and was demonstrating disruptive behavior, such as walking around the facility naked.

After one week she was then transferred to a skilled nursing facility as she could not return to her home alone nor was she capable of receiving home and community-based services.  The longer Ms. Martin lives in the nursing facility, the more anxious and confused she becomes.  Ms. Martin demonstrates some compulsive behaviors, such as asking the same question several times an hour; so much so that the facility provides her with a one-on-one personal attendant so that she does not disrupt the other residents.  Ms. Martin no longer has a “skilled need” but due to her inability to perform her activities of daily living, fear of outside agencies, and lack of familial support, she cannot return home.  Due to Ms. Martin’s low income she cannot afford to go to a Residential Care Facility for the Elderly.
Ms. Martin wants to go home to be with her dog.  The social worker at the nursing facility identifies Ms. Martin as someone who would benefit from the opportunity to transition back to the community, and invites the Transition Coordinator to visit Ms. Martin—who is happy to participate in a Preference Interview—and to attend a case conference regarding Ms. Martin’s care and possible discharge plans.  In the case conference with Ms. Martin’ primary physician, therapist and discharge planner, a care plan was developed that includes In-Home Supportive Services, home-delivered meals, payee services, medication monitoring, counseling/education and enrollment into a local adult day health center for socialization and therapy.
The Transition Coordinator builds a rapport with Ms. Martin to be able to work as an advocate and streamline all the services available to her at home.  After Ms. Martin is able to understand how each of the services work, she finally overcomes her fear of outside agencies, is willing to accept services on her own, and enrolls into California Community Transitions.
A.2.
Benchmarks
The four Federal statutory objectives required by the Deficit Reduction Act are to:
1. Increase the use of home and community-based, rather than institutional, long-term care services.

2. Eliminate barriers or mechanisms, whether in State law, the State Plan, the State budget, or otherwise, which prevent or restrict the flexible use of Medi-Cal funds to enable Medi-Cal-eligible individuals to receive support for appropriate and necessary long-term care services in the settings of their choice.

3. Increase the ability of the Medi-Cal program to assure continued provision of home and community-based long-term care services to eligible individuals who choose to transition from an institution to a community setting.

4. Ensure that a strategy and procedures are in place to provide quality assurance for eligible individuals receiving Medi-Cal home and community-based long-term care services and to provide for continuous quality improvement in provision of services.

The State has identified the following annual benchmarks to be achieved during the Demonstration:

	BENCHMARKS

	No.
	REQUIRED
	Demo Year
	MEASURE

	1
	The projected number of eligible individuals in each target group of eligible individuals to be assisted in transitioning from an inpatient facility to a qualified residence during each fiscal year of the Demonstration.
	2008
	
100 participants

	
	
	2009
	
500 participants

	
	
	2010
	
650 participants

	
	
	2011
	
750 participants

	2
	Qualified expenditures for HCBS during each year of the Demonstration program.
	2008
	
$  4,058,500

	
	
	2009
	
$20,075,250

	
	
	2010
	
$25,786,355

	
	
	2011
	
$29,789,055

	
	OPTIONAL
	
	

	3
	Screen, identify, and assess four times the number of persons who are expected to enroll in the Demonstration.  Utilize a standard process for identifying candidates for transitioning to the community.  This process will be refined and will be put into use in Medi-Cal HCBS waivers beyond recruitment for the MFP Demonstration.
	2008
	
400 Screened

	
	
	2009
	
2,000 Screened

	
	
	2010
	
2,600 Screened

	
	
	2011
	
3,000 Screened

	
	OPTIONAL
	Demo Year
	MEASURE

	4
	Increases in available and accessible supportive services (progress directed by the State in achieving provision of an array of health care services for consumers, including the use of one-time transition services costs to cover items such as security deposits, move-in costs, application and credit check fees, basic household items and appliances, in-home care provider training and assistive technology; purchase and adaptation of medical equipment; and transportation services).
	2008
	· Streamlined IHSS authorizations

· Refined policy for one-time housing start-up costs

	
	
	2009
	Established new services under QHCBS and Supplemental Demo Services (see section B.5)

	
	
	2010
	

	
	
	2011
	

	5
	Develop job specifications, financing models (State or local) and increased utilization of transition coordinators to assist individuals find appropriate services and supports in the community.
	2008
	3-4 Transition Coordinators (TCs)

	
	
	2009
	15 new TCs

	
	
	2010
	30 new TCs

	
	
	2011
	40 new TCs

	6
	Interagency and public/private collaboration (direct interventions undertaken by the State to achieve a higher level of collaboration with the private entities, consumer and advocacy organizations, and the inpatient facility providers needed to achieve a rebalanced long-term care system).
	2008
	2-3  Local Teams

	
	
	2009
	8-12 Local Teams

	
	
	2010
	10-20 Local Teams

	
	
	2011
	16-25 Local Teams


Section B – Demonstration Policies and Procedures

Introduction

Over the last several years, consumers, advocates, and California policymakers have expressed the need for coordinated consumer access to the State’s multiple but separate long-term care programs and services, including In-Home Supportive Services (IHSS) and Home and Community-Based Services (HCBS) waivers.  Today consumers are left on their own to access existing home and community-based programs and to gather information about single service programs, only to learn that multiple services and programs may be needed to meet both medical and social support needs.

Each of California’s HCBS waivers and programs has an approved assessment tool and protocol.  Consumers are often frustrated when they are asked the same questions many times and have to spend many hours filling out or responding to program application forms.  These assessments must be completed at the initial intake, and each program typically requires annual reassessments to respond to changes in the consumers’ condition and needs for services.  It is not uncommon for authorizations for a needed range of HCBS services to be done through three or four different local programs.  Health Insurance Portability and Accountability Act (HIPAA) constraints around sharing personal health information across programs, while necessary to preserve privacy, compound the time and confusion for an individual trying to piece together services and supports in the community setting.
DHCS is responsible for the overall coordination and direction of health care delivery systems supported by DHCS.  DHCS directly operates California's Medicaid (Medi-Cal) program and the program's eligibility, scope of benefits, reimbursement, and other related components, and manages medical services in a fiscally prudent manner by developing partnerships with providers and medical service organizations, and encouraging comprehensive, organized health care delivery systems.  While no one organization is designated as lead for planning and coordinating services for all long-term care consumers, DHCS has taken the lead in the California Community Transitions Demonstration.  The Demonstration project is intended to assist eligible inpatient facility residents to work through this complex maze, identify the right service mix to enable discharge from an inpatient facility, and provide ongoing supports in a community setting.
B.1
Participant Recruitment and Enrollment
Demonstration Populations

California’s vision for the California Community Transitions Rebalancing Demonstration includes participation by residents of a hospital, a subacute care facility, a nursing facility, or an intermediate care facility for the developmentally disabled (hereinafter “inpatient facility”) who meet the Federal demonstration eligibility requirements – six or more months’ residency in an inpatient facility and eligible for Medicaid (Medi-Cal).  The categories of subpopulations listed in the application are described in narrative below.  California has added two subcategories of Demonstration enrollees based on input from local stakeholders.  These unique subpopulations will be counted in one of the federally identified categories for reporting purposes.  Enrolled individuals will be counted in one of the following Federal categories
 only, based on the primary reason they are residing in an inpatient facility.
· Elders Who Have One or More Medical, Functional or Cognitive Disabilities – Includes individuals who are age 65 and older who have one or multiple functional, medical or chronic conditions.  Other terms used for this group are older adults, seniors or elders.
This group also includes elders who have Alzheimer’s disease or other dementias.  This group does not have a State-sponsored centralized intake system for Medi-Cal long-term care or care management services, unless local areas have established a single point of entry system using city or county, Older Americans Act, Older Californians Act, or other categorical funding source(s).  The California Department of Aging supports local planning for demographic trends and targets the development of community-based programs through area agencies on aging (AAA).  Each AAA network is unique and each contracts with local programs and provider networks.  The DHCS will coordinate the Demonstration where possible with AAAs and the Aging and Disability Resource Connection (ADRC) programs.
· Persons With Developmental Disabilities – This group includes individuals of any age who have intellectual and/or developmental disabilities which manifested before their 18th birthday.
Individuals in this group are served by a network of regional centers.  Regional centers have a State mandate and ongoing State funding to provide case management across a variety of services and treatment settings.  DHCS delegates administration of the Developmental Disability (DD) HCBS waiver to the Department of Developmental Services (DDS) which contracts with regional centers statewide to enroll individuals into the DD HCBS waiver.  Regional centers conduct the PASRR Level II assessments for nursing facility residents.
· Persons Who Have One or More Physical Disabilities – This group includes non-elderly individuals (under 65 years of age) who have a physical disability and are able to live independently and participate in their community.  People who are HIV positive or have AIDS can be included in this group.
Persons with physical disabilities obtain services through a variety of networks and programs depending on the nature of their service need and the degree and nature of their disability.  The Department of Rehabilitation sponsors a network of Independent Living Centers (ILCs) that assist with a variety of service needs.  Other networks involved in serving persons with disabilities include vocational education, local and higher education, public and private employment counseling, community-based services targeted to certain subgroups (for example, services to train and support people who are blind, or have a hearing or other impairment).  Until very recently, ILCs have not been providers of long-term care Medi-Cal services and supports; currently more ILCs are applying to be Medi-Cal HCBS waiver providers.
For people who have AIDS and meet the eligibility for the AIDS Medi-Cal Waiver program, a range of home and community-based services may be available.
· Persons Who Have Mental Illness – This group includes individuals who have been diagnosed with chronic mental illness.
DHCS delegates Medi-Cal specialty mental health services to the Department of Mental Health, which in turn, delegated funding and responsibilities to county-based specialty mental health plans.  County departments of mental health receive capitated funding to provide mental health case management and community-based mental health services.
· Persons Who Have Dual Diagnoses – This group includes individuals who have one or more medical or physical disabilities and, at the same time, are living with mental illness, a developmental disability, or substance abuse issues.
This group of individuals may or may not be supported by a county-based, mental health case manager.  They may or may not have a primary care physician.  Depending on which conditions have become exacerbated, individuals with these illnesses and disabilities are typically seen frequently by networks in at least two of the State’s major service delivery systems—health care and mental health care.
· Persons Who Have Experienced an Acquired Brain Injury/Traumatic Brain Injury (TBI) – This group includes individuals who do not have a mental illness but have experienced brain trauma resulting in functional challenges, such as physical, cognitive, and psychosocial, behavioral, or emotional impairments.
Stakeholders requested that this category of individuals be included in the Demonstration.  The State has developed some specialized TBI services that are provided to adults with traumatic brain injury and to their families in need of respite care.  These services are funded through designated funds (TBI Trust Fund) and State appropriations.  Individuals with traumatic brain injury may also seek services through the California Department of Vocational Rehabilitation or other State, local or non-profit agencies that offer services to individuals with disabilities, such as Independent Living Centers.  In addition to State supported services, there are a number of private for profit or non profit agencies that offer rehabilitation and other services and supports for those with other financial resources, e.g., insurance, workers’ compensation, or settlements.  Individuals in this category will be included and reported to CMS under the physically disabled Federal category.
· Adults and Children Who Are Hard-to-Place – This group of individuals Includes children and adults who have few or no care options due to their medical conditions, or behavioral or other issues, such as being obese.
Stakeholders requested that these categories of individuals be included in the Demonstration.  Individuals in this category will be included and reported to CMS under the physically disabled or mental health federal categories.
California Historical Perspective – Assessment of Need and Preference

In late 2003, the Centers for Medicare & Medicaid Services awarded DHCS a Real Choice Systems Change Grant for Community Living for the “California Pathways: Money Follows the Person,” Grant No. 11-P-92077/9-01.  Since then, DHCS has been working with the California Department of Rehabilitation and the University of California at Los Angeles (UCLA)
 to conduct work described in the original Federal grant application for California Pathways.

One of the goals of the California Pathways project is to examine issues surrounding the identification of, and process for, working with nursing facility residents who wish to transition to community living.  To identify best practices, UCLA has partnered with the University of Southern California (USC)
 in order to analyze thirteen existing assessment instruments used in California or by other states to assess an individual’s need for services and other pertinent data.  Various stakeholders were asked to provide input on which instruments to analyze.  Input was also given about how current instruments are used, what items are included, and what amount of training is required for users.  Care was taken to identify tools and items that identify personal preference along with, or separate from, an assessment of need.

The California Pathways project has identified technical issues related to assessment protocols.  For example, all the tools (of those thirteen analyzed) measure ability to perform activities of daily living, but some ask only about the person’s ability to perform these tasks independently while others ask about difficulty performing the tasks with or without assistance.  This demonstrates that even a common bit of information can be assessed and recorded differently by multiple programs.

Methods for gathering information vary from tool to tool and may be based on self-report, proxy report, assessor determination, or a performance assessment.  These and other technical issues will be discussed in the final grant report on the California Pathways project expected in April 2008.
During the work on assessment tools it became clear that there was no “gold standard” for systematically identifying and documenting personal preference to transition back to community living.  Existing assessment tools are focused on functional deficits and diagnostic information rather than on a person’s preferences for services and supports or where a person prefers to receive services and supports.  As a result, the California Pathways project team developed the California Nursing Facility Transition Preference Survey tool.  The tool has been tested in 13 nursing facilities in the Los Angeles area.

Project results will be summarized in an article to be published in the Journal of American Geriatrics Society in January 2008.
Selecting Lead Organizations
Up to ten local regions in the State will participate in the Demonstration.  A Lead Organization will be selected to facilitate Demonstration operations in each region.
The California Community Transitions Advisory Committee members and other interested persons formed a work group to discuss criteria and a process for selecting Lead Organizations.  The selection process is competitive and is based on the following specific criteria.
	Information Item
	Criteria Description and Responses

	Lead Organization
	The focus of the California Community Transitions Demonstration is to provide needed services to participants wishing to transition to community living from inpatient health facilities
.  Demonstration participants will be enrolled in the Demonstration and be supported, as applicable, by existing Home and Community-Based Services (HCBS) waiver, state plan, and managed care plan services.  Participants are expected to be assigned a unique identifier so that Medi-Cal claims and service utilization can be tracked within existing Medi-Cal payment systems.  The Lead Organization will:

a. Be responsible for facilitating transition teams, maintaining data on the team’s activities, monitoring HIPAA standards for the team’s case-level work and reporting the team’s activities to DHCS.

b. Be an active Medi-Cal provider or be required to enter into a Memorandum of Understanding with the DHCS.

c. Agree to ensure the team’s compliance with the State and Federal requirements under the Deficit Reduction Act of 2005 Money Follows the Person Rebalancing Demonstration as described in the State’s application and the approved Operational Protocol.
Ideally, the initial Lead Organizations will be those that:

a. Are already engaged in providing local leadership on long-term care issues, facilitating consumer access to HCBS long-term care services, establishing “single points of entry” or other high levels of coordination across the existing HCBS delivery networks.

b. Will work with the State to provide training to other teams in subsequent years of the Demonstration.
Certain recordkeeping and reporting activities may be reimbursable under Medi-Cal Administrative Activities claiming protocols
.  Funding is not available for start-up organizations or administrative overhead.

	Lead Organization Contact Person
	Provide the contact information for an employee of the organization who will be responsible for communications with the State.  Include name, address, telephone, email and FAX.

	Participant Outreach 
and Transition Team Performance
(Reimbursable under Medi-Cal Administrative claiming)
	The organization must have the capacity for keeping confidential participant data, recording team activities and reporting to the state on behalf of the team.  Costs for administrative activities relative to the Demonstration are reimbursable under Medi-Cal Administrative Claiming procedures.  Participant records storage and transactions must meet HIPAA standards as a Business Associate of the DHCS.  Monthly reports on team activities and enrolled participants will be required of all Demonstration partner organizations.

	Qualifying Inpatient Facilities
	Each lead organization and its transition teams will focus on specific partner facilities and their residents.  Each facility will be signing a written agreement that includes the expectation to provide transition opportunities to eligible residents and the roles and responsibilities for communications during the transition processes.

	Access to and Relationships with Inpatient Facilities
	The lead organization must describe existing local relationships, expertise and significant experience in interacting directly and privately with the health facility residents who are eligible for the Demonstration (e.g. long-stay facility residents who are Medi-Cal eligible).  NOTE:  DHCS is evaluating the data sources that might provide lists of eligible individuals in order to minimize disruption to residents and facility operations.

