Community Living Program Cooperative Agreements
(formerly known as the Nursing Home Diversion Modernization Program)
Announcement Resource Page
Below are links to reference materials and websites to serve as supplemental resources to information contained in the program announcement “Community Living Program: Supporting Independence and Choice in the Community.”  Resources highlighted in orange are links which will take you to the corresponding document or website.  Resources highlighted in blue have the corresponding document next to them in parentheses.  
IV. APPLICATION AND SUBMISSION INFORMATION
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2C. Project Narrative
· State Readiness Assessment & Gap Analysis for a Community Living Program (DOC)
ATTACHMENT G: Standards for a Community Living Program
A. Service Elements

a. Flexible Services that Follow the Needs of Individuals and their Family Caregivers

· Unlocking the Code of Effective Systems Change, ILRU
i.  Key Components of Systems Change (Off Site)
ii.  Hallmarks and Features of High Quality Community Based Services (Off Site)
iii.  Promoting Self-Direction and Consumer Control in HCBS Systems (Off Site)
b. Consumer Directed Service Options Including Cash & Counseling

· In-Home Supportive Services for the Elderly and Disabled: A Comparison of Client-Directed and Professional Management Models of Service Delivery (Off Site)
· Ahead of the Curve: Emerging Trends and Practices in Family Caregiver Support (Off Site)
· The Benefits of Consumer-Directed Services for Caregivers of Persons with Alzheimer’s Disease (PDF)
· Alzheimer’s Disease Demonstration Grants To States: The Usefulness of a Consumer Directed Voucher Program for Caregivers (Doc)
· Implementation Lessons on Basic Features of Cash & Counseling Programs (Off Site)
· [image: image2.emf]C:\Documents and  Settings\RNicholls\Desktop\Standards for Targeting Individuals at Risk of Nursing Facility Placement.doc

Cash & Counseling Website (Off Site)
c. Targeting Individuals at High Risk of Nursing Home Placement

· Standards for Targeting Individuals at Risk of Nursing Facility Placement (DOC) 

· Predicting elderly people’s risk of nursing home placement, hospitalization, functional impairment and mortality (PDF)
· Predictors of Nursing Facility Admission (Off Site)
· [image: image3.emf]C:\Documents and  Settings\RNicholls\Desktop\Standards for Targeting Individuals at Risk of Nursing Facility Placement.doc

Depressive Symptoms in Older People Predict Nursing Home Admission (Off Site)
d. Targeting Individuals at High Risk of Medicaid Spend Down

· Standards for Targeting Individuals at Risk of Medicaid Spend Down (DOC)

e. Complementing Informal Caregiving and Individual Resources

· Risk of Nursing Home Admission Among Older Americans: Does States’ Spending on Home- and Community-Based Services Matter? (Off Site)

· Ahead of the Curve: Emerging Trends and Practices in Family Caregiver Support (Off Site)
B. Systems Elements

a. [image: image4.emf]Criteria for a Fully  Functioning ADRC May07.DOC

Single Entry Points of Access to All Publicly Supported Long Term Care Programs

· Fully Functional Criteria for Aging and Disability Resource Centers (See Attachment F of Program Announcement)
· ADRC Interim Outcomes Report (PDF)

· State Project Evaluation Guidelines for Assessing ADRC Project Progress and Accomplishments (PDF)

· ADRC Website (www.adrc-tae.org)

· If you need assistance using any of the features on the ADRC website or help identifying specific resources, you may contact the ADRC Technical Assistance Exchange at adrc-tae@lewin.com.
b. Mechanisms that Promote and Support Consumer Directed Service Options

· Cash & Counseling Website (Off Site)

· Implementation Lessons on Basic Features of Cash & Counseling Programs (Off Site)
· HCBS Website (Off Site)
· CMS Independence Plus Webpage (Off Site)

c. Quality Assurance 

· A Guide to Quality in Consumer Directed Services (PDF)
· CMS’ HCBS Quality Framework (PDF)

· CMS’ Quality Requirements for HCBS Waivers (Off Site)

· Performance Outcomes Measures Project (POMP) Website (Off Site)
d. Performance Measurement and Evaluation

· Cash & Counseling Performance Indicators: Report Shells and Instructions (Doc)
· Community Living Brief: Evaluation as a Means to Sustainability in Real Choice Systems Change (PDF)
· Performance Outcomes Measures Project (POMP) Website (Off Site)
· State Project Evaluation Guidelines for Assessing ADRC Project Progress and Accomplishments (PDF)
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State Readiness Assessment & Gap Analysis for a Consumer Directed Nursing Home Diversion Program

