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Emerging Step-by-Step Transition
Models

Overview

» AOA and CMS Vision

» Purpose of ADRCs

» Operational Components of ADRCs

» ADRC Role in Nursing Facility Transition

» Nursing Facility Role in Nursing Facility Transition

» Step-by-Step Transition Models

» State and Local Innovation

» Where to go for more information and helpful resources
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Presenter
Presentation Notes
ADRC and MFP share the same vision of:

Person-centered services and supports
Choice, control and independence
Access to a full range of services and supports
Trusted and transparent service delivery, and 
A system that is flexible to serve all people of all ages and all disabilities/conditions

MFP can help ADRCs build the core components of a fully functioning system.  ADRCs can help MFP programs move toward a balanced delivery system.  The two programs share the same vision and many core goals!
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Background and Purpose of ADRC

Why do we need ADRCs?

Service System Challenges ADRC Solutions
» Increase in demand » All populations and income levels served-
» Reduced service focus on FUNCTION, not AGE or
» Fragmented systems » Seamless system from consumer
» Not sure how to access perspec_tlve o _
» Confusing > Ir)tegr_a_ltlon of/c_:oo_rdlnathn across aging,
disability, Medicaid service systems
» Lacks focus on > F | hi d enh q
consumer orma pa_rtners ips and enhance
i : collaboration
» Institutional bias _ .
_ » High level of visibility and trust
» Demographic changes

» Options counseling/decision support

» Proactive intervention into LTSS
pathways
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Background and Purpose of ADRC

AoA and CMS view ADRCs as the platform to:

» Catalyze broader systems change
» Promote participant-direction
» Build stronger partnerships across siloed LTSS networks

» Facilitate during transitions from hospitals and other acute
care settings

» Assist with institutional transitions

» Pioneer and implement new initiatives (e.g., Veteran-Directed
Home and Community Based Services, MDS 3.0 Section Q)

AcA
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Background and Purpose of ADRC

Partnerships-a Key Cornerstone

ADRCs have an average of:

o

It's The Network™"
14 formal partnerships with 17 ru
Individual organizations at
the program/local level (e.g.

center for independent living) More a network

Formal partnerships with 14 than a place or an
different types of

organizations at the state entity.
level (e.g. Medicaid agency)

Nursing Facilities can, and

should, have a partnership
with the ADRC too!
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Background and Purpose of ADRC

ADRC Coverage as of February 2012

. 100% of population ::
22 states/territories

75-99% of population ::
8 states/territories

50-75% of population ::
5 states/territories

25-50% of population ::
13 states/territories

. 1-25% of population ::
4 states/territories

0% of population ::
4 states/territories

Northern
Marianas

Guam
Puerto Rico '
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ADRC Operational Components

ADRCs can help with Nursing Facility Person-Centered

Planning Efforts

ADRCs can:

» Promote education and outreach with nursing facilities on transition
and resources including completion of Section Q.

» Provide information to nursing facility residents on programs and
available community resources including encouragement and
dialogue with families/guardians on community living options.

» Make referrals to programs and resources as needed including
referrals resulting from MDS 3.0 Section Q

» Provide options counseling.
» Engage in person centered planning with the resident and nursing

facility.
U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES, ADMINISTRATION ON AGING, WASHINGTON DC 20201
PHONE 202.619.0724 | FAX 202.357.3555 | EMAIL AOAINFO@AOA.GOV | WEB WWW.AOA.GOV
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ADRC Operational Components

Information, Referral and Awareness

» Outreach and Marketing
» Systematic Processes Across all Operating Partners

» Comprehensive Resource Database

O Includes information about the range of long term support options, providers,
programs, and services available

Established Inclusion/Exclusion policies
Accessible to the public via searchable and accessible website
Consistent and Uniform Information available across sites

O Centralized maintenance and statewide coverage are preferable
» Marketing to and Serving Private Paying Populations

» Follow-up

ADRC I, R and A is an excellent resource for residents in nursing
facilities! A@)A\
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Presentation Notes
In addition to I, R and A as well as OC, ADRC’s provide:

Streamlined Eligibility Determination for Public Programs
Consumers shouldn’t have to:
Go somewhere else or call another organization or agency	
 Repeat same information over and over
 Worry about getting “lost in the system”

ADRCs provide :
A single, standardized entry process
A coordinated process for determining both financial and functional eligibility 
Uniform criteria across sites to assess risk of institutional placement
Tracking of applications in process
Follow-up to individuals on service waiting lists 
Follow-up after eligibility determination for both approved and denied applicants
Streamlined Eligibility Determination for Public Programs:
Best Practice State Examples
Function
Progress
Resource database
37 states have statewide web-based directories available to consumers and service providers
Functional eligibility 
40% of ADRCs have co-located Funct. Elig. staff
Financial eligibility
25% of ADRCs have co-located Fin. Elig. staff
Medicaid application 
34 states have applications available on-line
Medicaid application submission
7 states allow applications to be completed on-line and submitted electronically
Consumer decision tool
Available on-line in 16 states; 15 states developing technology
Portable technology
8 states use laptops in the field; 3 include portable document scanners and photography
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ADRC Operational Components