	Anticipated Local Benchmark No. of Transitioned Individuals
	Individuals eligible for services under the Demonstration must have resided continuously in one or more inpatient facilities for a combined total of six months.  They must also be eligible for Medi-Cal for at least 30 days.  The lead organization must estimate the number of eligible individuals the team plans to transition to community living between March 1 and December 31, 2008.  The statewide benchmark for 2008 is 100.  The lead organization must briefly describe the evidence or experience that provides the basis for the estimate.

	Target Sub-Population(s)
	The lead organization must estimate the number of individuals in subpopulation categories, e.g., elders, persons with a disability, a developmental disability, mental illness, traumatic brain injury, or a dual diagnosis, or children or adults who are hard to place.

	Transition Coordinator (TC)

See also Appendix I for TC job duties
	Transition Coordinators will be required to meet qualifications identified in the Operational Protocol and in the approved NF/AH, ALWPP or MSSP HCBS waivers so that the Transition Coordination service can be reimbursed under existing Medi-Cal provider and service codes.  TCs must have experience with facility residents and must be social workers, nurses or other individuals with documented expertise with senior services, independent living or other related work.  TCs will interact directly with facility staff and residents.  A transition team must have at least one TC but may have more.  Transition Coordinators can be employed by the Lead Organization or by other organizations represented on the teams.  Indicate any past experience with reimbursement under the MSSP, ALWPP or NF/AH HCBS waivers, the Targeted Case Management system or other Medi-Cal services or programs.

	Financing for the Transition Coordinator(s)
	In the first year (March though Dec.31, 2008), Transition Coordination is likely to be billed and reimbursed through NF/AH, ALWPP or MSSP HCBS waivers since service definitions, codes and rates have already been approved under the State and Federal authorities of those waivers.  Other options for financing TC services may be approved for subsequent years of the Demonstration.

	Members of the Transition Team and Other Local Stakeholders
	Name the organizations and the expertise of members of the transition team. Indicate team size and how that size can effectively provide timely, case-specific transition planning before facility discharge through follow-up after discharge.  The primary function of the team is to provide individual service planning on a confidential, case-by-case basis as the Transition Coordinator identifies transition candidates, plans details prior to leaving the facility and until there is a successful and sustainable plan for ongoing services in the community setting.  The team must adhere to HIPAA privacy rules. The number of team members can vary and the mix of represented disciplines can vary.  DHCS has identified the following core functions and expertise (some overlap may occur and there may be more):  Transition Coordination, Housing, Independent Living, Medi-Cal Eligibility, IHSS, Home Health, Nurse, Social Worker, Ombudsman, Senior Services, Information & Assistance.  Teams can vary – for example, there may be a core group, with others available for technical assistance.  Team members must be willing and available to supply training in their area of expertise to other team members and teams in other areas of the State.

	Peer Representation and Cultural Competence
	Teams should be representative of the target populations (seniors and persons living with disabilities).  Ideally, team members will provide peer role models for independent living whenever possible.  Team members should represent cultures, languages and other strengths of the local community.

	Number of Teams
	Based on the number of facilities and the number of successful transitions proposed above, note how many teams will operate under the sponsorship of the lead organization.

	Single Point of Entry or Aging or Disabled Resource Center, and Adequate Community-Based Provider Network
	Briefly describe the lead organization’s relationship to, or expectation of a partnership with, a “single point of entry/no wrong door,” Aging and Disability Resource Center, or other local collaborative initiative.  Indicate any existing or planned collaboration among home and community-based organizations and Medi-Cal Home and Community-Based Services waiver provider organizations that will support the local transition team work.  Indicate the likelihood of successfully securing services from an adequate supply of community-based service providers; including family support services, home health agencies, personal care service providers, home-delivered meals, assistive device providers, volunteer and philanthropic organizations, etc.

	Affordable and Accessible Housing
	Each transition team must have the active participation of an individual who can provide expertise and knowledge of local affordable and accessible housing.  Describe how the team will actively furnish transition candidates with an individualized search for affordable and accessible housing.  Describe any existing local affordable housing initiative, clearinghouse or inventory of single public housing units or accessible housing.  Describe whether or not the area participates in the Assisted Living Waiver Pilot Project through either (or both) the RCFE or Public Housing models.  Mention any shared housing match initiatives or programs and how the team will actively implement best practices in coordinating affordable housing with Medi-Cal HCBS services.  Indicate coordination with a HUD consolidated plan – specifically the disability component.

	Past Experience with Facility to Home Transition Planning
	Describe local experience with facility transition work, independent living peer support of transitioning individuals and/or de-institutionalization service planning.  Identify any first hand best practices that the team will bring to the Demonstration.  Describe any locally implemented acute hospital-to-home or hospital-to-nursing facility-to-home initiatives, or demonstrations or research projects implemented in the local area.  Additional points will be made for the willingness to train other teams in other areas of the state.

	Availability of Local Flexible Funding
	Describe the team’s access to other funding sources for flexible, one-time funding of goods or services needed by transitioning facility residents.  Flexible funding has been identified as a component of successful facility-to-home transitions; especially in the case of individuals who have been in health facilities for 6 months or more.


Transition Teams

Each lead organization will establish one or more Transition Teams.  Teams will be made up of individuals with a variety of expertise and from a variety of organizations.  Each team will have at least one Transition Coordinator.  The State’s template for the Transition Coordinator job duties is located in Appendix I.
Local lead organizations will have some flexibility in identifying the resource professionals necessary to arrange transitions from inpatient facilities.  The State will provide orientation and training on the roles and responsibilities of the local teams.  The typical profile of a Community Transition Team includes individuals who are or represent:

· Transition Coordinator
· Area Agency on Aging
· Regional Center

· Affordable Housing Representative or Expert

· County Medi-Cal Eligibility Worker
· County IHSS or IHSS Public Authority Representative

· Home Health Agency Representative

· HCBS Waiver Program Representative

· Independent Living Coach
· Long-Term Care Ombudsman

Approved access to, and use of, personal identification information (PII) and personal health information (PHI) by the community transition team members will be governed by the signed informed consent provided by the individual inpatient facility residents.  The Transition Coordinators will be lead of the local teams, will work with other team members who are resources for individuals relocating to community living, will coordinate planning for all populations with team members, and lend special expertise as needed.  For example, in the case of coordinating a transition for an individual with a developmental disability, a regional center service coordinator has statutory responsibilities to coordinate a consumer’s Individual Program Plan (IPP).  Since the IPP drives consumers’ services and supports, the Transition Coordinator would work in tandem with the Regional Center service coordinator to ensure application of the IPP.

Teams will keep records and will report to the State according to the requirements of the Demonstration and this Operational Protocol.

Selecting Facilities
Each local lead organization will be responsible for identifying the inpatient facilities that will participate in the Demonstration.  The focus of California Community Transitions is on proactively interviewing residents of specific inpatient facilities in selected regions.  Predictably, the teams will be made aware of individuals ready for discharge from acute care hospitals.  It will be up to the local team to establish priorities and protocols for these situations.  The priority will remain on individuals nearing the six-month stay, collectively, in one or more inpatient facilities.

Participating inpatient facilities must be licensed by the State and certified to participate in the Medi-Cal program.  The State project director will work with the local lead organizations and will approve the proposed list of participating inpatient facilities.  Inpatient facility staff will be provided with an orientation to the Demonstration so that communications for Demonstration participants can be managed in a timely and private manner.  An orientation will be provided to inpatient facility staff.
Inpatient facilities will document their commitment to participate in the Demonstration through a written agreement between the inpatient facility administrator and the local lead organization.  The agreement provides facility licensure and certification information.  Copies of all signed agreements (lead organization and facility signatures) will be forwarded to the State project director.  Approval by the project director indicates that the facility licensure and certification has been verified and meets the federal requirements of the Demonstration.
Recruitment and Eligibility Determination
General Recruitment Brochure:  Each inpatient facility participating in the Demonstration will be given a supply of Demonstration brochures.  The brochure is a tool of general outreach.  The draft brochure is found in Appendix II.  The brochure is a simple and general introduction to the Demonstration.  It includes broad eligibility criteria and a local telephone number to call for more information.  The brochure is intended to be very general; however, it is not intended to be the only outreach method for the Demonstration since it would not be helpful for individuals who do not read.  The brochure will be available in participating inpatient facilities’ lobbies, staff offices, and through various community organizations, particularly the information and assistance network.  Public service announcements about the Demonstration and other local outreach efforts will be conducted in each region.  General outreach and training is discussed in section B.3 of this Protocol.
Identifying Individuals Eligible for the Demonstration
The State will identify a data source with the capacity to list potential Demonstration participants by inpatient facility to identify which residents are nearing a long stay (residing in the facility for three or more months), and are Medi-Cal beneficiaries.  Potential sources of this data include:
· Treatment Authorization Request (TAR) (prior authorization) data for inpatient facility stays beyond three months
· Paid Medi-Cal claims data – by inpatient facility
· Medi-Cal eligibility lists – by Aid Code
· MIS/DSS Data Warehouse
DHCS will provide community transition teams with the “minimally necessary” data required to allow them to fulfill their function, providing DHCS has an approved Business Associate Addendum from the lead organization.
The Transition Coordinator will be responsible for verifying that Demonstration participants meet:

· Minimum residency period in an inpatient facility setting—six months.
· Eligibility for Medi-Cal for a month prior to transition.
Identifying Individuals Whose Preference it is to Transition:
Inpatient facility residents will receive information about the Demonstration through several venues – general outreach (discussed in section B.3), word-of-mouth (from family, friends, social worker, regional center service coordinator, etc.) and a proactive and standardized individual preference interviews.

Individuals who have resided in an inpatient facility for a long stay may not respond, or may not be able to respond to indirect or printed material recruitment efforts for a wide variety of reasons.  They:
· May not believe relocation is possible
· Do not have access to stamps or telephone
· May not be able to read or understand English
· Are afraid to bring up the subject with a caregiver or family/friend 
· Are fearful of the unknown

· May have lost contact with any support in the community

· Have an infinite variety of other reasons

For these reasons, whenever possible, community transition teams should include cohorts or peers as transition team members.  Peers have the ability to understand the issues, concerns, and questions that may be on an individual’s mind as he or she considers transitioning to the community.

The primary importance of a proactive process is that inpatient residents may not have adequate information about HCBS and supports.  Therefore, it is crucial for the transition team to have the ability to provide information about community alternatives when they meet with residents.  Advocates have advised the State that a long stay inpatient facility resident has often lost touch with the housing and social supports that were previously supportive of their independent community living.  Consumers and their families have also made clear that a facility resident has often become adjusted to inpatient facility living and may be timid or even frightened of making the change.  Any individual often requires informational and psychological supports while thinking about a major life decision.  These factors underscore the importance of allowing adequate time, privacy and accommodation for consumers as they make informed choices about moving back to the community.
Alternatively, while the State recognizes and respects every individual’s right to make his or her own choices, in cases where the success of a discharge is dependent on care provided by family caregivers, it is critical to involve family early in the decision-making process.

The following section discusses the transition protocols that will be used to proactively identify Demonstration participants through private preference interviews, once the team has a list of inpatient facility residents who are Medi-Cal eligible and are nearing a long stay.
· The team will identify who best on the team will carry out individual, scripted interviews.  Interviews take 20-30 minutes.  The interview questions and record-keeping do not require administration by a nurse or social worker.  Training on the interviewer process will take approximately two hours.
· A designated team member will arrange time to conduct a focused one-on-one interview with each individual.  Finding a right time for each individual may take re-visits and re-scheduling.
· The teams will use the California Transition Preference Interview tool and guidance (Appendix III).  This standardized interview establishes the preference to relocate, the stability of the preference (a second interview indicates capacity for decision making), the resident’s own perception of the feasibility to relocate (understanding his or her own care needs), and offers an opportunity to request more information and additional time to discuss available community-based services and supports.
· The teams will collect data by tracking and compiling residents’ responses to the Preference Interview.
· Individuals who express a stable preference to relocate will be provided with more information about HCBS in general and specific services available under the Demonstration.
· Individuals who do not want to transition will be provided with a brochure (or other meaningful reminder) and telephone numbers in case they change their minds at a later time.  The inpatient facility social worker may also re-direct them to the team at a later time.  Individuals who want to transition but who do not wish to participate in the Demonstration will be provided with information on the existing Medi-Cal HCBS waivers, IHSS, Older Americans Act programs, regional center programs, and other community-based providers that might be helpful to them.  Teams will make every effort to accommodate any level of interest in HCBS or request for information.
· Individuals who want to transition and who want to participate in the Demonstration will be informed of the service options and requirements.  These individuals will sign notices that document the fact that they have been informed about the Demonstration and that after 12 months of Demonstration services they will be transitioned to existing, ongoing HCBS waiver or State Plan services.
· Individuals who want to pursue a transition to community living and who have given written consent to access Personal Health Information will be put in touch with the Transition Coordinator.
Individuals Who are Undecided about Transitioning
In situations where a facility resident is undecided about whether or not to participate in the Demonstration, or decides to forego participation, he or she can be re-referred to a community transition team at any time through a self-referral, or referrals from a family member, community social services staff, and/or facility social work staff.  If the resident’s request to transition is denied or modified, he or she and/or his or her surrogate decision maker will receive a detailed explanation and a clearly noticed right of appeal.
Service Coordination and Ongoing Care Planning Models

Transition coordination happens before the day of discharge and encompasses all the details, decisions and events that need to happen to support the individual in the short and long term in a community setting.  These components include but are not limited to:

· Medi-Cal eligibility change

· Re-establishment of income maintenance (Social Security, SSI/SSP)

· Re-establishment of access to medical care in the community; e.g., Primary care physician, eye care, dental care, specialist(s), etc.
· Housing search

· Transportation options for ongoing needs outside the home
· Formal and informal support needs and preferences
· Home set-up and readiness
· Availability and training for caregivers and paid and unpaid personal care attendants
· Level of self-direction desired by the participant
· Service types, service authorizations and provider types
Transition coordination time will be tracked and billed as one bulk payment at the time of the successful discharge to community living as allowed under a currently approved 1915(c) waiver.  This billing cannot occur before the person leaves the inpatient facility and is enrolled in the Demonstration.  Transition Coordinators are different individuals from the person who has ongoing oversight of the service plan in the community.  As an estimate, Transition Coordinators are involved with demonstration participants for up to 180 days prior to discharge and for approximately 60 days after discharge to ensure the sustainability of individual service plans.

The Transition Coordinator will be responsible for coordinating events supporting the day of discharge from the inpatient facility and will be the lead on every individual case detail until such point an individual has been identified that will coordinate services on an ongoing basis (e.g., independent living center coach, care manager, regional center service coordinator, etc.).  The ongoing lead for each service plan will be the individual who will be reimbursed for oversight of the ongoing services under the Demonstration.

DHCS intends to enroll Demonstration participants into an already approved Home and Community-Based Services waiver slot beginning Day 1 following discharge from the inpatient facility.  Transition Coordinators will discuss Medi-Cal State Plan, waiver and Demonstration services that meet the needs and preferences for each Demonstration participant.  Models of service coordination and care planning will vary for each individual depending on which sets of services meet his/her needs.  A full range of consumer preferences for service coordination and ongoing management will include choices among existing waivers and services:

· Medical Case Management (NF/AH)

· Home-Based Service Coordination and Care for Elders (MSSP)
· Assisted Living Service Package (Residential Care Facility for the Elderly or Publicly Subsidized Housing)

· Self-direction or Family Primary Caregiver (IHSS Plus waiver)

· Developmental Disability Case Management (Regional Center)
· Independent Living Center (ILC)

· Mental Health Case Management (County Mental Health Departments)

Additionally, numerous local advocacy and non-Medi-Cal service organizations that represent older adults, elders, and persons with disabilities can provide peer support and/or expertise, including but not limited to:

· AARP

· Arthritis Foundation

· Alzheimer’s Association

· Gray Panthers

· Multiple Sclerosis Society

· Older Women’s League

Enrollment into the Demonstration

A unique identifier will be used to track individuals who have met all requirements, have transitioned to community living and have enrolled in the Demonstration.  This unique identifier will enable the State to track all Medi-Cal reimbursements made to providers for HCBS services, allowed State Plan services and any new services under this Demonstration.
Process for Enrollment Into the Demonstration
· The Transition Coordinator and transition team members develop preliminary components of the plan for services in the community as described above.

· Once all requirements seem to be met and HIPAA permissions are secured, the Transition Coordinator makes contact with:

1. a HCBS waiver intake person.
2. HCBS waiver provider(s) (according to needs and preferences) on behalf of the demonstration candidate.

· The Transition Coordinator identifies (based on participant needs and preferences) the individual or organization that will be lead on a community-based plan of services after discharge.  These organizations and provider types have been approved under the State’s existing HCBS waivers, e.g., NF/AH, MSSP, ALWPP, IHSS Plus, DD, and AIDS waivers.