States may find it useful to conduct a systems assessment and gap analysis in order to determine those areas in need of enhancement or improvement to effectively divert people at high risk of institutional placement and spend down to Medicaid.  This assessment should take into account all agencies and providers (both public and private) that participate in the long-term care delivery system in the state. Additional information and resources to assist in the development of this analysis can be found at the following websites:

· http://www.aoa.gov

· http://www.adrc-tae.org

· http://www.cashandcounseling.org

· http://www.hcbs.org 

· http://www.caregiver.org/ 


To be most useful, your systems assessment should involve key stakeholders in your state’s nursing home diversion efforts and should address the following areas:  


1.
The current long-term care support systems that provide institutional and home and community-based services including current funding streams used by your state to provide home and community-based services. 

2.
Any institutional diversion and/or transition programs or processes that are currently in operation to rebalance the state’s resources, i.e. to increase the use of home and community-based services rather than institutional long term care services, and any that include strategies to have money follow the individuals.    

3.     
The states current efforts, including any barriers encountered, to provide individuals with opportunities for consumer-directed services.

A. The level(s) of consumer direction offered (e.g. hiring own worker, agencies offer choice, flexible budget etc.)  


B. The state’s experience with Cash and Counseling or using a Cash and Counseling approach that includes individual budgets and spending plans, and working with third-party financial intermediaries in the delivery and payment of consumer-directed services


4.     
The status of improving access to long-term care support and services, including the development of single entry point systems such as ADRCs. In considering the areas below, identify those areas that need to be addressed in order to implement a fully functioning ADRC.  


A.
The provision of information and referral services and consumer/provider awareness of these services.  


B.
The provision of assistance services including long-term care options counseling.  

C.
The degree to which access to services is streamlined such that intake, assessment, and eligibility determination for all long-term care services are integrated or so closely coordinated as to appear seamless to the consumer.   

5.
Systems, procedures and policies in place to address (i.e., identify, monitor, resolve) quality assurance for individuals receiving home and community-based services and to provide continuous quality improvement.


6.
Laws, regulations and/or budget initiatives which have been created in your state to support long-term care reform, including single point of entry (e.g. Aging and Disability Resource Centers (ADRCs)), consumer-directed services (e.g. Cash & Counseling), and informal services and support (e.g. Family Caregiver Support Programs).

7.
Shortcomings – “gaps”-- in the current long-term care system the state could address through enhanced Nursing Home Diversion efforts.  

8.
The level of support for long-term care reform efforts and diversion activities (e.g. single point of entry, consumer-directed services, family caregiver support programs), including areas where consensus exists and where it is lacking.  Include in this analysis the type and level of support specifically from:

A.

Political and legislative leaders such as the Governor and key legislative 


officials; and

B.
State agency officials, key and influential leaders and organizations.

9.
Any barriers or specific challenges in your state, including legislative, policy, fiscal, managerial, and organizational, that might delay or impede the planning and implementation of a Nursing Home Diversion program. 


10.
Partnerships, collaborations or synergies – both existing and future – at  the state, regional and community level that will ensure the success of a Nursing Home Diversion program.


11.
How your state has used information technology to improve consumer access into your long-term care system.
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Standards for Targeting Individuals at Risk of Nursing Facility Placement

This document was developed in support of AoAs Choices for Independence Community Living Incentive – a nursing home diversion strategy.


The Community Living Incentive (CLI) gives states and communities greater flexibility under the Older Americans Act to help prevent or delay nursing facility placement for moderate and low-income older adults while promoting consumer directed care options.   Access to home and community-based services (HCBS) can forestall or prevent nursing facility placement for older adults. Researchers have concluded that a significant percentage of nursing facility residents could be treated in lower levels of care. 
 In almost all cases, states spend less per person on community services than on nursing facility services.


Nonetheless, maximum cost effectiveness of HCBS programs can remain elusive if programs do not identify those who would truly otherwise be in a nursing facility. Only a fraction of the participants in Medicaid HCBS programs would actually have entered a nursing facility in the absence of those services. As a result, in order for the Community Living Incentive to be able to deliver on its promise of preventing individuals from entering a nursing facility and spending down to Medicaid eligibility, the method for identifying and targeting individuals at risk of nursing facility placement becomes critical. 

Several studies have concluded that broadly expanding access to facility and community-based services does not reduce public expenditures for long-term care.
  Despite the challenges of achieving overall cost effectiveness, research suggests expanding well-focused HCBS programs targeted to people who exhibit potential for substitution between home and institutional care and for whom the correct mix of services is provided can reduce costs. 
  Thus, for the Community Living Incentive, an applicant’s proposed targeting criteria and program design will be carefully evaluated against the evidence provided by empirical research.  Applicants can also provide their own evidence that the strategies they will pursue will reduce or slow the growth of nursing facility utilization. 