Options Counseling

Definition (from draft National Options Counseling Standards)

... An interactive, decision-support process whereby individuals
are supported in their deliberations to make informed long-term
support choices in the context of their own preferences,
strengths, and values. The process may include developing action
steps toward a goal or a LTSS plan, and, when requested,
assistance in accessing support options. It also includes
following-up with the individual. Options Counseling is available

to all persons regardless of their income or financial assets.

AcA
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ADRC Operational Components

Options Counseling

Essential Components of Options Counseling include:
» a person-centered interview,

» identification of desired and available options (including informal
supports and public, and private resources),

» a facilitated decision-support process (weighing pros/cons of various
options),

» assistance, as requested, to develop an action steps plan or LTSS
plan that is directed by the individual,

» connections to services and supports when requested, and
» follow-up.

ADRC Options Counseling is an excellent tool to help wigth persan-
centered planning!
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ADRC Operational Components

Options Counseling

Options Counselor Potential Cross Project Applications

Options Counselor Competencies

Care Money

VD-HCBS - Participant-
Transitions . p Follows the
Support N Directed
Transitions Person
Broker Counselor .
Coach Coordinator

*Options Counselors include case/care managers and service coordinators from
AAAs, ADRCs, and other service providers.
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ADRC Role In Transition

Person-Centered Transition Support (Institutional Transitions):

» ADRCs play a critical rolein » ADRC role includes:
nursing facility transitions O Screening, Identifying and
under the Money Follows the assessing candidates
Person Demonstration (MFP) in Q Providing Options Counseling

37 of the MFP states. ADRCs
are involved in nursing facility
transitions in another 4 states.

O Establishing service plans &
coordinating services

O Implementing service plans and

> Local Contact Agency for MDS facilitating access to HCBS
3.0 Section Q O Establishing/ strengthening quality
O ADRCisonly LCAin 12 assurance and CQI
states O Strengthening infrastructure to
O ADRC has been facilitate transitions
designated as one LCA O Educate/outreach to state
among many in 39 states agencies and NFs about MDS 3.0

Section Q E !
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ADRC Role in Transition
ADRC as Local Contact Agency




ADRC Role In Transition

» ADRCs can work with nursing facilities as a designated LCA and/or
as an information, referral and awareness resource and/or an
options counselor to non-Medicaid and Medicaid residents.

» ADRCs can help with transition and access to community supports
for long term stay discharges and short term stay discharges.

» ADRCs can, and often do, partner with nursing facilities to best meet
the needs and preferences of persons residing in facility based
settings. ADRCs can provide support to nursing facilities to manage
conflict between residents and families.

» ADRCs often partner with MFP and other state funded transition
programs to connect residents to all resources available.

AcA
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Nursing Facility Role in Transition

Role of Nursing Facilities in Person-Centered Planning

*The Lead Care Planner on the Discharge team
O Discharge Planning responsibility under CFR 483.20(1)(3).
O Complete the Care Area Assessment Tool titled “Return to
Community Living”.
O Conducts follow-up assessments and care planning to
support individuals in achieving the highest level of
functioning until the resident is discharged from the facility.

This includes collaboration in a thorough assessment of
needs and care planning to support the choice to return to

community.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES, ADMINISTRATION ON AGING, WASHINGTON DC 20201
PHONE 202.619.0724 | FAX 202.357.3555 | EMAIL AOAINFO@AOA.GOV | WEB WWW.AOA.GOV
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Person-centered planning is a process, directed by the participant, intended to identify the strengths, capacities, preferences, needs and desired outcomes of the participant. 
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Nursing Facility Role in Transition

» Role of Nursing Facillities in Person-Centered Planning
O Develops a comprehensive person-centered care plan for
each resident.

O Nursing facilities may be able to use their state’s MFP
Program or state funded only programs as tools in
developing the person centered plan.

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES, ADMINISTRATION ON AGING, WASHINGTON DC 20201
PHONE 202.619.0724 | FAX 202.357.3555 | EMAIL AOAINFO@AOA.GOV | WEB WWW.AOA.GOV
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Emerging Step-by-Step Transition
Models — VD-HCBS

’"L

AAA/ADRC schedules intake
assessment session with

Veteran. —
information.

i Using VAMC provided info &
Vet input, Vet-centered
assessment-of-need is
conducted (likely at Vet’s home).