· The Transition Coordinator coordinates any other assessments of need and submission of applications, e.g., housing, that may be necessary before discharge to match the demonstration participant’s needs with preferred types of services and living arrangements.

· The Transition Coordinator and the chosen ongoing care manager (could be a different provider) collaborate with the demonstration candidate to complete a care plan that can be implemented starting Day 1 after discharge to the community.

· Ongoing care manager helps the demonstration candidate prepare the appropriate paperwork for HCBS waiver intake.

· Ongoing care manager makes contact with State demonstration staff to review all applicable enrollment paperwork.

· State demonstration staff transmits enrollment paperwork to the appropriate waiver administrators – including any necessary Treatment Authorization Requests (TARs).  TARs for HCBS requested by the demonstration participant’s service providers will be reviewed and approved by a Registered Nurse employed by the State.

· State demonstration staff approve TARs and electronically assign the unique demonstration identifier to each demonstration participant record.

· Approval and date of enrollment of a Demonstration participant is transmitted to the local Transition Coordinator for his or her records.
Leave of Absence Hold Protocol

If a Demonstration participant is re-admitted to an inpatient facility, he or she will be provided with a 30-day approved leave of absence that enables him or her to resume the remaining days of the Demonstration period.  The allowable Demonstration period for a person who has had a leave of absence for an inpatient facility stay will be extended by the number of days in the hospital up to 30 days.  The goal of service coordination and service monitoring is to avoid readmissions to inpatient facilities by carefully managing or facilitating self management of long-term disabilities and conditions.
Demonstration participants are allowed one absence period of up to 30 days.  More than one inpatient facility stay (no matter how long the stay) during a person’s 12 month Demonstration period makes him or her ineligible for the Demonstration.  It does not make him or her ineligible for Home and Community-Based Services under the State’s current waiver programs or State Plan.

If the Demonstration participant is unable to continue with the Demonstration, the Transition Coordinator or a member of the transition team will meet with the participant or his or her decision maker, and family members to answer questions and provide closure.  The Transition Coordinator or a transition team member will be available for support for 30 days after the close of care.
Requests for Re-enrollment
It is the State’s policy that only one completed 12-month Demonstration enrollment is permitted per individual.  Demonstration participants who have been re-admitted to an inpatient facility for a period of time greater than 30 days will be disenrolled from the California Community Transitions project.  The State may, however, re-enroll a former Demonstration participant back into the project without re-establishing the 6-month inpatient facility residency requirement.
B.2
Informed Consent and Guardianship
All Transition Coordinators, as well as their respective team members, will be responsible for providing information to Demonstration participants, and to inpatient facility residents who are considering enrolling, and for providing the opportunity for Demonstration participants to exercise informed decisions.  No decision will be made about transition services without the participant’s active involvement; even when there is an authorized agent or surrogate for health care decisions.
California Code of Regulations, Title 22, section 72527(b-c), Residents’ Rights, requires that a nursing facility document in a resident’s health record, a physician’s or court’s assessment when the resident lacks capacity to make some or all health care decisions.  It will be up to the Transition Coordinator to work with inpatient facility staff to determine who has authorized decision makers and what decisions they are authorized to make.
The State will provide orientation to Transition Coordinators so that there is consistency in meeting the Demonstration’s requirements for participants’ informed decision making.  This orientation is discussed in section B.3.
Each inpatient facility resident is assumed to be legally able to make a decision unless there is a surrogate decision maker that meets the standards outlined in this section.  Each individual situation will be treated as a private and unique set of circumstances, and therefore, care will be taken to:

· Communicate initially with the appropriate authorized decision makers.

· Avoid sensitive communications with those who do not have direct involvement with the resident and his or her health and welfare.

· Engage, when necessary, social workers and/or the Long-Term Care Ombudsman whose expertise is adult protection if there are reasons to suspect abuse or exploitation.
The process for obtaining informed consent of inpatient facility residents must accommodate individual traits and disabilities to ensure that individuals receive and understand the information that is being provided orally or in writing.  Considerations are:

· Location of the interview

· Time of day
· Primary culture and language of the resident
· Level of language and understanding of words (literacy)

· Adequate time to engage in conversation and to ask to questions

· Clarity and sequence of questions and follow-up discussions
· Opportunity and desire to have (or not have) others present during the information and consent process

The following are principles that guide the Transition Coordinator and team members in identifying who can provide informed consent for decisions involving relocation to community living from an inpatient facility.
State Criteria for Informed Consent
 

Although this background is primarily focused on individuals residing in Intermediate Care Facilities for persons with Developmental Disabilities (ICF/DD), it will be used by the State to guide informed consent procedures for all population groups under this Demonstration.
  This section will:

· Provide information about assessing the capacity of adults to give informed consent.

· Describe the California laws, which are applicable under the ICF/DD model, that allow for “legally authorized” representation for adults who lack capacity to give informed consent for health care.  This includes the use of “closest available relative” as a consent option that has been reviewed by the Centers for Medicare & Medicaid Services.
Federal regulations for ICF/DD facilities state that providers must “[allow and encourage individual clients to exercise their rights as individuals of the facility, and as citizens of the United States…” [42 CFR 483.420(a)(3)].  These rights include the right to be informed of “…medical condition, developmental and behavioral status, attendant risks of treatment, and the right to refuse treatment…” [42 CFR 483.420 (a) (2)].

The “Interpretive Guidelines” under these regulations state that an individual is sufficiently informed when they are aware of the:
· Proposed treatment, procedures to follow, and who will perform the treatment.

· Intended outcomes or benefits.

· Possible risks.

· Ramifications of refusing treatment and the alternatives.

· Voluntary nature of his or her consent.

These principles will be applied to communications with any adult Demonstration candidate or participant.  California law (Probate Code 4657) states that an adult (18 years or older) is presumed to have the capacity to make health care decisions, give or revoke an advance directive, and designate or disqualify a surrogate.  Capacity is defined as a person’s ability to:

· Understand the nature and consequences of a decision,

· Make and communicate a decision, and

· Understand the significant benefits, risks, and alternatives of a proposed treatment (Probate Code 4609).

It is the position of DHCS that individuals living in inpatient facilities are to be given the support, education, and opportunity to participate in their own health care and treatment decisions to the fullest possible extent.  DHCS requires providers to protect the rights of adults to give or withhold informed consent for themselves.  Ideally, all adults will be empowered to make their own treatment decisions when given the appropriate support and accommodations.  However, it is recognized by DHCS that, even when given the appropriate support, education, and equipment, some individuals will still lack the capacity to make some or all of their treatment decisions.  These individuals need to have an “authorized representative” for treatment decisions that require informed consent.

In California, the primary physician makes the determination that a patient lacks capacity to make a health care decision (Probate Code 4658 & 4732).  The physician makes this determination based on a clinical assessment.  This determination should be decision-specific rather than global, because some health care decisions are more complex than others.  For example, an individual who has developmental disabilities may be able to understand the risks and benefits and give their own consent for the relatively simple decision to have a tooth removed.  But the same individual may lack capacity to understand the risks and alternatives to a more complex decision involving psychotropic medication, and so would need the assistance of a representative in consenting to that treatment.  For the consent process, decisions that involve a higher risk of harm require a greater understanding of the potential risks and benefits.  When there is any question of the individual’s capacity to understand the implications of a treatment decision that involves a significant risk, it is appropriate to involve an authorized representative to ensure that the individual’s wishes and best interests are protected.  The Transition Coordinators will work with primary care physicians, nursing facility staff, Long-Term Care Ombudsman and others to identify the individual who can legally make health care decisions in each individual situation.  Transitioning back to community living is a significant life change when the inpatient facility stay has been six months or more.  Transition Coordinators will research each individual’s situation to identify who can provide informed consent.
California Laws Addressing Informed Consent and Authorized Representatives

A legally authorized representative may provide informed consent when an individual lacks the capacity to understand and communicate a health care decision.  There are several ways under California law to fulfill the need for what is described in the California Code of Regulations, Title 22 (76015, 76802) as the “authorized representative” for residents of inpatient facilities.
76015.  "Authorized representative" means a person authorized to act on behalf of a client by law, by court order or by a written statement signed by the client, if competent, or signed by another authorized representative of the client.  Except in state operated facilities, an authorized representative designated as such by a client or by another authorized representative of the client shall not be an owner, administrator, employee, representative or agent of the facility.

76802.  Authorized Representative means a person authorized to act on behalf of the client by law, by court order or by a written statement which shall be signed by the client, unless the client has been judicially declared incompetent or gravely disabled.  Except in state operated facilities, an authorized representative shall not be an owner, administrator, employee, representative or agent of the facility.

Inpatient facilities are charged with determining which arrangement is most appropriate for a specific person.  Many factors should be explored during an assessment process.  These considerations are:
· The individual’s wishes and needs for representation, 

· Who is available to represent them, 

· The complexity of the treatment decisions that are involved, and 

· The presence of a previously appointed conservator or agent.

Medical records should indicate when an individual has been determined by a physician or court process to lack capacity to make some or all health care decisions.  For some adults who have developmental disabilities, the regional center service coordinator is assigned the responsibility of implementing, overseeing, and monitoring informed consent for treatment decisions.  For other adults, each situation will be different.  DHCS requires the Transition Coordinator to work with primary care physicians and nursing facility staff to determine – in each situation – the individual who can provide informed consent for transition planning.
It is the position of DHCS, that when an individual lacks the capacity to make a treatment decision for themselves, they should be provided with representation that affords him or her the greatest autonomy while, at the same time, protecting individual rights.

1. Appointment of a Surrogate (Probate Code section 4711 et seq.).  An adult who has capacity may designate another adult (orally or in writing) as a surrogate to make health care decisions by personally informing the supervising health care provider.  The designation must be promptly recorded in the medical record.  Unless the individual specifies a shorter period, the surrogate designated is effective only during the course of treatment or illness or during the stay in inpatient facility when the surrogate designation is made, or for 60 days, whichever period is shorter.

2. Durable Power of Attorney for Health Care and Advance Health Care Directive (Probate Code 4600-4805).  A Power of Attorney for Health Care can be completed by an adult who has the capacity to do so.  This method could be utilized for individuals who can communicate their wishes, and have the capacity to understand the implications of allowing a designated agent to sign consents on their behalf when they can no longer do so.  An advance health care directive is an individual’s health care instruction that is written or oral and directs providers regarding a specific health care procedure or treatment option.  These documents are executed in advance of lack of capacity.
3. Closest Available Relative [Cobbs v. Grant, 8 Cal.3d 229, 244 (1972) and Barber v. Superior Court, 147 Cal.App.3d 1006 (1983)].  In some circumstances, the “closest available relative” can give informed consent.  This method is acceptable if the following conditions can be clearly established:
· The “closest” available relative means a person who is close in terms of blood or marital ties, and has a caring relationship to the individual.  It is a person who is aware of the individual’s values and beliefs, and is available to make the needed decisions.  It does not refer to physical proximity.

· The closest available relative is clearly guided by the individual’s expressed wishes, or if his or her wishes are unable to be determined, by their best interests.

· It has been reasonably determined that the individual does not object to the representative arrangement.

· It has been reasonably determined that no other close relative objects to the representative arrangement, or to the procedure or treatment decision in question.

· There are no legal barriers to involving the proposed relative representative such as a restraining order.

If the above conditions are met, the closest available relative may give treatment consents for an individual living in a health facility who cannot give his or her own consents.  There is no established hierarchy for whom this relative must be (e.g., mother, brother, aunt).
4. Consent authority of Regional Centers (Welfare and Institutions Code section 4655).  California law states that the director of a regional center, or his designee, may give consent to medical, dental, and surgical treatment of a regional center client (person with a developmental disability) who is incapable of giving his or her own consent.  This authority can be exercised when the individual has no legally authorized representative, or his or her representative does not respond within a reasonable time to a request to grant consent.  An advisory letter from the Department of Developmental Services dated January 2002 further clarified this authority to include consents “related to restrictive behavior modification techniques or treatments.”
5. Consent Authority of the Medical Director of a State Hospital (Welfare and Institutions Code section 7518).  For persons living in state developmental centers and state-operated community facilities (ICF/DD), the law authorizes the medical director of that facility to consent to medical, dental, and surgical treatments on the behalf of the individual under the following conditions:

· The individual is mentally incapable of giving consent and,

· Either the individual has no legally authorized representative, or

· The individual has a legally authorized representative that does not respond in a reasonable amount of time to the request for the granting or denying consent for treatment.

6. Petition to the Court (Probate Code section 3200 et seq.).  A petition may be filed to establish that an individual lacks capacity to make a specific health care decision, and to designate a person to make that specific decision.
7. Guardianship and Conservatorship (Probate Code section 1400 et seq.).  This is a formally adjudicated process, which results in the court appointment of a person (guardian or conservator) who oversees the health care and/or financial matters of another person (ward or conservatee).  The power to make health care decisions can be specified in the letters appointing the guardian or conservator.  If the power is specified, the guardian or conservator has the power to make health care decisions on behalf of the ward or conservatee in good faith and based on medical advice.  The Director of the Department of Developmental Services can be appointed as a guardian or conservator under certain circumstances for people who have a developmental disability (Health & Safety Code sections 416 and 416.5).
8. Persons with Mental Illness and LPS Conservatorships
A Lanterman Petris Short (LPS) conservatorship is a process by which the court appoints a person to make certain legal decisions for another person who is gravely ill due to mental illness or chronic alcoholism and unable to take care of him/herself.  “Gravely ill” means that, because of the mental disorder or chronic alcoholism, the person cannot take care of his or her basic personal needs for food, clothing or shelter.  An LPS conservatorship can last for a maximum of one year at a time and can be renewed in court at the end of the year.  This conservatorship often begins when a person’s symptoms become so severe that they interfere with self-care and safety, and the person is placed in a locked facility.
Once a conservatorship is established, the court-appointed conservator is required to place the conservatee in the least restrictive alternative placement, as designated by the court.  If the conservatee is not to be placed in his or her own home or the home of a relative, first priority shall be given to placement in a suitable facility as close as possible to his or her home or the home of a relative.  The court's order must also indicate those persons to be notified of a change of placement.  The fact that a person for whom conservatorship is recommended is not an inpatient shall not be construed by the court as an indication that the person does not meet the criteria of grave disability.
LPS conservatorships are governed by the Welfare and Institutions Code.  Section 5358(d) makes it clear that the conservator is the only party authorized by the court to make changes in the conservatee's placement.  If the conservator is notified by the person in charge of the facility serving the conservatee that the conservatee no longer needs the care or treatment offered by that facility, then the conservator is responsible for finding an alternative placement within seven days.  Extensions of up to 30 days or more may be possible in unusual circumstances.

The conservator may transfer his or her conservatee to a less restrictive alternative placement without a further hearing and court approval.  In any case in which a conservator has reasonable cause to believe that his or her conservatee is in need of immediate, more restrictive placement because the condition of the conservatee has changed so that the conservatee poses an immediate and substantial danger to himself or herself or others, the conservator has the right to place his or her conservatee in a more restrictive facility or hospital.  If the change of placement is to a placement more restrictive than the court-determined placement, the conservator must provide written notice of the change and reason for placement to the court, the conservatee's attorney, the county patients' rights advocate and any other persons designated by the court.
NOTE:  While a formal guardianship or conservatorship may be necessary to safeguard the rights of some individuals due to the complexity of their circumstances, it is the position of the DPH-L&C and DHCS that not all cases require this protection.  By its design, this court process has the potential to strip a person of the very rights it seeks to protect by delegating those rights to another person.  It is also expensive, cumbersome, and time-consuming, and may not be preferable given the other provisions for consent and decision making that exist in California.

· This Protocol requires that the Long-Term Care Ombudsman be contacted in circumstances where the public (county, state, etc.) or private (court appointed lay person) guardian or conservator has been unavailable or uninvolved with the resident on a regular basis to review and make care planning decisions.

Limitations to Surrogate Decisions

There are situations where the consent of the individual’s conservator or the authority granted under a surrogate decision making arrangement is not adequate to ensure protection of an individual’s rights.  State law (Probate Code section 4652) prohibits consent by an agent or a surrogate for any of the following without a specific court order:

· Involuntary commitment to or placement in a mental health treatment facility

· Electroconvulsive treatment

· Psychosurgery

· Sterilization

· Abortion

Other situations where court intervention may be necessary concerning consents for adults who are not conserved are when:

· The individual is clearly resistive to the treatment in question.
· There is controversy between family members regarding a health care decision.
· The motives of the surrogate decision maker are questionable.
· The treatment is experimental, punitive, or aversive.
NOTE:  Operators and employees of residential or health facilities, in which an individual resides and is receiving care, are prohibited from acting as a surrogate or health care agent for the individual (Probate Code 4659).