Generally, research suggests that diversion programs should target people with the most significant functional and cognitive impairments because they are the most likely to otherwise enter a nursing facility.  However, functional status alone does not result in the need for nursing facility care; age, living alone, having an informal caregiver, poor cognitive status, and prior hospitalizations are all the factors positively associated with institutionalization.
  Also, key to a “true” diversion is identifying individuals who would have remained in a nursing facility for an extended period of time, not just for a post-acute episode (i.e., distinguishing short-stay and long-stay patients).  Using point-in-time assessments, especially at a time of hospitalization, can also complicate the identification of potential long stay nursing facility entrants because functional and health status can change significantly after a few weeks (e.g., individual who suffers a stroke).  As a result, depending on the initial circumstances, it may be appropriate to reassess individuals to make more accurate determinations of their risk of institutionalization.

The multiple risk areas can be grouped into four main domains:


1. Functional status which includes ability to perform activities of daily living and instrumental activities of daily living.


2. Health status which includes certain diagnoses (e.g., diabetes, falls related fractures), medical/skilled needs (e.g., nursing, therapies) and can be evidenced by a hospitalization or a prior nursing facility stay and the use of medications.


3. Cognitive/emotional status which includes cognitive impairments, impairments in decision-making ability, inability to make decisions to avoid injury in emergency situations, and depression.
, 


4. Informal support and the amount of burden placed on those supports often obtained through a caregiver interview.

In a review of 12 states’ assessment instruments, states use outcome decision criteria that describe how the assessment compares to the thresholds or eligibility criteria established by the state for the programs covered by the assessment instrument.
  A checklist, narrative observations of the interviewer, or a combination of both are used to determine the needs of, and services available to, the consumer. The eligibility decisions are based on the information obtained during the assessment process and the state’s method for scoring or weighting items, with some states having developed scoring algorithms to rank individuals on risk factors associated with nursing facility placement.  States that include medical factors in their criteria consider the type and frequency of the medical services received. Functional variables are typically rated as independent, supervision/cueing required, limited physical assistance, extensive assistance, or totally dependent/does not perform.


However, most level of care determinations are not based on validated research that the factors measured predict nursing facility admission. Research on level of care instruments has focused on inter-rater reliability and consistency with prior instruments, not necessarily whether the instrument and scoring are predictive of nursing facility admission.
  As a result, the targeting criteria for the Community Living Incentive may need to go beyond a state’s Medicaid nursing facility level of care criteria.  Despite this, the elements used in most states’ level of care assessments include elements from a British study that evaluated which elements of three separate assessments best predicted a nursing facility admission from a hospital (see insert box).
  

Some efforts are in progress to develop screening tools to identify individuals at risk of nursing facility admission.  AAA10B in Ohio has engaged a researcher to develop an instrument that uses a subset of questions from their Medicaid HCBS waiver assessment that weights these items and compares them to a cutoff score to identify individuals at high risk of institutionalization.  Eight states base their screening tool on the RAI Home Care (RAI-HC) which includes a five page tool, designed to collect standardized information on a broad range of domains critical to caring for individuals in the community, including items related to cognition; communication/hearing; vision; mood and behavior; social functioning; informal support services; physical functioning; continence; disease diagnoses; health conditions; preventive health measures; nutrition/hydration; dental status; skin condition; environment/ home safety; service utilization; medications; and socio-demographic/background information (see insert box).  The tool’s ability to predict long term nursing facility admission is currently being assessed.  

Key Questions for Applicants to Consider


Given the need to identify individuals at high risk of long term nursing facility placement, to be most effective, applicants would likely need to carefully consider the following questions:

· What was the original intent and the development process for the proposed eligibility criteria?


· How will the proposed eligibility criteria best meet the program’s goal of reducing Medicaid utilization of nursing facility services?


· How does the eligibility criteria and process compare to current practices for other programs (e.g., Medicaid nursing facility level of care)?


· How do the proposed criteria incorporate: 1) functional status; 2) health status; 3) cognitive/emotional status; 4) informal support and caregiver burden; and 5) any other areas?


· What are the procedures for periodic re-assessments to determine if beneficiaries continue to meet eligibility criteria?


· What are the procedures for capturing assessment data in an electronic format?


· Who will administer the screen/assessment and how will this be coordinated with existing efforts?
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Home Care Inter Resident Assessment Instrument (HC-RAI) and Screening Algorithm



The HC-InterRAI assessment and screening algorithm was designed to find the best setting and level of care for which an elderly or disabled person is eligible. Once a level of care has been computed, it is adjusted to acknowledge other factors, including informal care services, client preferences, and availability of services. 