- N

Establish payment

rate from VAMC to —

AAA. Amounts and

methodologies will AAA/ADRC establishes
depend on terms individual budget.

of the provider ‘

agreement.

v
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Emerging Step-by-Step Transition

Models — VD-HCBS

AAA /ADRC

[

= 0000009 Q
Vet-centered monthly service AAA/ADRC authorizes
plan developed by Vet with > spending plan and connects
assistance as needed or Vet to fiscal management
requested from AAA/ADRC or SETTEES,
its contractors.

o I —
Vet trains and supervises Vet hires employees and

employees with assistance 4— purchases goods and services
from AAA/ADRC. to fulfill his/her monthly — g=
service plan.

E AAA/ADRC meets periodically
! with Vet and Vet’s family to
+— | assess spending plan and
 —

| services & troubleshoot issues.

Vet approves time cards
’ and submits to fiscal agent
with receipts for purchases.
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Emerging Step-by-Step Transition
Models — VD-HCBS

Veterans Affairs Medical Center

VAMLC assesses Vet to = scenar ios
determine eligibility —  which would
using VA criteria. make Vet eligible

AcA
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Emerging Step-by-Step Transition
Models- VD-HCBS

Veterans Affairs Medical Center

Rejects
Services through
VAMC Extended

Care Provider
Arrangements

Vet referred to AAA/ADRC
with assessment —
information.

e
VAMC Extended Care Coordinator monitors VDHCBS services [ ﬁ ﬁ
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Emerging Step-by-Step Transition
Models - MFP
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Only showing this to give full view – spend time on slides 25-28


Emerging Step-by-Step Transition
Models - MFP
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Emerging Step-by-Step Transition
Models - MFP
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Emerging Step-by-Step Transition
Models - MFP
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Emerging Step-by-Step Transition
Models - MFP

—_—
Sl —— Throy —.. _ 7 -
— m\' ~ the peih;nuzag levels of the transition
o o E manage;‘q their team engages in Gi-<ss
ent, rj con
checks necessay b risk mitigaty dnual

w ] the right time

g
Post-Transition \

?uf/ ‘Communz't ﬂcfu&z’on
— = T

A <J
Lo U 2=

al v
Y
RV
) ”ﬂii

.I‘l,l
LY
gag
R, ]

Level Fouf

-~

—

et/

oy

‘v
i
Vag's
r A
A e

' ~ » )
\&M ..;;, wo

Administration on z’kging



»

Emerging Step-by-Step Transition
Models — ADRC/MFP Innovation

State and Local Innovation

» Connecticut: Co-Location of ADRC and MFP Staff

» Maryland: ADRC/MFP Partnership in Support of Stakeholder and
Infrastructure Development

» Maryland: ADRC/MFP Partnership in Support of Stakeholder and
Infrastructure Development

» Missouri: ADRC/MFP Partnership in Support of MDS 3.0 Section Q
Education and Training

» Ohio: Building the “D” In ADRC
» Texas:. Engaging in Policy and Fiscal Resource Exchange