Identifying Surrogate Decision Makers Protocol
Transition Coordinators are responsible for identifying every individual’s authorized decision maker and the scope of the decision-making authority.  If there is a surrogate, the legal considerations above apply and should guide the Transition Coordinator in each situation.  Transition Coordinators must develop working partnerships with inpatient facility staff in order to identify surrogate decision makers.  Because of privacy and other considerations, outreach to families and surrogate decision makers will be in writing and will include information about contacting the community transition team for follow-up action.  Surrogate decision makers, including guardians and conservators, will be contacted using the following protocol:

· The Transition Coordinator will furnish brochures and letters to the inpatient facility social worker.

· The inpatient facility social worker will send letters and brochures to the list of Medi-Cal eligible residents, families and surrogate decision makers.
· Surrogate decision makers will follow-up if they are interested in learning more about the Demonstration.
· If contact is made, the surrogate decision maker must verify his or her authority with the Transition Coordinator to make informed consent decisions for a specific resident.

· If the surrogate is a public guardian or conservator, the Transition Coordinator must verify that there has been sufficient interaction with the resident to make informed decisions and sufficient protection of individual rights.  The Transition Coordinator is required to involve the Long-Term Care Ombudsman in each situation where the resident has a public conservator for the purpose of making this determination.  Consultation with the State project director is also recommended in these situations.  Case details must be on file and available to the state and to CMS.
· If the surrogate is determined to have authority over placement decisions, the Transition Coordinator will make arrangements with the surrogate to conduct the Preference Interview and to provide applicable information to him or her.
Participant Information Protocol

The Transition Coordinator will discuss the following items with the Demonstration participant (or when appropriate, the surrogate decision maker):

· The Demonstration is authorized through an agreement between the California Department of Health Care Services (DHCS) and the Federal Centers for Medicare & Medicaid Services (CMS).  If the resident chooses to enroll, he or she understands there may be services that are only temporarily available.
· The resident understands that he or she is eligible for the Demonstration because he or she:

1) Has resided in a inpatient facility for six months or longer,
2) Is eligible for the Medi-Cal program, and
3) Prefers to live in the community with services and supports instead of in a inpatient facility.
· The resident understands that additional discussions are needed to coordinate services and supports in the community that are based on his or her needs and preferences and are adequate, timely and preserve the resident’s health, independence and safety.  The resident will actively participate in decisions leading to his or her transition to community living.

· Local Community Transition Teams (CTT) will help the resident plan for the return to community living.  Teams are made up of program professionals and peers from the local community.
· _____Name_____________will be the resident’s Transition Coordinator.  The Transition Coordinator can be reached at _____Phone Number___________.

· The resident understands that the Transition Coordinator will need his or her consent to access any Personal Identification Information (PII) and Personal Health Information (PHI).  PHI, among other information, describes the resident’s needs for services and supports and is stored by inpatient providers in the resident’s medical records.  The Transition Coordinator has the resident’s permission to view his or her PHI and to discuss the transition with the resident’s personal physician and other current or future service providers.

· The Demonstration allows home and community-based services to be provided for 365 days following, and including, the resident’s day of discharge from the inpatient facility.  On the 366th day, the services the resident continues to need at home will be provided under a Medi-Cal Home and Community-Based Services waiver and/or the Medi-Cal State Plan benefits.
· The resident has received a list of Demonstration services available to him or her during the 365 days of enrollment in the Demonstration.  The resident has also received a list of services that are available under HCBS waivers beginning on day 366 after his or her discharge from the inpatient facility.

· The resident understands he or she can contact the Transition Coordinator at any time to arrange for and/or make changes to the services received under the Demonstration.

· The resident can report suspected elder and dependent abuse by calling the local Adult Protective Services program and/or by contacting the local police department or sheriff.  The resident has made note of these numbers and understands who to call in an emergency.
· The resident understands he or she will promptly contact someone that he or she trusts if the resident feels any at risk of failing to get the needed supports and services to allow him or her to stay in the community.
· If the resident’s request for Medi-Cal services are denied or modified, he or she can appeal by filing a request for a State hearing.
· The resident will provide feedback to the community transition team on any surveys or questionnaires about the quality of services under the Demonstration and his or her general satisfaction with his or her return to community living.
A “Participant Information” form documenting the items above is included as Appendix IV.  A signed copy of the form documenting that these items were addressed will be kept with Demonstration participants’ records.
All changes and modifications to the community service plan will be made according to this informed consent protocol and documented with the participant’s (or his/her authorized surrogate decision maker’s) signature.

B.3
Outreach/Marketing/Education
This section discusses the general outreach, orientation and training that will be provided to various stakeholder groups that will have an impact on potential Demonstration participants, their families and their peer supports in the community.  It assumes that the regions and community transition teams for the Demonstration will have already been selected, as discussed in section B.1.  Each region and team brings formal and informal relationships that are rich in resources, referrals and relationships that build on the goals of this Operational Protocol to facilitate the transition of inpatient facility residents to community living.

Brochures
Distribution of brochures represents only one method of outreach for the California Community Transitions project.  Receipt of a brochure may be a resident’s first contact with the California Community Transitions project.  DHCS will provide local teams with an electronic file version of the brochure in several threshold languages.  Local teams will add local contact information and arrange for printing and distribution.  Brochures will identify the Demonstration project as a collaborative effort among the State, the Federal Government and local communities.  Local contact information will ensure that response is timely and reflective of the locally coordinated HCBS network.

Brochures are intentionally designed to be very brief and simple presentations of the Demonstration and the project eligibility requirements, and are not specific to any subpopulation.  Each facility participating in the Demonstration will be given a supply of Demonstration brochures to provide to inpatient facility residents, their families, and significant others.

The brochures present the Demonstration as a way to learn more about alternatives to inpatient facility living.  If the resident, his or her family member, or significant other is interested in more information, he or she can call a phone number staffed by the local organization, or can send an e-mail inquiry to the California Department of Health Care Services to OLTC_CCT@dhcs.ca.gov.  Brochures will be distributed to facility residents and their families without regard to a person’s current eligibility for the program.
DHCS will work with local organizations to ensure that brochures are made available in threshold languages and alternative formats.  Local teams will determine what formats are needed to ensure accommodations are made for individuals with various disabilities.  Local teams will make available sign language interpreters at local presentations and training sessions.
1. Introductory Informational Flyer – Facility residents, their families and authorized surrogate decision makers, as applicable, can expect to receive an introductory informational brochure about the Demonstration (to be developed by local teams and approved by the Project Director using language from the General Recruitment Brochure) during the admission process to a participating inpatient facility and at various times during resident’s stay.  Introductory brochures will be made available in participating inpatient facility lobbies and social services staff offices, in activity rooms, at resident and family council meetings, through the Long-Term Care Ombudsman and any other location frequented by residents.  Additionally, organizations in the participating regions will circulate brochures, public announcements, and other notices in local human service networks.  Inpatient facility residents will be contacted proactively to assess interest and feasibility of transitioning to community living.  The proactive, one-on-one private interviews are discussed in section B.1 of this Protocol.  Families, friends, service providers and other community-based networks will also hear about the Demonstration and may wish to follow-up directly by calling the transition team.

2. General Recruitment Brochure – This brochure is a tool for general outreach (included as Appendix II), which provides a simple and general introduction to the Demonstration.  It includes broad eligibility criteria with a local telephone number to call, and a DHCS e-mail address for more information.  The brochure will be available in inpatient facility lobbies, in discharge planners’ and social workers’ offices, and through various community organizations.  The local region’s information and assistance network will be provided with the brochure as well.
Brochures will be distributed broadly to:
· Facility and Industry Partners – Community Transition Teams will distribute brochures to nursing facility administrators and hospital discharge planners to highlight the California Community Transitions project and to develop rapport with inpatient facility providers.  Inpatient facility partners must be familiar with the project as a first step in establishing trust with potential Demonstration participants.  The brochure will identify the State and local programs that are participating.  State project staff and local teams will encourage health care trade associations and other appropriate groups to make brochures available to use as a tool to invite members to participate in the California Community Transitions project.  This brochure will be used widely by State staff, members of the California Community Transitions Advisory Committee, other interested stakeholders, and various community liaisons to meet personally with the inpatient facility staff to review the project and discuss the transition process.

· Counties, Local Organizations and HCBS Partners – The brochure, which outlines participation guidelines, qualifications, and goals of the project and highlights the need for existing and new service provider networks in the community, will be used along with presentations by State project staff and the lead organization in the local regions.  These sessions will provide a forum to recruit and orient core California Community Transitions members who have accepted the challenge to enlist other team members and service providers.  The brochure can be used to reach out to providers of HCBS who are considering participating in the Demonstration, both initially, and during the project as capacity grows in the regions.  It highlights the power of networking and emphasizes providers and inpatient facility residents have the opportunity to participate in a groundbreaking project.

Media
· General Participant Recruitment Public Service Announcements – The State will supply generic narrative and scripts that can be used for public service announcements for radio and television venues.  Local teams may make modifications to the general narrative to fit the characteristics of their regions and submit drafts to the State project director for approval.  The State will approve local releases to ensure the information about the Demonstration is consistent statewide.

Sample narrative for a public service announcement follows:

Long-term care services and supports can be provided in lots of different ways.  If you or a loved one lives in a nursing home or another type of health care facility, and you wish to return home, you may be able to get the help you need where you live or work.  To learn more about the California Community Transitions project in your area call ______________ at ______________, or visit our website at ________________.

· Press Releases – The State will supply a generic press release that can be used to submit to regional publishers of newspapers, bulletins, and newsletters, and to use for on-line content.  Local teams may make modifications to the general narrative to fit the characteristics of their regions and submit drafts to the State project director for approval.  The State will approve local releases to ensure the information about the Demonstration is consistent statewide.  A State-level press release will utilize similar narrative as that of the public service announcement.
Website
The creation of a link to the California Community Transitions project on the newly-established DHCS’ website demonstrates to communities and families of potential Demonstration participants that the project is State and federally sanctioned.  There are 18 distinct topics which provide the ability to easily navigate and locate information about “Waivers and Initiatives.”  Information about Demonstration project activities is regularly updated.  The site also contains relevant reports and academic studies, and links to other resources, organizations, programs, and services.  Teams will be encouraged to develop local website information and links.

General Outreach
Recruitment efforts to the general population may generate high levels of telephone traffic from individuals interested in avoiding a nursing facility stay rather than calls from individuals already residing in a nursing facility.  Local teams will anticipate their unique community’s needs, write their own protocols to handle phone inquiries, and develop a process to redirect callers who request information related to the Demonstration.
Participant Recruitment

Participant recruitment is discussed in section B.1 of this Protocol.
Local Transition Team Training
The State will conduct training for local Transition Coordinators and team members once the State approves their participation in the demonstration.  Training materials will be posted on the DHCS website.  Training curriculum includes:

· Team recruitment session
· Team orientation
· Transition Coordinator training 

· Preference Interviewer training

· Facility Orientation (by local team & the State)  
· Demonstration Provider Orientation (by local team & the State)  
· Team reporting protocols & forms

State Department Orientation
DHCS, in conjunction with California Community Transitions Advisory Committee members, will conduct orientation forums for a number of State departments that administer HCBS programs and services to be coordinated during the demonstration.  These sessions will provide:

· Orientation to the MFP demonstration goals

· Local team roles & responsibilities

· Transition Coordinator duties

· Opportunities to make improvements in HCBS service delivery 

Consumer Training

Once the State has designated a local team, DHCS will support local teams as they conduct a variety of consumer forums to educate the public about the opportunity to participate in the Demonstration.  Community transition teams should include, wherever possible, peer role models to participate in outreach presentations and consumer training.  Local teams will use local network connections to identify locations for these sessions – for example, a nursing facility family council or a hospital outreach session.  Local teams may identify very specific consumer training needs in their area.  Curriculum will be developed by the local teams and approved by the State.  Other local organizations will be encouraged to initiate consumer support forums, materials and outreach.  These materials will be used in concert with direct Demonstration services to participants.
The expectation is that, at a minimum, these materials will cover the following topics:

· Independent living skills
· Nursing facility transition impact to a Medi-Cal eligibility and share of cost
· Scheduling, training, managing personal attendants

The State is in the process of identifying other funding and resources to acquire audio-visual presentations that can be available on these same subjects.

B.4
Stakeholder Involvement
DHCS has engaged stakeholders in California’s Money Follows the Person projects since September 2003 when the Centers for Medicare & Medicaid Services awarded the State a three-year Real Choice Systems Change Grant.  The “California Pathways: Money Follows the Person” project focused on addressing the lack of a uniform process to identify interested inpatient facility residents who prefer community living.  A Preference Interview tool and transition protocol was developed and field-tested to enable residents to exercise informed choice to receive home and community-based services.  The tool and the protocol will be used to identify potential demonstration participants for this Money Follows the Person Rebalancing Demonstration.  (For more information on California Pathways, see page 24 of this Protocol, “California Historical Perspective – Assessment of Need and Preference.”)
Formal Engagement of Stakeholders
On September 27, 2004, Governor Schwarzenegger issued Executive Order S-18-04, which directed the California Health and Human Services Agency to establish the Olmstead Advisory Committee (OAC) to inform the Administration's understanding of the current system of long-term care and provide leadership in developing future initiatives.  The OAC consists of consumers, family members, providers, advocates, and State representatives who serve on a voluntary basis.
Throughout the term of the California Pathways project, DHCS:

· Provided regular quarterly updates to the OAC about the project.
· Posted the project abstract and all other relevant documents on the DHCS website.

In June 2007, DHCS initiated formal outreach to a broad spectrum of stakeholders associated with the OAC, including, but not limited to, consumers, community-based organizations, institutional providers, and association members.  This included wide electronic distribution of:
· An “outreach memo” to the OAC and other persons who had:

1. Expressed an interest in the OAC’s activities.

2. Learned of the Money Follows the Person Demonstration.

3. Expressed interest in following the California Community Transitions project.
· An invitation to apply for membership on the “California Community Transitions” Advisory Committee; completed applications were due to DHCS by close of business on June 26, 2007.

The outreach memo summarized the project, the role of committee members, and DHCS’s expectations about members’ involvement.  DHCS advised potential members that their primary role would be to provide input as draft processes, guidelines, and criteria for the project were developed, and that their suggested processes, guidelines, and criteria would become the Operational Protocol that is subject to CMS review and approval.
DHCS sought and assembled a committee with the following representation:

· Consumers

· Disability advocates
· Senior advocates
· Caregivers
· Hospitals and nursing homes
· Home health agencies
· In-Home Supportive Services public authorities
· Independent living centers
· Area agencies on aging
· Community residential care facilities
· State and local affordable housing agencies
· Home and community-base service program administrators
· California Departments of Aging, Developmental Services,

Housing and Community Development, Housing Finance Agency,

Mental Health, Social Services and Rehabilitation

California Community Transitions Advisory Committee

DHCS received 23 applications from interested individuals who represented most of these categories.  Given the amount of interest from a broad constituency, and the depth of knowledge and experiences of the individuals who applied, each was selected to serve on the committee.  Two representatives from the nursing home industry share one seat.  Three Advisory Committee members also are members of the Olmstead Advisory Committee.  Three Advisory Committee members have various disabilities and represent community-based organizations that provide advocacy to people with disabilities and are also consumers of long-term care services.  The Committee also includes representation from nursing facilities, home health agencies, public housing providers, independent living centers, and county departments.

DHCS held the first advisory committee meeting on July 24, 2007.  At that meeting, DHCS provided an overview of the Operational Protocol Instruction Guideline, and stakeholders were asked to provide their expertise on one of five separate work groups to assist in drafting specific components of the Operational Protocol.  DHCS facilitated the work group meetings which were held during the last week in July and the first week in August.

Subsequent meetings were scheduled and the tentative dates were announced.  Meetings were held in Sacramento, with teleconferencing as an option.  Documents were distributed by e-mail, allowing use of e-mail correspondence to review documents between meetings.  All meetings lasted approximately two hours.

In order to be reimbursed for travel expenses by the State of California, advisory committee members were required to complete a Volunteer Statement and an Oath of Allegiance, and were asked to sign a travel expense claim.  Reimbursements were not made until the State budget was passed by the Legislature.  The documents are available to download from the DHCS website.
Once CMS approves the California Community Transitions Operational Protocol, the advisory committee will meet at least quarterly.  Communication will continue via e-mail and via postings on the DHCS website.
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B.5
Benefits and Services

Introduction

The State’s interest in implementing this Demonstration is to identify best practices and to standardize the processes that successfully support an individual’s preference to relocate from an inpatient facility back to community living.