To develop and test the tool, individuals who were considered the best assessors in the Michigan, where the tool was originally developed, were trained in using the MDS-HC, the laptop system, and were given vignettes to train them on the consistent definitions of "appropriate level of care." These assessors then used the system to assess approximately 900 people who were at risk of nursing facility placement but who were interested in receiving home and community-based services. These individuals were assessed at intake, with longitudinal follow-up. The screening algorithm did a much better job of approximating the recommendations of the "gold standard" assessors than did other systems, including those based solely on ADLs/IADLs. 



The screening algorithm classifies a client into the first category to which he/she qualifies, in the following order:



Eligible for nursing facility level of care: The person exhibits at least seven characteristics from a list that includes severely impaired decision-making and never/hardly ever left alone. 



Eligible for information and referral level of care: The person exhibits at least four characteristics from a list that includes independent decision-making and no new skin problem within the last 30 days.  



Eligible for home care level of care: The person exhibits either of the following: RN monitoring daily/less than daily, or meal preparation by others and dependent in locomotion in home. 



Eligible for intermittent personal care level of care: The person has difficulties with certain IADLs, has current or prior use of at least two ongoing care providers (e.g., home health aide), feels he/she would be better off somewhere else, or has difficult access to home. 



Eligible for homemaker level of care: All remaining clients. 



Brant E. Fries, Ph.D., Senior Research Scientist, Institute of Gerontology and Professor, School of Public Health, University of Michigan, Ann Arbor, MI. Assessment and Eligibility Presentation for the � HYPERLINK "http://www.ahrq.gov/news/ulp/ltc/ulpltc3.htm" ��http://www.ahrq.gov/news/ulp/ltc/ulpltc3.htm� and Fries BE, Shugarman LR, Morris JN, Simon SE, James M (2002). “A Screening System for Michigan's Home- and Community-Based Long-Term Care Programs.” 



The Gerontologist. 42.4(2002): 462-474.



































Leeds Elderly Assessment Dependency Scale (LEADS)







British researchers combined key predictive elements from three instruments to develop a 17-item (LEADS) scale, which together with four other indicators, predicted correctly 88% of the patients at risk of nursing home placement, and 85% not needing a nursing home placement, within two weeks of hospital admission.







17-item LEADS Scale







Item�

Score�

�

 1. Stairs�

5.031�

�

 2. Bathing�

3.745�

�

 3. Know current month�

0.852�

�

 4. Grooming�

0.837�

�

 5. Ambulation�

0.813�

�

 6. Dressing�

0.327�

�

 7. Mobility�

0.277�

�

 8. Orientated to place�

0.085�

�

 9. Toileting bowels�

-0.061�

�

10. Bed transfer�

-0.129�

�

11. Wash/groom�

-0.224�

�

12. Urinary incontinence�

-0.281�

�

13. Feeding�

-1.108�

�

14. Fecal incontinence�

-1.226�

�

15. Knows date of birth�

-1.296�

�

16. Skin pressure�

-1.844�

�

17. Enteral Feeding�

-5.799�

�





Score less than 19 considered at risk of nursing facility admission







Four Other Indicators







Item�

Score�

�

Cut-off 19 from LEADS�

65.45�

�

1. Respite care on admission�

127.79�

�

2. Communication difficulties on admission�

112.43�

�

3. Family or patient wishes for placement�

34.27�

�

4. Pressure sores (grade 1 or above)�

17.68�

�





Cutoff Score <= 244 considered at risk of nursing facility admission
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Fully Functioning Single Entry Point System/ADRC


		Program Component

		Criteria/ Description

		Recommended Metrics



		Awareness & Information

		Public education; information on long-term support options.

· ADRCs serve as highly visible and trusted places where people can turn for the full range of long-term support options


· Actively promote public awareness of both public and private long-term support options, as well as awareness of the ADRC, especially among underserved and hard-to-reach populations.  




		· The SEP/ADRC has a proven outreach and marketing plan in place that takes into consideration: (a) culturally diverse, underserved and unserved populations, their family caregivers, and the professionals who serve them through focused outreach and community education; (b) the identification of unique needs of the different populations being served; (c) a strategy to assess the effectiveness of the outreach and marketing activities; and (d) a feedback loop to modify activities as needed. 