Presenter
Presentation Notes
Connecticut:  Co-Location of ADRC and MFP Staff
Through the ADRC/MFP Supplemental Funding Opportunity C Collaboration Grant Award funds, Connecticut MFP hired three staff to assist with the implementation of MDS 3.0 Section Q.  The three staff are located within the same location as ADRC contractors and perform the following functions: Establish relationships with local community providers, local access agencies, local DSS social workers and other organizations;  Serve as liaison between the providers, access agencies, DSS social workers, other community based organizations and the State's transition program; Establish relationships with key staff within nursing homes who may assist with identification of individuals who are interested in transitioning; Conduct initial telephonic interview, assessment and complete intake paperwork with persons in nursing homes and or ICF/MR; Provide information regarding community options; Determine need for 1:1 follow up interview and/or priority transition status;  Assist each participant with eligibility process for Medicaid; Maintain effective communication with MFP central office staff;  Advocate on behalf of the participant; Coordinate initial planning efforts and make referrals to appropriate community resources including transition services.
Maryland: ADRC/MFP Partnership in Support of Stakeholder and Infrastructure Development
The Maryland Access Point (MAP) sites and Area Agencies on Aging (AAA) provide Program Education (Options Counseling), Application Assistance and Transition Case Management for eligible individuals transitioning from nursing facilities.  The MAP and AAA sites collaborate with peer mentor organizations (e.g. Centers for Independent Living), for outreach into nursing facilities. The Peer Outreach contractors refer individuals directly to the MAP or AAA. The MAP directors and the State Unit on Aging MAP staff participate in monthly stakeholder groups to evaluate the MFP program and to plan for new initiatives. MFP funding supports the services performed by local MAP and AAA sites as well as the development of new local MAP sites, cross-disability and person centered counseling training and the MAP web-based statewide searchable database (www.marylandaccesspoint.info). Additionally, the state is using the ADRC/MFP Supplemental Funding Opportunity C Grant award to develop standards for peer support programs in the MFP and MDS 3.0 programs. All MAP sites and programs providing long term services and supports are expected to adopt the peer support standards.
Missouri: ADRC/MFP Partnership in Support of  MDS 3.0 Section Q Education and Training
The Aging and Disability Resource Center is partnering with the Money Follows the Person initiative to create education and training curricula for those involved in and impacted by the application of the new MDS 3.0, Section Q.  The curricula is expected to address three key audiences:  1) Public education materials to inform people in long-term (LTC) care facilities and the general public of their rights and opportunities to pursue transition from LTC facilities to community living; 2) Education curriculum for the court system to inform judges and public administrators involved in guardianship about the rights and options of people either in or at risk of entering the LTC system; 3) Training curriculum for LTC staff to understand the rights of individuals in the LTC system to pursue community living, how to correctly administer the MDS 3.0, Section Q, and responsibilities regarding the proper administration and reporting of MDS 3.0, Section Q.
The MFP project director will work in conjunction with participating ADRC staff to review collected MDS Section Q data.  This data will be evaluated for appropriate administration and recording, accuracy of response, and changes in individual responses.  Nursing facilities exhibiting difficulties with the suitable administration of MDS 3.0 Section Q will be counseled on the discrepant areas and offered further training and technical assistance.
Ohio: �Building the “D” In ADRC
The MFP transition coordinators include Centers for Independent Living and Long-term Care Ombudsman, who are also partners in the development of Ohio's Aging and Disability Resource Network. The MFP program supports enhancements to the state's on-line public information and referral portal, Connect Me Ohio, in order to expand the breadth of information included in the tool. The ADRC and MFP project directors, along with key stakeholders, have discussed content for a 'Community Living Guide,' with the intent of including it in some electronic form within Connect Me Ohio.  The MFP is developing collaborative activities at the regional level, increasing the connectedness of the aging and disability systems (AAAs, CILs and other community partners) to create local housing and services cooperatives (LHSC) to benefit community living for all persons with disabilities. The LHSCs are led by Centers for Independent Living through an MFP sub-grant agreement and provide resources to integrate the “D” within ADRC.  The LHSC model includes development of cooperatives in the following areas: personal care assistance, home modification including development of a temporary ramp and assistive device loan program, housing, and transportation.
Texas:  Engaging in Policy �and Fiscal Resource Exchange
Texas is funding two ADRCs through 100% administrative funds and two ADRCs through CMS/AoA MDS 3.0 Section Q funding.
The two ADRCs funded through 100% funds will serve as the statewide local contact agencies for nursing facility residents who will spend down their resources and become eligible for the Money Follows the Person demonstration.  In this role, these two ADRCs serve as “virtual system navigators” assisting individuals by (1) providing options counseling; (2) exploring community options; and (3) facilitating access to services, programs and resources that will assist in the individual's relocation from the nursing facility back into the community. Additionally, these two ADRCs will provide preliminary identification of data needed to establish a formal tracking system and communication network.  They will provide information for a future procedure manual and training curriculum.
The two ADRCs funded through CMS/AoA MDS 3.0 Section Q funding will serve as local contact agencies along with the relocation contractors for the Medicaid population.  In this role, these two ADRCs will develop screening/referral protocols for options counseling practices specific to nursing facility residents who are relocating into the community and work to enhance resource databases associated with the options specific to their needs.  Finally, the ADRCs will create “train the trainer” curriculum to assist other Texas ADRCs in replicating these efforts.  Doing so will strengthen coordination between other ADRCs, ombudsmen, relocation contractors, area agencies on aging, centers for independent living, mental retardation authorities, mental health authorities, regional long-term services and supports offices, and managed care organizations.   
Texas is also establishing a new partnership for housing navigation through 100% MFP administrative funds. Four ADRCs will receive grants to develop key relationships with housing partners (e.g. public housing authorities), analyze complex housing policies and procedures, conduct an inventory of independent, integrated, accessible and affordable housing, contribute to local housing policies, and initiate local housing coalitions.

  


Emerging Step-by-Step Transition
Models

For more information, Visit:

Administration on Aging
http://www.ao0a.gov/AcARoot/A0A Programs/HCLTC/ADRC/index.aspx

Centers for Medicare and Medicaid Services
http://www.cms.gov/CommunityServices/

ADRC/MFP Collaborative Partnership Toolkit
http://www.adrc-tae.org/tiki-index.php?page=Sysint

The Transition Flow Diagrams are located at:

VD-HCBS
http://www.adrc-tae.org/tiki-index.php?page=NewVDHCBS

MFP

http://www.adrc-tae.orqg/
http://mfp-tac.com/

R Administration on Aging
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