The State currently uses multiple assessment tools, some of which have not been validated for use across subpopulation groups.  Many of the existing assessment tools and care planning protocols are geared toward diversion from inpatient facilities and do not include coordination of housing searches and other necessary components of an individual’s plan to transition to the community.  Many of the existing assessment tools and protocols are focused on single or limited services instead of taking into account all the State’s home and community-based service networks and programs.  The State currently has approved multiple care planning models under the various programs and waivers.
California Community Transitions utilizes the State’s existing Medi-Cal provider networks, State Plan optional services, waivers and services.  The State plans to implement changes to assessment protocols and care planning models gradually so that change is sustainable within the Medi-Cal systems and does not terminate when the Demonstration ends.  During the Demonstration, the State will be identifying opportunities to support local investments in single points of entry (including Aging and Disability Resource Connection programs and “no wrong door”), standardized assessment procedures, and effective consumer education strategies for accessing home and community alternatives to inpatient facility stays.  The State will highlight these communities and build on the models to create and replicate best practices during the demonstration as new community transition teams are formed.

This Operational Protocol begins with existing and prior approved assessment tools, protocols and care planning systems and progressively makes improvements over the period of the demonstration.  Tools and protocols already approved by the Centers for Medicare & Medicaid Services will not be re-submitted under the California Community Transitions Operational Protocol.  Over the course of the demonstration, the State will submit to CMS additions to this Protocol as new requirements and new services are added.
Assessment of Need and Care Planning (also “Service Planning” and “Service Coordination”)

Once an inpatient facility resident has been interviewed for preference and is found to be eligible for the Demonstration, the Transition Coordinator will provide information and discuss each event necessary to make the transition to community living – Medi-Cal eligibility, housing, types of services available, individual preferences, home start-up, discharge date, etc.  Individuals will let the Transition Coordinator know what type of service coordination or care management they want and need.  The Transition Coordinator will work towards coordinating with one or more of the State’s existing service delivery networks.  The State’s various Medi-Cal State Plan options and HCBS waivers include different models of service planning and service management.  The Transition Coordinator will be responsible for connecting the individual with appropriate providers and resources based on needs and preferences, including connecting with an identified lead person who can work with the individual in a service coordination model that best maximizes independence, dignity, health, and safety.  Some of the State’s service coordination and care management systems are connected to ongoing Medi-Cal funded services and supports in the community through HCBS waivers, but some are not.  The Transition Coordinator must be alert to planning services for both the short and the long term after a person transitions to community living.

The array of California’s systems that can help the individual and the local transition team set up a discharge plan and a plan for services in the community includes, but is not limited to, the following:
· Regional Center Care Management – A State-mandated network that supports the needs of individuals with developmental disabilities.

A Pre-admission Screening and Resident Review, Levels I and II assessments will have taken place by the time an individual with a developmental disability has lived in a nursing facility for six months.  Transition Coordinators will immediately contact a regional center to identify a care manager/advocate and to assess whether or not any discharge planning is already in progress.  The regional center care manager will lead the transition service coordination if that is the resident’s preference.  Regional center staff will manage the assessment of need for community-based supports.  The Transition Coordinator will organize efforts for the purpose of the individual’s desire to participate in the Demonstration.  Regional centers are experienced with de-populating State developmental centers and have multiple tools to use for transitions from facilities.  Regional centers administer the State’s DD HCBS waiver, Specialty DD Waiver No. 0336.
· County-Based Specialty Mental Health – A county-based network that ensures provision of services to individuals with mental illnesses.

A Pre-admission Screening and Resident Review, Levels I and II assessments will have taken place by the time an individual with a mental illness has lived in a nursing facility for six months.  Transition Coordinators will immediately contact a county mental health department to identify a care manager/advocate.  The county mental health care manager will work with the Transition Coordinator and the individual on transition service coordination in order to determine the individual’s desire to participate in the Demonstration.  Counties provide and monitor services in the Specialty Mental Health Consolidation Program (SMHC).
· Self-Direction of Personal Care Services – Self-directed personal care services are available through the In-Home Supportive Services (IHSS) Plus section 1115 waiver’s Advance Pay system.  If the individual wishes to manage and train his or her own personal attendants, the Transition Coordinator will contact the county-based IHSS social worker and request that the demonstration participant be assessed and enrolled in the IHSS Plus waiver.

· Self Direction and the Independent Living Model – A network of 29 Independent Living Centers (ILC) exist throughout California.  Through funding made available by the California Department of Rehabilitation, some ILCs have developed assessment and service coordination expertise targeted to individuals who wish to leave inpatient facilities, e.g., the LiliPad Initiative, a program of the Access Center of San Diego, Inc., and the DIAL Project, managed by the Westside Center for Independent Living.  DHCS is also working with specific ILCs to approve them as Medi-Cal HCBS waiver providers.  The Transition Coordinator will contact ILCs if a person asserts a self-directed or independent living model of planning for services in the community, and will assess whether or not the ILC provides short-term, long-term or both types of services and supports.

· Targeted Case Management – A targeted service available in the geographic areas named in State Plan Amendment 03-028.  The targeted case management services include needs assessment, setting of objectives related to needs, individual service planning, service scheduling, and periodic evaluation of service effectiveness.  The services ensure that the changing needs of a Medi-Cal beneficiary are addressed on an ongoing basis and appropriate choices are provided among the widest array of options for meeting those needs.

· Home Health Case Management – Care management by home health agencies is available under the State’s Nursing Facility/Acute Hospital (NF/AH) Home and Community-Based Services waiver No. 0139.90.R3.  This care management model is typically appropriate for individuals with simple-to-complex medical conditions.  The Transition Coordinator would contact a Medi-Cal certified Home Health Agency to conduct an assessment of need and to begin care plan development.

· Personal Care Services – Individuals who have light medical needs but need assistance with Activities of Daily Living (ADL) and Instrumental Activities of Daily Living (IADL) typically request personal care services under the State’s optional Personal Care Services Program specified in the State Plan.  The assessment tool/protocol has been standardized for statewide use but is targeted to assess and authorize homemaker chore services, personal care, and transportation, not other home and community-based services and supports.  The Transition Coordinator will engage the county IHSS social worker in order to get an assessment prior to discharge.  Additional networks will be engaged if there is a need and a preference for other services or a different model for service coordination.
· Comprehensive and Integrated Managed Care – Three models of comprehensive managed care are available to seniors and persons with disabilities in California.  They are the Program of All-Inclusive Care for the Elderly (PACE), authorized under State Plan Amendment No. 02-003; the Senior Care Action Network (SCAN), currently an 1115 waiver through January 1, 2008, and County Organized Health Systems (COHS) which operate under a 1915(b) Freedom of Choice waiver to administer a capitated, comprehensive, case managed health care delivery system.  If the individual is interested in comprehensive managed care, the Transition Coordinator will investigate whether PACE, SCAN or a COHS is available in the area.

· Home-Based Service Coordination and Care for Elders – This is a combination social-medical model of care management that is accessed by individuals who are: 1) age 65 years and older, 2) eligible for placement in a nursing facility or intermediate care facility, and 3) currently eligible for Medi-Cal services.  Authorized under Waiver No. 0141.91.R2 as the Multipurpose Senior Services Program (MSSP), it is administered through an agreement between DHCS and the California Department of Aging and operated by local MSSP site organizations.  MSSP is available in most areas of the State.  If an individual meets eligibility requirements for MSSP and prefers this model of care management, the Transition Coordinator will contact the MSSP site in the area.
· Confidential AIDS Case Management – This is a protocol designed to support individuals in the community who have been diagnosed with AIDS, and includes provision of a range of HCBS.  The Transition Coordinator would immediately contact the Department of Public Health Office of AIDS if a Demonstration participant requests service coordination under the AIDS Medi-Cal Waiver program, No. 0183.90.R1.01.
Human Services Transportation
The Federal Government strongly encourages transportation agencies to coordinate with human service agencies to plan and provide services.  In 2004, President Bush signed an Executive Order (EO) on Human Services Transportation Coordination calling for better coordination of federal human services transportation programs to simplify access, reduce duplication, and enhance cost efficiencies within existing resources.  A federal Coordinating Council on Access and Mobility was established made up of eleven federal departments working with the states to achieve the goals of the EO. Additionally, Governors must approve a Human Services Coordinated Plan for their states.  The State of California is working with both large urban areas and rural and small urban areas to finalize local plans which will be contained in the state’s Coordinated Plan.  The California Department of Transportation (Caltrans) has encouraged the local transportation agencies to work with Area Agencies on Aging and Independent Living Centers to ensure the local plans include their needs.
Furthermore, Caltrans convened a Mobility Summit on March 7, 2005 to provide a comprehensive discussion on transportation coordination in California.  The primary recommendation from the Mobility Summit was to develop an action plan to establish a formal structure in California to address mobility and coordination barriers, and implement mobility management at the State, regional, and local levels.  Through these efforts, the State of California developed the State of California Mobility Action Plan for Improving Human Services Transportation through Effective Statewide Coordination (Mobility Action Plan, or MAP).  California has received a federal grant and will augment its funding with state resources to implement the MAP goals, action steps, and deliverables.
A Project Advisory Committee has been established to guide the MAP.
Demonstration Services

Claims for individual services are submitted through the existing Medi-Cal fee-for-services payment mechanisms or through a Medi-Cal managed care plan, as applicable, depending on an individual’s preferences for services and enrollment choices.  The transition teams will develop and maintain records of demonstration participants and their utilization of, and costs for, services.  The federally required Quality of Life survey will be implemented in concert with the organization and/or providers who interact with each Demonstration participant.
Under this Demonstration, the State must prioritize development activities within the context of tremendous resource constraints and within the context of time necessary to gain approvals from oversight entities (e.g., the Governor, the Legislature, the California Department of Finance, and the California Health and Human Services Agency).  While developing a policy framework for policy changes, the State’s working priorities for this initiative are in rank order:

1. Proactively inform consumers to create a broader public understanding of HCBS alternatives.

2. Proactively engage inpatient facility residents so they are aware of individuals, actions and services that will work with them if they want to return to community living.

3. Maximize existing Medi-Cal HCBS options across networks.

4. Expand or enhance existing service definitions that previously were limited to only certain subpopulation groups (for example, habilitation services can also be interpreted to mean coaching and training non-developmentally disabled participants in independent living skills).

5. Gain experience with successful transitions to community living.

6. Gain experience upon which to evaluate the State’s inpatient facility and HCBS level of care criteria.

7. Amend existing HCBS waivers, where necessary, to clarify service definitions and/or the numbers of individuals who can enroll in HCBS waivers.

8. Develop new HCBS policy based on experience, e.g., new waivers, State Plan amendments, level of care criteria, financial assumptions, etc.
Taking these eight priorities into consideration, the following is a snapshot of the State’s strategy for implementing demonstration services:

	Year 2
	Year 3
	Year 4
	Year 5

	Existing Transition Coordination services
	Transition Coordination services

	Maximize use of IHSS and use one-time housing start-up services as core components of transition care plans
	Maximize use of IHSS and use one-time housing start-up services as core components of transition care plans

	Enhance/expand existing service definitions
	Consider and adopt HCBS waiver amendments and/or State Plan changes to service definitions

	No new QHCBS or New Supplemental Demo Services
	Implement new QHCBS and Supplemental Demonstration Services as resources and approvals are secured


Qualified HCBS (75/25) (Service Bucket # 1)

The list of QHCBS services is made up of all the State’s current array of services which are available under:

· Currently approved Medi-Cal HCBS waivers (NF/AH, MSSP, ALWPP, DD and AIDS)

· Various Medi-Cal State Plan mandatory services (Fee for Service)

· Various Medi-Cal State Plan optional services (Fee for Service)

· The IHSS Plus demonstration waiver (Fee for Service)

· PACE and Senior Care Action Network (SCAN)
· County Operated Health System plans (Managed Care), e.g., 
The “Description of Medi-Cal Waivers Chart” is attached as Appendix IV.  The five-page chart contains information on the State’s approved waivers, including title and description of each waiver, waiver capacity by waiver year, term and expiration date of the waiver, and whether the waiver is currently operating under an extension.

Qualified Demonstration Services (75/25) (Service Bucket #2)
Transition coordination will be required as a core service to all Demonstration candidates and participants during every year of the Demonstration.  Transition coordination that occurs prior to discharge is defined and billable under two of the State’s existing HCBS waivers, the NF/AH and MSSP waivers, but is billable only after the Demonstration participant is discharged from the inpatient facility.  The State expects Transition Coordinators to be employed at the local level by a variety of private and not-for-profit organizations that could include, but are not limited to:

· County Public Health and/or Social Service Departments, including In-Home Supportive Services
· Area Agencies on Aging
· Independent Living Centers
· Multi-Purpose Senior Service Programs
· Hospitals and Long-Term Care Facilities
· Home Health Agencies

· Senior Centers

· Adult Day Health Care centers

Duties of the Transition Coordinator are consistent regardless of the organization providing the service.  The draft Transition Coordinator Duty Statement is found Appendix I.

Approved Medi-Cal providers
 can bill DHCS (after the Demonstration participant is discharged) for Transition Coordination services.  Rates vary depending on which waiver is most appropriate for the Demonstration participant.  The following table represents current rates for provision of Transition Coordination for Demonstration participants enrolled into the NF/AH waiver.

	Procedure Code
	Service
	Provider Type
	Billable Rate per Hour

	G9012
	Transitional Case Management (services performed prior to discharge)
	Home Health Agency RN
	
$ 45.43

	
	
	HCBS RN
	
35.77

	
	
	LCSW
	
35.77

	
	
	MFT
	
35.77

	
	
	Licensed Psychologist
	
35.77

	
	
	Professional Corporation
	
45.43

	
	
	Nonprofit Organization
	
45.43

	

	T2038
	Community Transition Services (services performed and products purchased after discharge)
	Home Health Agency RN
	By report, not to exceed a lifetime maximum benefit of $5,000

	
	
	HCBS RN
	

	
	
	LCSW
	

	
	
	MFT
	

	
	
	Licensed Psychologist
	

	
	
	Professional Corporation
	

	
	
	Nonprofit Organization
	


In Year 2, the Demonstration activity is focused on discovering the nuances under the definitions of QHCBS and refining them for use in other subpopulation groups.  For example, habilitation and subsets of services under habilitation are best understood by DHCS’ State partners who administer services and programs to individuals with developmental disabilities.  Habilitation services may have potential for younger disabled individuals if the definition includes Coaching and Peer training in independent living skills.

Policy and service specifications will be developed and published by approximately November 1, 2008, for services to be offered in Years 3, 4 and 5 of the Demonstration.  This period is necessary in order to modify claiming and reimbursement systems so that providers of atypical services can be paid.  New policy (provider types, procedure codes, billable units and rates) for Demonstration services will be examined by project staff as the State gains experience with inpatient facility transitions.

Services listed in the following table for Years 3, 4 and 5 are considered draft until DHCS develops and approves new policy specifications.
	Service Bucket #2

	Year 2
	Year 3
	Year 4
	Year 5

	Transition Coordination
	Independent Living Coach Services

	Focus on greater understanding of existing service definitions, e.g., habilitation, family training, and other identified services
	Expanded/Updated Assistive Technology

	
	Attendant/Accompaniment during Medical Appointments

	
	Individualized Informal Caregiver Training

	
	Peer Mentoring


Supplemental Demonstration Services (50/50) (Service Bucket #3)

In Year 2 the State will focus on refining the use and definitions of housing start-up services and supplies that are already included in some of the currently operating HCBS waivers.  The project staff will refine policy and service specifications by approximately November 1, 2008, for services to be offered to Demonstration participants in Years 3, 4 and 5.  This period is necessary in order to modify claiming and reimbursement systems so that providers of atypical Medi-Cal services can be paid.  New policy (billable units, provider types, codes, rates) for Demonstration services will be examined by project staff as the state gains experience with facility transitions.  Services listed below for Years 3, 4 and 5 are considered draft until DHCS develops and approves new policy specifications.
	Service Bucket #3

	Year 2
	Year 3
	Year 4
	Year 5

	Focus on greater use of one-time, housing start-up assistance
	Orientation to mobility adaptations (for blindness, deafness, amputation, etc.)

	
	Pet attendant set-up and owner training

	
	Modifications to a vehicle

	
	Adaptable clothing set-up

	
	Disaster preparedness supplies/accommodated first aid kits

	
	Fall prevention-modified environment (e.g., furniture moving, floor covering modifications, etc.)