· The SEP/ADRC has a comprehensive resource database which includes information about the range of long term support options in the SEP/ADRC service area. Information regarding providers, programs, and services available in the SEP/ADRC service area (including for private-payment) is collected into a central database. Resources included in the database conform to established Inclusion/Exclusion policies. A system is in place for updating and ensuring the accuracy of the information provided. The database is preferably accessible to the public via a comprehensive website and is user friendly, searchable and accessible to persons with disabilities.


· The SEP/ADRC may have a single or multiple entry points, but all operating entities provide consistent and uniform information. 


· The SEP/ADRC is serving private pay consumers in addition to those that require public assistance.  






		Assistance

		Long-term support options counseling; benefits counseling; employment options counseling; referral to other programs and benefits; crisis intervention; helping people to plan for their future long-term support needs.

· The ADRC will provide information and counseling to help people assess their potential need and eligibility for all available long-term support options, both public and private.

· ADRC has the capacity to link consumers with needed support through appropriate referrals to other programs and benefits and has the ability to track client intake, needs assessment, and care plans. 


· ADRC has established collaborative relationships with programs that provide home and community-based services including SHIP, NFCSP, Alzheimer’s Disease services, health promotion and disease prevention programs, transportation, employment, housing, adult education and others.  


· ADRC consistently conducts follow-up when needed to determine outcome of options counseling. 


· ADRC enables people to make informed, cost-effective decisions about long term care.

· ADRC has process to ensure that people are connected to the appropriate crisis intervention services.


· ADRC assists individuals to plan for future long-term care needs.



		Options Counseling

· SEP/ADRC has the capability, either in-house or through close coordination with operating partners, to provide accurate and comprehensive long term support options counseling to any consumer who requests it.


· SEP/ADRC operating entities administer standard intake and screening instruments.

· Evidence that protocols are in place to identify consumers who will be offered options counseling.  At a minimum, this will include consumer that have gone through a comprehensive assessment process.

· Options counseling sessions: (a) entail individualized assistance; (b) are provided in a uniform manner to all consumers by the SEP/ADRC and its partners through protocols or standard operating procedures; and (c) are conducted by staff who are qualified to provide objective assistance to consumers in the process of making informed decisions, as evidenced by certification requirements and/or training/cross-training practices. 

· Evidence that options counseling offered enables people to make informed, cost-effective decisions about long-term care services.


· SEP/ADRC has systematic processes, either in house or through close coordination with partners, to provide information, referral and access to services.  These services include, at a minimum: 


· Public benefits (OAA, Medicaid, Medicare including new Medicare Modernization Act benefits, state revenue programs and others)

· Employment


· Health promotion/disease prevention


· Transportation


· Crisis/Emergency services


· Services for family caregivers


· Residential care including assisted living


Referrals and Follow Up


· SEP/ADRC has the ability to track referrals made. 

· SEP/ADRC consistently conducts follow-up to determine outcome of options counseling

Crisis Intervention

· SEP/ADRC responds to situations requiring short-term assistance to support an individual until a plan for long-term support services is in place.  


· Short-term case management is provided in house or is contracted out


Future Long Term Support Needs Planning


· Evidence of one of the following: (1) SEP/ADRC is involved with Own Your Own Future Campaign; (2) SEP/ADRC is a pilot HECM site; or (3) SEP/ADRC provides futures planning in-house or contractually by staff who possess specific skills related to LTC needs planning and financial counseling.






		Access

		Eligibility screening; assistance in gaining access to private-pay long-term support services; comprehensive assessment; programmatic eligibility determination; Medicaid financial eligibility determination that is integrated or closely coordinated with the Resource Center services; one-stop access to all public programs for community and institutional long-term support services. 

· ADRC serves as the entry point to publicly funded long term care. 


· The ADRC has in place necessary protocols and procedures to facilitate access (intake, eligibility, assessment) to public programs that is integrated or so closely coordinated that the process is seamless for consumers.  

· ADRC support helps to reduce the cost of long term care by delaying or preventing the need for more expensive public long term care services



		· SEP/ADRC has a single, standardized entry process. For decentralized models in which operating entities retain responsibility for their respective services, the entry process is coordinated with each other to integrate access to those services and administered and overseen by a coordinating entity. 


· Eligibility data for public programs are communicated to appropriate SEP/ADRC staff and SEP/ADRC is able to track consumers’ eligibility status.  


· Financial and functional eligibility determination is highly coordinated.


· SEP/ADRC has a plan for reducing the average time from first contact to eligibility determination and the average time is below current time requirement. 

· In localities where waiting lists for public LTC programs or services exist, there is a process by which the SEP/ADRC is informed of consumers who are on the wait list and the SEP/ADRC conducts follow-up with those individuals. 


· There is a process by which the SEP/ADRC is informed of consumers who are determined ineligible for public LTC programs or services and the SEP/ADRC conducts follow-up with those individuals.

· There is a reduction in the rate of institutional placement in the SEP/ADRC service area.


· SEP/ADRC tracks diversions and transitions (i.e., # nursing home diversions attempted and # of successful diversions; # nursing home relocations to community completed)

· SEP/ADRC can report the proportion of consumers requesting services that actually receive them.


· SEP/ADRC has a plan for streamlining access to long-term care signed by the State Medicaid Agency, State Unit on Aging and the State agency(s) representing target population(s) of people with disabilities. (Streamlining Access Plan)  


· SEP/ADRC uses uniform criteria to assess risk of institutional placement in order to target support to individuals at high-risk. 



		Target Populations

		Resource Center grantees must serve the elderly and at least one target population of people with disabilities (e.g. physical; developmental/mental retardation; mental illness).  ADRC projects should move towards the goal of serving persons with disabilities of all ages and types. 



		· Actual served against population estimate, by target population. 


· SEP/ADRC demonstrates competencies relating to all of the populations it serves. 

· SEP/ADRC is accessible to all of the populations it serves.


· There is evidence that the SEP/ADRC is moving towards the goal of serving all persons with disabilities. 



		Critical Pathways to Long Term Support

		Resource Centers will create formal linkages between and among the critical pathways to long-term support.



		· SEP/ADRC has “formal linkages” that involve all three of the following components that are updated on an ongoing basis: 

(1) providing training and education about the SEP/ADRC to critical pathway providers (CPPs); 

(2) involving CPPs in advisory board representation; and

(3) establishing protocols for referrals, particularly with hospitals and LTC facilities. 



		Partnerships & Stakeholder Involvement

		ADRC’s must have the documented support and active participation of the Single State Agency on Aging, the Single State Medicaid Agency and the State Agency(s) serving the target populations(s) of people with disabilities.  


Resource Centers must establish strong partnerships with the State Health Insurance Assistance Program (SHIP) and other programs instrumental to ADRC activities.  Examples of other programs include Alzheimer’s disease programs, Area Agencies on Aging, Centers for Independent Living, Developmental Disabilities Councils, Information and Referral/2-1-1 programs, Long-Term Care Ombudsman programs, housing agencies, transportation authorities, State Mental Health Planning Councils, One-Stop Employment Centers and other community-based organizations.  


Resource Center programs must meaningfully involve stakeholders, including consumers, in planning, implementation and evaluation activities. 

		Medicaid


· SEP/ADRC has an agreement with Medicaid agency to ensure that access to Medicaid benefits is as streamlined as possible for consumers; MOU describes explicit role of each agency and information sharing policies. 

Aging or Disability Partner


· There is evidence of collaboration, including formal agreements, at the state and pilot level between aging and disability partners.  


· Aging and Disability operating entities have protocols for information sharing with one another and perform cross-training. 


Stakeholders

· If the SEP/ADRC and SHIP are operated by separate entities, there is a MOU or Interagency Agreement establishing, at a minimum, a protocol for mutual referrals. 


· There is evidence of strong collaboration with programs and services instrumental to SEP/ADRC activities including home and community-based service providers, residential care alternatives including assisted living, institutional care providers, hospitals and other critical pathways and others.  

Consumers


· Formal mechanisms for consumer involvement have been established, including consumer representation on the state/local SEP/ADRC advisory board or governing committee and there is evidence that consumers have been involved in planning, implementation and evaluation activities.


 



		IT/MIS

		The ADRC program will have a management information system that supports the functions of the program including tracking client intake, needs assessment, care plans, utilization and costs. 




		· SEP/ADRC is able to submit evidence that shows a management information systems that can support the program functions. 


· SEP/ADRC can submit evidence of reports on the following: 

· # of unduplicated consumers YTD


· Referrals for current month, referring agency/entity, # referrals under age 60; # referrals age 60 and older. (Heart of Texas)

· Types of assistance provided


· Timing of eligibility determinations


· Information regarding level of impairment and preferred support need


· Disposition/placements (e.g., waiver, institution, etc.)

· SEP/ADRC has established an efficient process for information sharing through electronic exchange of information with external entities from intake to service delivery. 



		Evaluation Activities

		At a minimum, ADRCs must have performance goals and indicators related to visibility, trust, ease of access, responsiveness, efficiency and effectiveness. 

		· Evidence that the SEP/ADRC is measuring performance related to the established indicators. 


· SEP/ADRC can demonstrate ability to develop reports summarizing issues and making recommendations for corrective action or quality improvement based on performance indicators.  

· SEP/ADRC has used information obtained from consumer satisfaction evaluations to improve performance. 