	
	Home-set up

	
	Social network re-connect (social worker and/or peer mentor) 


B.6
Consumer Supports

The Demonstration participant’s support system in the community begins with his or her own circle of support and the lead person identified to provide care management, service coordination and/or peer support (when available).  In all cases, the Transition Coordinator will “hand off” lead responsibilities for service coordination within 60 days of successfully supporting an individual’s transition to the community.  The 60 days is allowed so that there may be some overlap time.

The designation of “lead responsibilities” should not be misconstrued to undermine an individual’s rights, desires and abilities to self-direct and coordinate his or her own services.  Demonstration participants will be kept informed of the contact information for his or her lead care manager, service coordinator or individual offering peer support during his or her entire period of participation in the Demonstration.
Informational Packet

Demonstration participants will be given an informational packet that includes:

· Services and supports available to them during and after the Demonstration period

· Roles and responsibilities of the lead care manager, care coordinator or peer mentor

· Participant roles and responsibilities

· Services and supports NOT provided by the Demonstration (for example, rent, income support, food, etc.).
· Who to call when a service provider does not show up

· Emergency procedures

· Conditions that may result in termination of Demonstration services (for example, unresolvable health and safety issues, abuse of service providers or caregiver, or an inpatient facility stay greater than 30 days.

Back-up Systems

Demonstration participants play a major role in planning and defining their own back-up systems as documented in their care plan.  During enrollment into the Demonstration, the Transition Coordinator works with the Demonstration participant to consider, develop, and document their preferred and available back-up systems in an initial case management report.  The effectiveness of these systems is then re-evaluated in subsequent visits by the transition team and the care manager.

Individual back-up systems include, but are not limited to:

· Family members, who frequently provide back-up support for transportation and direct care needs.

· Regional centers for Demonstration participants who have developmental disabilities
· Emergency Response systems

· 9-1-1
In the case where a Demonstration participant chooses to received HCBS through the Assisted Living Waiver Pilot Project, the participant will receive 24/7 service regardless of which qualified residence they live in.  Providers of these services are required to have staff available at all times and have back-up plans for ill calls and other crises in staffing.  Beneficiaries are never bereft of care.

Complaint and Resolution Process
Demonstration participants are informed of their right to a Medi-Cal State Hearing.  To file a request for a Medi-Cal State Hearing, Demonstration participants or their designated representatives can call the DHCS Public Inquiry and Response Unit at 1 (800) 952-5253; persons with a hearing impairment can call TDD 1 (800) 952-8349.
B.7
Self-Direction
Introduction

The In-Home Supportive Services (IHSS) program is the cornerstone of self-directed services in California.  California’s IHSS program has played a significant role in helping people remain at home and avoid institutionalization, as well as in developing a model system of self-directed services.  IHSS provides personal care and domestic services to more than 355,778 elders and people with disabilities to allow these individuals to live safely in their own homes rather than in inpatient facilities.
While IHSS regulations determine the range of services, it is the consumer who drives the provision of services.  The consumer decides how, when, and in what manner IHSS services will be provided; to this end, consumers can access the Advance Pay Option under the IHSS Plus waiver, whereby they are responsible for hiring, training, and supervising their providers.  Demonstration participants can elect to terminate participant directed services at any time.
Involuntary Termination of Self-Directed Services
The State may elect to terminate authorization of participant-directed services for the following reasons:

· Lack of a current primary care physician-signed plan of treatment describing all the participants’ care services, provider of the services, and the frequency of the services.
· Participant or legal representative requires the provider to supply services that are not included in the plan of treatment or are beyond the scope of practice of the licensed provider.

· Participant or legal representative is unable to keep providers, as demonstrated by frequent voluntary termination of the services or the participant’s or legal representative’s refusal to follow the provider enrollment process as described in the provider information packets.

Termination of authorization of services will occur after reasonable attempts to train and inform the Demonstration participant or legal representative about the roles, responsibilities, and requirements of participant-directed services have been exhausted, or the participant or legal representative refuses to receive training on hiring and managing their providers.
DHCS will provide the participant or legal representative with a Notice of Action informing the participant of the State’s decision to terminate authorization of participant directed services and participant’s appeal rights.

Demonstration Participation in Self-Directed Services
California’s IHSS Plus is a section 1115 demonstration waiver that includes an array of service options and service delivery methods consistent with the Independence Plus initiative and the Centers for Medicare & Medicaid Services’ “Hallmark of Self-Direction.”  The IHSS Plus Waiver provides for person-centered planning by working with an individual to identify their long-term care needs and the resources available to meet these needs.  It is anticipated that approximately 20 percent of the Demonstration participants would choose to receive self-directed opportunities.

The Department of Developmental Services will be authorized to offer self-directed services in California, contingent on the approval of a Federal waiver application.  Enrollment in the program will be voluntary.  It is anticipated that approximately 5 percent of these Demonstration participants would choose to receive self-directed opportunities under this waiver.

B.8
Quality

Demonstration participants will be enrolled in the State’s currently approved 1915(c) HCBS waivers, State Plan services, the IHSS Plus section 1115 waiver and, if available and requested by the participant, into a managed care plan or PACE or SCAN.  Each of these systems has an approved quality oversight plan in place.  Demonstration participants’ plans of care will be part of the quality and monitoring reviews pertinent to each system.  Because they will be immediately enrolled in existing systems, there is no transition from the Demonstration to Home and Community-Based Services at the end of each participant’s 12-month Demonstration period.
The State’s approved Home and Community-Based Services waivers have quality monitoring and oversight plans in place.  These plans include:

· Delegated authority through an existing Interagency Agreement (Developmental Disabilities, Multi-Purpose Senior Services Program, Mental Health, In-Home Supportive Services) to administer and oversee service provision.

· Back-up emergency plans

· Incident Reporting

· Risk Assessment and Remediation
Demonstration participants will be enrolled into existing waivers during the Demonstration period and will be included in procedures that protect quality under the applicable waiver Appendix H and/or action plans.  Additionally, Lead Organizations under the Demonstration will be required, through a Memorandum of Understanding (MOU), to have plans in place to ensure transition plans include back-up services, incident reporting and risk assessment and remediation.
Demonstration participants will be assigned a unique Medi-Cal Aid Code identifier so that claims and records can be extracted from the existing Medi-Cal MSIS and paid claims files.  Parallel manually kept records will augment the electronic files so that the State can supply Demonstration participant data to:

· Report participant demographics

· Report utilization of QHCBS, Demonstration HCBS, and Supplemental Demonstration Services

· Inform the CMS evaluation
As a baseline standard, a representative sample of participant service plans will be reviewed by the same State oversight unit that is responsible for the QA component of the NF/AH HCBS waiver.  That component has been approved as Appendix H of the Home and Community-Based Services (HCBS) Nursing Facility/Acute Hospital (NF/AH) Waiver #0139.90.R3 approved for the period July 1, 2007 through June 30, 2012.
The State assures that at minimum, standards outlined in Appendix H of the NF/AH waiver will govern the quality component of California Community Transitions.  DHCS, Long-Term Care Division Quality Assurance Unit will be kept apprised as each new Demonstration participant is enrolled so that they can include all Demonstration participants in the Quality Management System.  The same level of quality assurance and improvement activities will govern the individual’s transition and the first year the individual is in the community.  Standards and procedures for level of care determinations and service planning have previously been approved under each HCBS waiver.
Supplemental Demonstration Services

Supplemental Demonstration Services (50% FFP).  The State is proposing one-time supplemental services that are essential for successful transition, as identified in the table on page 63.  These services will require State control agency approval.
Reports of Suspected Elder or Dependent Adult Abuse

State law (Welfare and Institutions Code, Chapter 11, Elder Abuse and Dependent Adult Abuse Civil Protection Act, sections 15630 et seq., and Penal Code, section 368) requires Medical and Social Work professionals to report:

1. Suspected Elder and Dependent Adult Abuse, as defined in law:

· If the abuse occurred in a long-term care facility, the report should be made to either the Local Long-Term Care Ombudsman or law enforcement.  The phone number of the Local Ombudsman office can be obtained by calling 1-800-231-4024.
· If the abuse occurred in a community setting, the report should be made to either the county Adult Protective Services or law enforcement.
2. Suspected Child Abuse:

· If the abuse occurred anywhere, the report should be made to the county Child Protective Services or law enforcement.
Demonstration participants will be given information about physical, sexual, fiduciary, and financial abuse and who to call if they think they have been a victim of abuse.  The information is described in section B.2.
Critical Events – Documentation and Procedures

Definition:  Critical events include any incident posing an imminent danger to the participant’s health or safety.  Not all critical events regarding health and safety will fall into the category of suspected abuse.
Procedures:  State and provider staff document in the case record critical events affecting health, safety and welfare of waiver participants.  Transition Coordinators and service planners will report incidents as required by the applicable State law and federally approved HCBS waivers.
Documentation includes:
· Description of the event (the who, what, when and where)
· Contacts to the primary care physician, family and service providers, if applicable

· Follow-up actions

· Reports to the California Department of Public Health, Licensing & Certification Division for events involving specific facility or provider types:  nursing facilities, intermediate care facilities, home health agencies, adult day health care, pediatric day health care, congregate living health facilities, and certified home health aides.
· Reports to the California Department of Social Services, Community Care Licensing Division for events involving Residential Care Facilities for the Elderly, Adult Residential Care Facilities, Adult Day Care and Child Care Facilities
Except for the State-mandated reports of suspected child, dependent adult or elder abuse, State staff and service providers will adhere to the Health Insurance Portability and Accountably Act of 1996 to ensure all Demonstration participants’ Personal Health Information is protected.
A Demonstration participant’s case record is updated to document the event/issue resolution and closure, and actions and recommendations by other agencies and providers.  State staff and providers will make adjustments to the plan of services and will work with the Demonstration participant, any surrogate decision maker, providers, the participant’s primary care physician, and his or her circle of support to ensure that the participant continues to reside safely in the community.

Participant Training and Education
Participants, and their surrogate decision makers, if they have one, will be informed of the available protections from abuse, neglect, and exploitation before they leave the facility and as a condition of being enrolled in the Demonstration.  Participants will be provided with the appropriate local and State telephone numbers that can be used to lodge complaints and to report suspected abuse.  Their Transition Coordinators and their service planners will also be available to make changes based on new information or unexpected events in their living situation.
Each waiver participant, his or her primary care physician and all HCBS waiver services providers receive the HCBS Waiver Informing Notice that includes a description of the roles and responsibilities of the participant, primary (family or friend) caregivers, primary care physician, and the HCBS waiver services provider.  It also includes information on how to notify the State or their community organization if there are any issues or concerns about their plan for Demonstration services.

Oversight of Critical Events

The Department of Health Care Services Long-Term Care Division’s Quality Assurance (QA) Unit is responsible for the oversight of event/issue reporting and the State’s response to critical events affecting HCBS waiver enrollees.  Critical event documentation is maintained electronically for use in quality assurance monitoring.  The QA Unit tracks critical events and the actions that led to resolving the issues.  The QA Unit monitors follow-up actions to determine:

· If the events were documented accurately

· If actions have been taken to ensure the participant’s health and safety 

· What the ultimate outcome was

· Whether there are systemic service delivery issues that require remediation

Findings from reports on critical events are compiled in an annual report by the QA Unit.  The annual report is used to develop an action plan for quality improvement.
Safeguards Concerning Restraints and Restrictive Interventions
The State neither permits nor prohibits the use of restraints or restrictive interventions in a community setting, except for the following:
· Assisted Living Facilities (licensed as Residential Care Facilities for the Elderly) with safe perimeter are governed by Title 22, Div 6, Chap 8 and 8.5, et. seq. and monitored by the California Department of Social Services, Community Care Licensing.
· The use of psychotropic drugs in a community setting is the responsibility of a person’s primary care physician.  The State department that administers a specific HCBS waiver is responsible for addressing quality components of the approved waiver.  Those departments oversee all components of an individual’s medical and other services in a community setting.  Changes in conditions or compliance with care plans are reportable to the primary care physician and the waiver oversight department.  All changes to authorized waiver services are discussed with the participant along with the informing him/her of the procedure for filing a fair hearing when services are modified or denied.
The departments administering the various waivers are:

· IHSS Plus Demonstration waiver:  Administered by the California Department of Social Services with oversight by DHCS

· NF/AH HCBS waiver:  Administered directly by DHCS

· MSSP HCBS waiver:  Administered by the California Department of Aging (CDA) with oversight by DHCS
· DD HCBS waiver:  Administered by the California Department of Developmental Services (DDS) with oversight by DHCS
· AIDS HCBS waiver:  Administered by the California Department of Public Health with oversight by DHCS
Generally, individuals enrolled in California’s HCBS waivers receive an initial scheduled home visit, and unscheduled home visits and/or telephone contacts.  If a HCBS waiver administrator or oversight staff observes or learns of restrictive interventions, it will be reported as a critical event and resolved using that process.
Unauthorized use of restraints by a licensed service provider is reported to the California Department of Public Health, Licensing and Certification Division.
Medication Monitoring
If medication monitoring is part of the community-based service plan, HCBS waiver administrators and providers are responsible for following approved quality protocols including, but not limited to:
· Identifying potentially harmful situations – for example, drug interactions

· Reviewing a participant’s self-administration of medications

· Reporting medication errors
Quality Improvement

The staff of the DHCS Quality Assurance Unit utilizes the following data sources for issue analysis and discovering potential improvements in waiver administration:
· Internet-based Case Management Information Systems (CMIS)

· Case Record Review Sampling

· Provider Visit Review

· Event reports and database
· California Medicaid Management Information System (CA-MMIS)

· California Department of Social Services’ Case Management Information Payroll System (CMIPS)
· Notices of Action (NOA) and outcomes

· Evidence and accuracy of Level of Care assessments

Analysis of these data reveal trends and patterns of service utilization and consumer outcomes that sometimes are the basis for changes to policy, procedures, and allocation of resources.  This information will be used for future outreach activities and identification of best practices.

Demonstration participants will be included in a Participant Satisfaction Survey approved with the existing NF/AH HCBS waiver.  The survey was designed to determine the need and potential to improve access to HCBS services and to identify unmet needs.  The survey will enable the participant and/or his or her surrogate decision maker to provide feedback directly and anonymously to DHCS.  The survey will also reveal the participant’s satisfaction with services and service providers.  Participants will be asked for suggestions and improvements.  DHCS plans to conduct this survey in 2008.
The Quality Management Unit works with a DHCS contractor for analysis of cost reports.  Cost reports are analyzed by the QMU for trends and patterns across waiver populations.

HCBS Waiver Wait Lists

Demonstration participants’ service needs will be accommodated immediately by one of the State’s HCBS waivers.  Participants will not be placed on wait lists; therefore, management of wait lists is not applicable to California Community Transitions.
B.9
Housing
In September 2007, the California Health and Human Services Agency convened a meeting with the California Business, Transportation and Housing Agency to give DHCS executive management the opportunity to discuss housing issues related to California Community Transitions.  Executive Directors from two housing departments—the California Housing Finance Agency (CalHFA) and the Department of Housing and Community Development (HCD)—participated in the discussion, shared their views about the housing outlook in California, and offered to provide ongoing technical assistance to the community transition teams.

DHCS project staff will continue to work closely with representatives from both CalHFA and HCD throughout the life of the Demonstration.

State Housing Resources

· CalHFA (http://www.bth.ca.gov/depts/calhfa.asp) was created in 1975 as the State's affordable housing bank.  Currently with more than $9 billion in pledged assets, CalHFA is the third largest State-chartered bank in California.  CalHFA's $14 billion five-year business plan will produce 75,000 jobs, finance 7,000 newly constructed homes, and create affordable housing for 105,000 Californians.

The Multifamily Programs Division provides permanent financing for the acquisition, rehabilitation, and preservation or new construction of rental housing that includes affordable rents for low and moderate income families and individuals.
· HCD (http://www.bth.ca.gov/depts/hcd.asp) works to increase safe and affordable housing for all Californians by financing the construction of affordable homeownership and rental housing, assisting local communities in developing shelter and transitional housing for homeless persons, and providing incentives for economic and community development.  HCD protects public health and safety through updates of residential building codes, licensing dealers and registering owners of manufactured homes, and providing titling services.

The HCD Division of Housing Policy Development identifies California's housing needs and develops policies to meet those needs.  The Division prepares and implements the Federal consolidated planning and performance reporting requirements for the U.S. Housing and Urban Development, administers State housing element law, and provides a wide range of technical assistance to local governments, public and private housing providers, business and industry groups, housing advocates and interested persons.