· SEP/ADRC can demonstrate ability to document the impact on nursing home use


· SEP/ADRC can demonstrate the ability to document the impact on the use of home and community based services.

· SEP/ADRC can demonstrate a reduction in the average time from first contact to eligibility determination for publicly funded home and community-based services.  


· SEP/ADRC informs consumers of complaint and grievance policies and has the ability to track and address complaints and grievances.


· SEP/ADRC has a plan in place to monitor program quality and a process to ensure continuous program improvement through the use of the data gathered.  



		Staffing and Resources

		· Capacity 


· Quality 


· Any conflicts of interest have been addressed


· Specialized training/gaps identified

· Private and public funding opportunities are pursued to create sustainable programs. 

		· SEP/ADRC has adequate capacity to assist consumers in a timely manner with long term support requests and referrals, including referrals from critical pathway providers

· SEP/ADRC has an individual who is assigned to be the overall director/manager/coordinator of all SEP/ADRC operations. Especially when SEP/ADRC functions occur in more than one location or agency, it is important to have an overall coordinator or manager with sufficient authority to maintain quality processes in an SEP/ADRC)

· SEP/ADRC has conducted an assessment of potential funding sources such as FFP, foundations and community organizations 
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Standards for Targeting Individuals at Risk of Nursing Facility Placement

This document was developed in support of AoAs Choices for Independence Community Living Incentive – a nursing home diversion strategy.


The Community Living Incentive (CLI) gives states and communities greater flexibility under the Older Americans Act to help prevent or delay nursing facility placement for moderate and low-income older adults while promoting consumer directed care options.   Access to home and community-based services (HCBS) can forestall or prevent nursing facility placement for older adults. Researchers have concluded that a significant percentage of nursing facility residents could be treated in lower levels of care. 
 In almost all cases, states spend less per person on community services than on nursing facility services.


Nonetheless, maximum cost effectiveness of HCBS programs can remain elusive if programs do not identify those who would truly otherwise be in a nursing facility. Only a fraction of the participants in Medicaid HCBS programs would actually have entered a nursing facility in the absence of those services. As a result, in order for the Community Living Incentive to be able to deliver on its promise of preventing individuals from entering a nursing facility and spending down to Medicaid eligibility, the method for identifying and targeting individuals at risk of nursing facility placement becomes critical. 

Several studies have concluded that broadly expanding access to facility and community-based services does not reduce public expenditures for long-term care.
  Despite the challenges of achieving overall cost effectiveness, research suggests expanding well-focused HCBS programs targeted to people who exhibit potential for substitution between home and institutional care and for whom the correct mix of services is provided can reduce costs. 
  Thus, for the Community Living Incentive, an applicant’s proposed targeting criteria and program design will be carefully evaluated against the evidence provided by empirical research.  Applicants can also provide their own evidence that the strategies they will pursue will reduce or slow the growth of nursing facility utilization. 

Generally, research suggests that diversion programs should target people with the most significant functional and cognitive impairments because they are the most likely to otherwise enter a nursing facility.  However, functional status alone does not result in the need for nursing facility care; age, living alone, having an informal caregiver, poor cognitive status, and prior hospitalizations are all the factors positively associated with institutionalization.
  Also, key to a “true” diversion is identifying individuals who would have remained in a nursing facility for an extended period of time, not just for a post-acute episode (i.e., distinguishing short-stay and long-stay patients).  Using point-in-time assessments, especially at a time of hospitalization, can also complicate the identification of potential long stay nursing facility entrants because functional and health status can change significantly after a few weeks (e.g., individual who suffers a stroke).  As a result, depending on the initial circumstances, it may be appropriate to reassess individuals to make more accurate determinations of their risk of institutionalization.

The multiple risk areas can be grouped into four main domains:


1. Functional status which includes ability to perform activities of daily living and instrumental activities of daily living.


2. Health status which includes certain diagnoses (e.g., diabetes, falls related fractures), medical/skilled needs (e.g., nursing, therapies) and can be evidenced by a hospitalization or a prior nursing facility stay and the use of medications.


3. Cognitive/emotional status which includes cognitive impairments, impairments in decision-making ability, inability to make decisions to avoid injury in emergency situations, and depression.
, 


4. Informal support and the amount of burden placed on those supports often obtained through a caregiver interview.

In a review of 12 states’ assessment instruments, states use outcome decision criteria that describe how the assessment compares to the thresholds or eligibility criteria established by the state for the programs covered by the assessment instrument.
  A checklist, narrative observations of the interviewer, or a combination of both are used to determine the needs of, and services available to, the consumer. The eligibility decisions are based on the information obtained during the assessment process and the state’s method for scoring or weighting items, with some states having developed scoring algorithms to rank individuals on risk factors associated with nursing facility placement.  States that include medical factors in their criteria consider the type and frequency of the medical services received. Functional variables are typically rated as independent, supervision/cueing required, limited physical assistance, extensive assistance, or totally dependent/does not perform.