Currently, no centralized State housing registry exists; however, localized not for profit and for profit programs exist.  For example, the California Registry has been in existence since 1939, and now offers an online database for free referrals to independent retirement and assisted living facilities, including dementia care, senior apartments, and continuing care and life care communities (http://www.calregistry.com).

The State does not own or operate public housing; public housing is administered directly through local Public Housing Authorities (PHAs).  The HCD website has a direct link to the U.S. Department of Housing and Urban Development’s list of housing authorities (housing.hcd.ca.gov/hpd/hrc/tech/contacts.htm).

For jurisdictions that do not have a local PHA, HCD has a Housing Assistance Program that administers the Section 8 program in those counties.  HCD acts as the local housing authority for twelve rural counties.

Housing Legislation

California residents continue to work together to increase accessible, affordable housing.

· The California Commission on Aging sponsored Assembly Bill 927(Saldaña) with co-sponsors Housing California, Aging Services of California, Congress of California Seniors, and AARP, and Governor Schwarzenegger approved the bill on October 13, 2007.  AB 927 provides for $26 million to be made available in 2008 for low-income senior housing, and assures that low-income senior renters will receive a fair share of project funding from California's Multifamily Housing Program (MHP).  The bill permanently changes the way HCD finances senior housing projects, requiring MHP dollars to be awarded for senior housing projects in proportion to the number of seniors in the low-income renter population.

· Proposition 1C, Housing Emergency Shelter Trust Fund Act of 2006, was approved by voters in November 2006.  This measure authorized the State to sell $2.85 billion of general obligation bonds to fund 13 new and existing housing and development programs.  The funds will assist eligible projects to build affordable and accessible housing for individuals with lower incomes, including people with developmental disabilities, in their communities over the next ten years
· CalHFA,, the California Department of Mental Health, and the County Mental Health Directors Association announced a new housing program under which up to $75 million in Mental Health Services Act (MHSA) funds will be allocated each year to finance the capital costs associated with development, acquisition, construction and/or rehabilitation of permanent supportive housing for individuals with mental illness and their families, especially including homeless individuals with mental illness and their families. The new program, called the MHSA Housing Program, will also provide up to $40 million per year in capitalized operating subsidies.

· Proposition 46 (SB 1227, Burton) was passed by the voters in November 2002. With $2.1 billion in funding, at that time, it was the largest approved housing bond measure in the nation’s history.  The $2.1 billion bond is dedicated to affordable multi-family rental housing, rental housing with supportive services, emergency and longer term transitional shelter.  As of July 1, 2006, the HCD and CalHFA have awarded over $1.5 billion.  These funds will create, incentivize, or reward more than 97,000 rental and owner occupied homes and shelter spaces.  $910 million is allocated for the Multifamily Housing Program; awards to date produce, rehabilitate, and preserve nearly 11,500 (11,497) affordable rental housing opportunities.

Qualified Residences

The California Community Transitions Project Director and the Nurse Evaluator will work closely with the DHCS waiver administrators and State Department oversight staff to ensure that all Demonstration participants move into a community setting that meets the Federal definition of a “qualified residence.”

Community transition teams will work with each Demonstration participant to locate a community residence where they will receive waiver and/or State Plan health care services.  Their choices will include:

· A single family home, duplex, or condominium (owned or rented)

· A rental apartment with an individual lease with a landlord

· A subsidized housing unit or apartment regulated by Housing and Urban Development and County and/or City guidelines.

If Demonstration participant chooses to participate in the Assisted Living Waiver Pilot Project, health services will be provided by home health agency staff.  Home health agencies that provide ALWPP services in public subsidized housing must be approved and enter into a lend-lease agreement with the public subsidized housing management.  The California Department of Public Health’s Licensing and Certification Division licenses and monitors ALWPP home health agencies and requires a branch office in every public subsidized housing site that provides ALWPP services.

B.10
Continuity of Care Post Demonstration
The State will continue to provide home and community-based waiver and State Plan services to Demonstration participants after they have been in the Demonstration for 12 months to ensure continuity of care.  During the Demonstration participant’s enrollment period, the participant will be provided, based on need and service plan, with Qualified Home and Community-Based Services (HCBS), Demonstration and Supplemental Services for 365 days.  On the 366th day, the participant will continue to receive services at home under the State’s existing authority for the following waiver and State Plan services:
· Managed Care/Freedom of Choice; Section 1915(b)
The Transition Coordinators will ensure, as appropriate, that Demonstration participants will be enrolled into programs that ensure continuity of care, meet the Demonstration requirements and accomplish the purposes of the Demonstration.
1. The PACE program (State Plan Amendment No. 02-003) offers and manages all medical, social, and long-term care services that enrollees require to preserve or restore their independence, to remain in their homes and communities, and to maintain their quality of life.  One of most notable features of the program is the PACE center which co-locates a primary care clinic and an adult day health care center as the primary means of delivering the full range of medical and long-term care services to enrollees.  At the heart of the model is the interdisciplinary team, consisting of professional and paraprofessional staff who assess enrollee’s needs, develop care plans, and deliver and arrange for services, which are integrated for a seamless provision of total care.

Individuals must be 55 years of age or older to enroll in PACE, live within the program service area, meet California’s criteria for nursing home level of care and be able to live safely in the community without jeopardizing his or her health and safety.  PACE programs receive a monthly capitated payment from Medicare and Medicaid for all eligible enrollees.  Currently, these programs are operational in four counties: Los Angeles, Sacramento, Alameda, and San Francisco.

2. The SCAN health plan [a section 1115 demonstration being converted to an ongoing State contract under section 1915(a)], a social health maintenance organization (S/HMO), expands coverage for community-based long-term care and is designed to keep older adults who have one or more functional impairments living at home as long as possible.  The program integrates medical, social and long-term care services and merges the HMO concepts of capitation, financing and provider risk sharing with the case management and support services concepts of long-term care providers.  SCAN offers a comprehensive senior health plan that includes routine physicals, hearing exams, and prescription drug coverage.  It also includes personal care services that range from light cleaning to transportation and escorts to members who are eligible for nursing home placement.  A modest amount of nursing home care is added, in a controlled manner, and these services are linked as part of a complete medical care system.

Individuals must be 65 years of age or over and eligible for Medicare Part A&B.  SCAN is one of the original demonstration sites and has been operating since 1985.  From its headquarters located in Long Beach, SCAN serves individuals who reside in certain areas of Los Angeles, Riverside and San Bernardino counties.  The Centers for Medicare & Medicaid Services and the Department of Health Care Services hold contracts to provide services to Medicare and Medi-Cal members.

3. CalOptima, a 1915(b) waiver, is one of five County Organized Health Systems (COHS) – Health Insuring Organizations of California (HIO) with a long history of commitment to developing home and community-based supports to enhance the delivery of care across the continuum for the State’s most vulnerable population.  CalOptima has worked toward an integrated care model by taking responsibility for the Medi-Cal long-term care benefit, implementing a Multi-Purpose Senior Services Program (MSSP) site, working collaboratively with the State over the years to advance a 1915(c) waiver for home and community-based services, and most recently, launching a Medicare Advantage Special Needs Plan, called OneCare, to serve dually eligible members living in Orange County.

· Home and Community-Based; Section 1915(c)

Under existing law, the DHCS has obtained various waivers of Medicaid provisions generally aimed at enabling more Medi-Cal recipients to obtain the necessary services to reside in community settings instead of receiving services in inpatient facilities.  The Transitions Coordinators’ role is to ensure participants are enrolled in the appropriate waiver, as applicable, after the 12-month Demonstration enrollment period ends.

The following home and community-based services (HCBS) waivers will be available for Demonstration participants to ensure continuity of services:

1. The Nursing Facility/Acute Hospital (NF/AH) waiver combined three HCBS waivers and became effective 1/1/07.  Welfare & Institutions Code section 14132.99 (Senate Bill 643, Statutes 2005, Chapter 551) added 500 additional waiver slots beyond those currently authorized; 250 of these slots are reserved for people who prefer to transition out of a nursing facility and for acute care hospital patients who are pending placements in a nursing facility.  DHCS administers this waiver directly through State-employed nurses who oversee beneficiaries’ services and providers who bill through fee-for-service Medi-Cal.

2. The Multipurpose Senior Services Program (MSSP) waiver provides HCBS to persons who are: 1) age 65 years and older, 2) eligible for placement in a nursing facility or intermediate care facility, and 3) currently eligible for Medi-Cal services.  The California Department of Aging administers this waiver through an Interagency Agreement with DHCS.
3. The Assisted Living Waiver Pilot Project (ALWPP) provides Home and Community-Based Services as an alternative to long-term nursing placement to Medi-Cal beneficiaries over the age of 21 in either of two settings:  a Residential Care Facility for the Elderly; or in Publicly Subsidized Housing with a home health agency providing assisted care services.  DHCS administers this waiver directly by working with care coordinators and service providers paid through fee-for-service Medi-Cal.
4. The Home and Community-Based Services Waiver for persons with developmental disabilities (DD Waiver) provides home and community-based services to persons who have a developmental disability.  The California Department of Developmental Services administers this waiver through an Interagency Agreement with DHCS.
5. The Acquired Immune Deficiency Syndrome (AIDS) waiver provides Home and Community-Based Services persons who have mid-to-late stage HIV/AIDS disease.  The Department of Public Health administers this waiver through an Interagency Agreement with DHCS.
· Research and Demonstration; Section 1115

The In-Home Supportive Services Plus (IHSS Plus) waiver provides elders and persons with disabilities an array of self-directed personal care assistance.  These optional services are fitting for beneficiaries whose spouse provides their personal care services—or their parents for minor children— or who prefer to receive a restaurant meal allowance or advance pay for services.  The IHSS Plus waiver services are provided statewide and are not available under the State Plan services discussed below.
The California Department of Social Services Adult Programs Branch is responsible for the administration of the IHSS Plus waiver and provides oversight activities in conjunction with DHCS through an Interagency Agreement.

· State Plan Services
Personal care service is an optional Medi-Cal benefit and is provided in each county of the State.  The Personal Care Services Program (PCSP) is generally referred to as In-Home Supportive Services (IHSS).  PCSP State Plan services and the IHSS Plus 1115 demonstration waiver are administered as parallel benefits by the California Department of Social Services (CDSS).  PCSP is an entitlement with no enrollment cap for all eligible beneficiaries who are at risk for placement in an inpatient facility because they are unable to remain safely in their own home without assistance.  Services offered include domestic and related tasks such as laundry, shopping, meal preparation, light housecleaning; personal care services such as assistance with feeding, bathing, and walking or moving from one place to another; transportation to and from medical appointments; and certain paramedical services ordered by a physician.

IHSS is operated at the county level in accordance with the California Welfare and Institutions Code.  CDSS and the counties share administrative responsibilities for the IHSS program.  CDSS oversees the IHSS data and payroll system, known as the Case Management and Information and Payroll System, serves as the payroll agent for the IHSS providers, and writes the IHSS regulations.

County staff determine beneficiaries’ program eligibility and the number of hours and type of services each individuals’ needs.  The maximum number of monthly PCSP hours that can be authorized is 283.
Section C – Organization and Administration

State Organizational Structure

The mission of DHCS is to protect and promote the health status of Californians through the financing and delivery of individual health care services.  DHCS is the single State Medicaid agency and one of 13 departments within the California Health and Human Services Agency (CHHSA).

The CHHSA Secretary administers State and Federal programs for health care, social services, public assistance and rehabilitation, informs Governor Schwarzenegger’s administration about the current health and human services issues, and provides leadership in developing future initiatives.  CHHSA established the Olmstead Advisory Committee to assist in identifying issues, barriers and potential policies for the Administration to consider as the State moves forward with Olmstead implementation, and to support and provide guidance for projects such as California Community Transitions.

California Community Transitions is consistent with:

· The Administration’s focus on health care access and reform, and commitment to increasing access to home and community-based services as an alternative to care in a health care facility care.

· The principles set forth in the Supreme Court’s Olmstead Decision—to increase consumer choice and control for elders, older adults, persons with disabilities and chronic illnesses, their family members and caregivers; and to ensure access to an appropriate array of insitutional and home and community-based long-term care supports.

· The recommendation of California’s Olmstead Advisory Committee to assist residents in health care facilities who prefer to live in a community setting.
· DHCS’s mission to protect and improve the health of all Californians and its strategic objective of fostering integrated service delivery by increasing collaboration across programs.
The California Community Transitions demonstration project is administered by the DHCS Long-Term Care Division, in coordination with the California Departments of Aging, Developmental Services, Housing and Community Development, Housing Finance Agency, Mental Health, Public Health, Rehabilitation, and Social Services.  Each of these State Departments provides services to specific populations or serves as a focal point for relevant issues concerning the Demonstration.

· The California Department of Aging serves as a focal point for Federal, State and local agencies that serve elders and adults with disabilities; oversees Older Americans Act programs through 33 Area Agencies on Aging (AAA); and contracts with 41 Multipurpose Senior Services Program (a HCBS waiver) sites statewide.

· The California Department of Developmental Services (DDS) contracts with 21 Regional Centers to provide services and supports to children and adults with developmental disabilities, e.g., mental retardation, cerebral palsy, epilepsy, autism and related conditions.  (DDS operates a HCBS waiver.)

· The California Department of Rehabilitation (DOR) contracts with 29 Independent Living Centers (ILC) which work in partnership with consumers and other stakeholders to provide services and advocacy resulting in employment, independent living and equality for individuals with disabilities.  ILCs have expressed interest in becoming HCBS waiver providers and DOR and DHCS have jointly conducted trainings for ILCs during October and November 2007.

· The California Department of Social Services oversees county-based personal care services through the statewide In-Home Supportive Services (IHSS) program and the IHSS Plus section 1115 waiver.  Services are authorized by county social workers.

· The California Department of Mental Health provides leadership for local county mental health departments, evaluates and monitors public mental health programs—including caregiver resource centers, administers Federal and State funds for mental health programs and services (1915(b) waiver for county-based Specialty Mental Health plans), and is responsible for the care and treatment of the severely mentally ill at the five State mental hospitals and acute psychiatric programs.

· The California Department of Public Health operates the Acquired Immune Deficiency Syndrome Waive (a HCBS waiver), and oversees statewide arthritis, Alzheimer’s disease, and other chronic disease and wellness programs and services.

· State housing partners include the California Department of Housing and Community Development, which administers, develops and advocates policies and laws to further housing and community development; and the California Housing Finance Agency, which supports the needs of renters and first-time homebuyers by providing financing and programs that create safe, decent and affordable housing opportunities for individuals within specified income ranges.

As discussed in section B.4, the 23-member California Community Transitions Advisory Committee plays a critical role in the development and implementation of the Demonstration.  The relationship between each of the partners is illustrated on the next page.


[image: image2]
Utilization of Community Transition Teams

County and community-based organizations throughout the State have an opportunity to participate in the Demonstration.  DHCS will identify lead organizations or individuals who wish to participate in forming local transition teams in up to ten regions of the State.  DHCS will enter into a Memorandum of Understanding (MOU) with each lead organization.  The MOU will outline roles and responsibilities and will transmit the requirements of the Demonstration.  Core activities of the lead organizations will be to:

· Form a local interdisciplinary team with members familiar with home and community-based long-term care services, including representatives from local community-based advocacy organizations with expertise in transitioning individuals from inpatient facilities (hospitals, nursing/subacute facilities and intermediate care facilities for the developmentally disabled) to community living arrangements.  Lead organizations can have one or more teams.
· Identify a Transition Coordinator on each team.

· Work with specific inpatient facility staff and their residents.

· Identify and interview inpatient facility residents (and their surrogate decision makers) who prefer to relocate to the community with services and supports.

· Provide information for inpatient facility residents to make decisions about relocating (or not) based on their personal preference.

· Coordinate information, services and supports that support an individual’s plan for relocating (transitioning) – for example, re-applying for income support, searching for appropriate affordable housing, planning services and supports, coordinating Medi-Cal eligibility changes, performing home safety evaluations and facilitating home modifications, if necessary, and other aspects of the discharge plan.

· Follow-up with Demonstration enrollees regarding quality of life and continuity of care.

· Gather and maintain required consumer data, including cost data.

Demonstration Year 1 (January 1, 2007 through December 31, 2007) has been dedicated to developing the draft Operational Protocol with the 23-member Transition Advisory Committee including representatives from other State departments and interested persons.  Once the Operational Protocol has been approved, local lead organizations will be selected, and eligible persons can be enrolled in the Demonstration.

In November 2007, DHCS began recruiting for lead organizations interested in facilitating a community transition team in Year 2 (approximately March 2008, pending CMS approval, through December 31, 2008).  The focus for Year 2 is to engage organizations with recognized experience with individual inpatient facility residents in planning and carrying out successful transitions to community living.  DHCS plans a second recruitment to identify regions for Years 3, 4 and 5.  This two-step recruitment opportunity will enable regions with varying levels of capacity and commitment to consider and re-consider their interest in the Demonstration.  The recruitment for regions for Years 3, 4 and 5 will likely occur in or around July 2008.

Implementation of the Demonstration at the local level will require the following components:

· Community Transition Teams (CTTs).  Lead organizations will be responsible for organizing their CTTs, comprising key HCBS program providers including MSSP, Linkages, Independent Living Centers, Regional Centers, Ombudsman programs, IHSS/County programs, public authorities, nursing facilities, hospitals, housing authorities, transportation services, area agencies on aging, California Caregiver Resource Centers, Aging and Disability Resource Connection programs and other community-based organizations involved with provisions of services to elders and adults with disabilities.  All CTTs will utilize existing claiming and reimbursement mechanisms, as appropriate (e.g., Targeted Case Management (TCM), HCBS waivers, IHSS, MSSP, and other non-Medi-Cal home and community-based programs), to structure demonstration services.

· Transition Coordinators.  Each CTT will be staffed by Transition Coordinators who will act as case managers/service coordinators.  These Transition Coordinators will be responsible for the one-on-one work with facility residents (and/or a surregate decision maker, if the resident cannot participate on his/her own) to determine housing, medical service needs, support needs, availability of informal supports, and potential cost of services for community placement.  Additionally, the Nurse Evaluator II within the Long-Term Care Division will provide guidance to Transition Coordinators to identify the appropriate HCBS waiver and other needed long-term care support services, and to work with the CTT Transition Coordinators on transition planning and staff training.  Demonstration participants will be informed of and involved with every aspect of the demonstration decisions, especially direct service decisions.

· Culturally and linguistically appropriate education and outreach activities that will inform consumers of home and community-based alternatives to nursing facility and other institutional placement.

· A formal plan to implement the assessment and transition processes in designated facilities.

Once proposals from interested regions have been received, DHCS staff and a panel of Transition Advisory Committee members, technical advisors and stakeholders will use criteria to select regions for Year 2.  Year 2 teams will work with DHCS and the Transitions Advisory Committee to provide technical assistance based on past successes with local individuals transitioning from inpatient facilities.  These Year 2 teams will assist DHCS in training other teams, for a total of 10 teams statewide, for Years 3, 4 and 5.  Every effort will be made to include interested stakeholders at every stage of the demonstration.

DHCS Demonstration Project Team (State staff)
The California Community Transitions project team is located in the Department of Health Care Services’ Long-Term Care Division (LTCD).  The LTCD is responsible for administering HCBS waivers as follows:

· Direct management of the In-Home Operations and Nursing Facility/Acute Hospital waivers, including program eligibility determinations, authorization of services and implementation of quality assurance activities.
· Collaboration with the Department of Developmental Services in the monitoring and oversight of the Developmentally Disabled waiver including conducting joint onsite visits to Regional Centers, beneficiaries, and providers of services.
· Collaboration with the California Department of Aging in the monitoring and oversight of the Multipurpose Senior Services Program (MSSP) waiver, including conducting onsite visits to local MSSP sites and beneficiaries;
· Collaboration with the Department of Social Services in the monitoring and oversight of the PCSP and the IHSS Plus waiver.
Conveniently, the Project Team is physically located within close proximity of the waiver administration staff, which provides the opportunity for close collaboration with existing systems and programs.  Coordinated efforts will require meets, gathering data, and providing technical assistance across the Long-Term Care Division.

Existing Staff

1. The Long-Term Care Projects Unit Chief (Health Program Manager I) has served as the full-time Interim Project Director since June 1, 2007; credentials are provided below.

Betsi Howard
EMAIL: betsi.howard@dhcs.ca.gov
PHONE: (916) 440-7544

EDUCATION

Advanced to Candidacy for a Master of Arts in a Special Major (Gerontology/Public Policy and

Administration), February 2006, California State University, Sacramento.

Bachelor of Arts (Business Administration), May 1986, National University, La Jolla, CA 92037

Associate of Arts (Liberal Arts), May 1975, American River College, Sacramento, CA 95841

PROFESSIONAL EXPERIENCE
CHIEF, LONG-TERM CARE PROJECTS UNIT

INTERIM PROJECT DIRECTOR, CALIFORNIA COMMUNITY TRANSITIONS (6/1/2007 – Present)

California Department of Health Care Services ▪ Sacramento, CA

· Coordinate and oversee all aspects of the project team developing the Operational Protocol for the Money Follows the Person Rebalancing Demonstration, “California Community Transitions.”

· Develop internal and external collaborations and strategies to advance the Demonstration.

· Participate in CMS-sponsored semi-monthly training teleconferences.

CHIEF, HOSPITAL FINANCING DATA UNIT (5/9/2006 – 5/31/2007)

California Department of Health Services ▪ Sacramento, CA

· Managed and trained six team members performing duties required to implement the section 1115 Hospital/Uninsured Care Demonstration.

· Held direct responsibility for all written material generated by the team, e.g., new procedures, quarterly and annual reports, bill analyses, response letters to Legislators and Legislative staff, hospital associations, public inquiries, and Public Records Act Requests.

· Participated in frequent meetings with executive management, stakeholders, and CMS staff regarding issues relating to the status and progress of the Demonstration.

RESEARCH ANALYST II – (4/1/2005 – 5/8/2006)

California Department of Health Services ▪ Sacramento, CA

· Explored, identified, and resolved issues related to development of a new section 1115 Demonstration.

· Researched, interpreted, and reported findings on issues related to relevant public policy issues.

· Drafted briefings, controlled correspondence, provider bulletins, and other documents related to the Demonstration.

RESEARCH ANALYST II (4/1/2003 – 3/31/2005)

California Department of Health Services ▪ Sacramento, CA

· Researched and assisted with drafting and implementing legislation for a new rate-setting methodology for free-standing nursing facilities.

· Analyzed long-term care legislation, drafted sensitive correspondence, attended public meetings

· Monitored consulting contracts to ensure contract compliance.

OMBUDSMAN PROGRAM CONSULTANT – (2/1/03 – 3/31/2003)

California Department of Aging ▪ Sacramento, CA

· Participated in the mandatory 50-hour certification training required to be a Long-Term Care Ombudsman.

· Served as Ombudsman Program lead with the Department of Health Services' Licensing & Certification program.

SUPPORTIVE HOUSING SPECIALIST – (8/27/2001 – 1/31/2003)

California Department of Aging ▪ Sacramento, CA

· Designed and conducted outreach presentations and workshops.

· Developed outreach materials including a public service announcement for television, a "California Directory of Home Modification and Repair Services," a four-week internet-based curriculum with the National Resource Center on Supportive Housing and Home Modification in the Andrus Gerontology Center at the University of Southern California, and a concept paper on Consumer Awareness/Acceptance.

· Served as a consultant at three Annual Sessions of the California Senior Legislature.

PROJECT/PROGRAM COORDINATOR – (7/14/1997 – 7/2/2001)
Eskaton ▪ Carmichael, CA
· Facilitated events, workshops, and fundraising efforts for this non-profit company's complete line of community services: Continuing care retirement communities; skilled nursing, assisted living, and low-income housing facilities; adult day health care and home care programs; and community services.

· Completed quality information surveys by telephoning discharged skilled nursing facility residents.

· Facilitated a weekly eight-hour orientation for all new employees, which included administrators (SNF, RCFE, Housing), clinical staff (RN, LVN, HHA, CNA, PT/OT), maintenance, and all support staff.

INFORMATION OFFICER and OFFICE ADMINISTRATOR – (4/6/1992 – 7/10/1997)
Area 4 Agency on Aging ▪ Sacramento, CA
· As Information Officer for 2.5+ years, represented the Agency at local, and occasionally, statewide meetings. Acted as the primary contact for inquiries from the general public. Responsible for content, design, and publication of the Agency's quarterly newsletter, annual report, and fact sheets. Chaired conference/workshop committees within the community, including the Sacramento County Mental Health Board.

· As Office Administrator, coordinated workflow from fiscal, program, and administrative staff. Assisted with provider contract process ensuring inclusion of provider-specific data. Supported the 35-member Advisory Council and the 17-member Governing Board by arranging activities and distributing all communications in compliance with the Brown Act. Volunteered as Floor Clerk for the California Senior Legislature Annual Session.
PROFESSIONAL AFFILIATIONS
Gerontology Advisory Board, American River College (Member since 1998)
Sigma Phi Omega National Honor and Professional Society, Gamma Chi Chapter (Member since 2006)
Eskaton Member (Term ending 2011)
2. Associate Governmental Program Analyst/Research Analyst II
The Analyst position must be knowledgeable concerning State and Federal laws, regulations, and policies, and is skilled in managing contracts.  Upon approval of the Operational Protocol, the Analyst will also:

a. Be responsible for meeting Demonstration requirements for Federal funds claiming and reporting on use of Federal funds.

b. Develop reporting requirements and provide technical assistance to stakeholders.

c. Establish and maintain effective working relationships with staff from numerous DHCS divisions including Information Technology Services, Budgets, Accounting, and Fiscal Forecasting to ensure access to fiscal and programmatic data and consistency with claiming Federal financial participation.

d. Coordinate and monitor the Demonstration’s cost savings impact to the Medi-Cal program.

e. Provide technical assistance and perform analysis on complex accounting documents to prevent duplication of payments.

f. Ensure consistency of reporting Medi-Cal expenditures under the Demonstration’s benchmarks, drawing upon data from multiple existing Medi-Cal systems.

Additional DHCS Staffing Plan – Currently Recruiting

DHCS is in the process of securing additional positions through the State’s Budget cycle.  Two permanent full-time positions have been secured specifically for the Demonstration, a Project Director (Health Program Specialist I) and a Nurse Evaluator II.  This will enable DHCS to accelerate enrollment growth in home and community-based waivers in a manner that is consistent with the Olmstead Decision, and that meets the needs of elders and persons with disabilities.

Full-Time Project Director (Health Program Specialist I) will be responsible for:

1. Overall project administration, including project planning, coordination with internal and external partners, development of local project selection criteria, conducting the local project selection process, as well as coordination, monitoring, evaluation and reporting functions.

2. Executing the Operational Protocol.

3. Providing technical assistance to local partners and other partner departments.

4. Convening regular meetings of the Transitions Advisory Committee.

5. Acting as liaison with other State department partners.

6. Fostering important intradepartmental relationships.

7. Monitoring implementation of local projects and project outcomes.

8. Ensuring compliance with all federally required Demonstration and reporting requirements.

Full-time Nurse Evaluator II will:

1. Oversee the Preference Interview process and the transition planning activities of the Community Transition Teams.

2. Monitor the quality and effectiveness of the Community Transition Teams.

3. Work closely with the local Transition Coordinators who will facilitate waiver enrollment and ensure services are in place in the community to meet the needs of Demonstration participants.

4. Provide guidance, training, technical assistance and evaluation of local activities, including:

· Consulting with hospital discharge planners and field staff to coordinate safe placement into the community. 

· Researching best practices from CMS Nursing Home Transition programs;

· Creating clear and concise transition marketing materials to be distributed to hospital patients awaiting transition to a SNF, SNF residents, family members, and facility administrators.

· Developing and presenting workshops for nursing home administrators and social workers to educate them on the benefits of the waivers and the process for deinstitutionalization;

· Conducting outreach to hospital discharge planners and developing a process for reaching seniors and disabled persons who have been rehabilitated and, as such, can transition to community-based settings;

· Identifying potential SNF residents and their families;

· Serving as a resource for issues around transition;

· Providing direct technical assistance to resolve problems related to the most complex and sensitive transition cases; and,

· Collecting data and preparing reports on SNF length of stay and other factors to help determine cost effectiveness.

The Nurse Evaluator will work with local teams on service planning and waiver enrollment issues that will allow Demonstration participants to safely return to, and remain at home or in, a community setting.

Demonstration Reporting

The Demonstration project team will compile Federal quarterly, semi-annual and final reports, and any additional program and financial reports requested by CMS.  The team will use existing software to capture and monitor expenditures, eligibility and caseload data, and will work with staff from DHCS Accounting, Budgets, and the Fiscal Intermediary and Information Technology Systems Divisions.  This may include analysis and interpretation of complex financial, benefit, user and caseload and expenditures data related to Demonstration participants.  The project will draw conclusions and make recommendations to DHCS management.  Reports on transition of individuals will contain a variety of data like disability, age, waiver choice, location of participant, and special needs.

Project staff will also develop communications protocols and maintain liaison contacts with State partners, including the Departments of Aging, Developmental Services, Housing and Community Development, Housing Financing Agency, Rehabilitation, and Social Services, and with the California Health and Human Services Agency, including the Olmstead Advisory Committee.

Section D – Evaluation
The State does not propose to administer a distinct evaluation of California Community Transitions.  Demonstration participants will, however, participate in the federally required Quality of Life Survey and in quality improvement activities that DHCS carries out in the course of overseeing Home and Community-Based Services waivers.

State Department representatives providing technical assistance and support:


Aging


Developmental Services


Housing and Community Development


Housing Finance Agency


Mental Health


Rehabilitation


Social Services





Arnold Schwarzenegger


Governor





California Health & Human Services Agency


Olmstead Advisory Committee and interested persons





Community-Based subject matter experts representing for-profit and not-for-profit organizations:


Acute and long-term care service providers


Advocacy organizations and associations


County departments


Public authorities


Managed care plans


Consumers





California Community Transitions





Dept. of Health Care Services


—Single Medicaid Agency—


Demonstration Project Team





Department of Health Care Services


Sandra Shewry


Director








� The DRA section 6071 defines “inpatient facility” as a hospital, a nursing or subacute care facility, or an intermediate care facility for persons with a developmental disability.


� “Caregivers are broadly defined as family members, friends, or neighbors who provide unpaid assistance to a person with a chronic illness or disabling condition,” CMS Support for Caregivers, September 2007, accessed October 27, 2007 at � HYPERLINK "http://www.cms.hhs.gov/partnerships/downloads/CMSCaregivers91907.pdf" ��http://www.cms.hhs.gov/partnerships/downloads/CMSCaregivers91907.pdf�


� “Personal Attendant means a provider who is employed by the recipient...”  California Dept. of Social Services Manual, accessed October 31, 2007 at � HYPERLINK "http://www.dss.cahwnet.gov/getinfo/pdf/ssman2.pdf" ��http://www.dss.cahwnet.gov/getinfo/pdf/ssman2.pdf�


� Institutional Deeming is a special Medi-Cal eligibility rule that considers only the personal income and resources of a person under the age of 18 or a married adult who is otherwise eligible for the Waiver. This allows a person who meets the criteria above to be determined as eligible for Medi-Cal regardless of his or her parent’s or spouse's income and resources.


� Federally defined categories are used in this section to ensure proper reporting under this federal demonstration.


� Dr. Jack Schnelle, Director, UCLA Borun Center for Gerontological Research and subsequently, Dr. Dan Osterweil, Professor of Medicine & Geriatrics


� Dr. Kate Wilber, Professor of Gerontology


�  An inpatient health facility is a hospital, a nursing or subacute care facility, or an intermediate care facility for persons with developmental disabilities


�  See � HYPERLINK "http://www.dhs.ca.gov/maa/WebPages-MAA-LEC/MAADescription.htm" ��http://www.dhs.ca.gov/maa/WebPages-MAA-LEC/MAADescription.htm�


�  Reimbursable under the Medi-Cal Administrative Activities (MAA) program; for more information, refer to � HYPERLINK "http://www.dhs.ca.gov/maa/WebPages-MAA-LEC/MAADescription.htm" ��http://www.dhs.ca.gov/maa/WebPages-MAA-LEC/MAADescription.htm�


� Stay Well and Healthy! Project for adults with traumatic brain injury and other acquired disabilities. 


� From the Department of Health Services, Licensing & Certification program Informed Consent Bulletin, August 2003


� California Code of Regulations, Title 22, §72528 (Nursing Facility) and/or §73524 (Intermediate Care Facility)


� For information on becoming a Medi-Cal provider, contact DHCS, Long-Term Care Division, P.O. Box 997437, MS 4502, Sacramento, CA 95688-7437; telephone (916) 552-9105, or IHOwaivers@dhs.ca.gov





PAGE  