However, most level of care determinations are not based on validated research that the factors measured predict nursing facility admission. Research on level of care instruments has focused on inter-rater reliability and consistency with prior instruments, not necessarily whether the instrument and scoring are predictive of nursing facility admission.
  As a result, the targeting criteria for the Community Living Incentive may need to go beyond a state’s Medicaid nursing facility level of care criteria.  Despite this, the elements used in most states’ level of care assessments include elements from a British study that evaluated which elements of three separate assessments best predicted a nursing facility admission from a hospital (see insert box).
  

Some efforts are in progress to develop screening tools to identify individuals at risk of nursing facility admission.  AAA10B in Ohio has engaged a researcher to develop an instrument that uses a subset of questions from their Medicaid HCBS waiver assessment that weights these items and compares them to a cutoff score to identify individuals at high risk of institutionalization.  Eight states base their screening tool on the RAI Home Care (RAI-HC) which includes a five page tool, designed to collect standardized information on a broad range of domains critical to caring for individuals in the community, including items related to cognition; communication/hearing; vision; mood and behavior; social functioning; informal support services; physical functioning; continence; disease diagnoses; health conditions; preventive health measures; nutrition/hydration; dental status; skin condition; environment/ home safety; service utilization; medications; and socio-demographic/background information (see insert box).  The tool’s ability to predict long term nursing facility admission is currently being assessed.  

Key Questions for Applicants to Consider


Given the need to identify individuals at high risk of long term nursing facility placement, to be most effective, applicants would likely need to carefully consider the following questions:

· What was the original intent and the development process for the proposed eligibility criteria?


· How will the proposed eligibility criteria best meet the program’s goal of reducing Medicaid utilization of nursing facility services?


· How does the eligibility criteria and process compare to current practices for other programs (e.g., Medicaid nursing facility level of care)?


· How do the proposed criteria incorporate: 1) functional status; 2) health status; 3) cognitive/emotional status; 4) informal support and caregiver burden; and 5) any other areas?


· What are the procedures for periodic re-assessments to determine if beneficiaries continue to meet eligibility criteria?


· What are the procedures for capturing assessment data in an electronic format?


· Who will administer the screen/assessment and how will this be coordinated with existing efforts?
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Home Care Inter Resident Assessment Instrument (HC-RAI) and Screening Algorithm



The HC-InterRAI assessment and screening algorithm was designed to find the best setting and level of care for which an elderly or disabled person is eligible. Once a level of care has been computed, it is adjusted to acknowledge other factors, including informal care services, client preferences, and availability of services. 



To develop and test the tool, individuals who were considered the best assessors in the Michigan, where the tool was originally developed, were trained in using the MDS-HC, the laptop system, and were given vignettes to train them on the consistent definitions of "appropriate level of care." These assessors then used the system to assess approximately 900 people who were at risk of nursing facility placement but who were interested in receiving home and community-based services. These individuals were assessed at intake, with longitudinal follow-up. The screening algorithm did a much better job of approximating the recommendations of the "gold standard" assessors than did other systems, including those based solely on ADLs/IADLs. 



The screening algorithm classifies a client into the first category to which he/she qualifies, in the following order:



Eligible for nursing facility level of care: The person exhibits at least seven characteristics from a list that includes severely impaired decision-making and never/hardly ever left alone. 



Eligible for information and referral level of care: The person exhibits at least four characteristics from a list that includes independent decision-making and no new skin problem within the last 30 days.  



Eligible for home care level of care: The person exhibits either of the following: RN monitoring daily/less than daily, or meal preparation by others and dependent in locomotion in home. 



Eligible for intermittent personal care level of care: The person has difficulties with certain IADLs, has current or prior use of at least two ongoing care providers (e.g., home health aide), feels he/she would be better off somewhere else, or has difficult access to home. 



Eligible for homemaker level of care: All remaining clients. 



Brant E. Fries, Ph.D., Senior Research Scientist, Institute of Gerontology and Professor, School of Public Health, University of Michigan, Ann Arbor, MI. Assessment and Eligibility Presentation for the � HYPERLINK "http://www.ahrq.gov/news/ulp/ltc/ulpltc3.htm" ��http://www.ahrq.gov/news/ulp/ltc/ulpltc3.htm� and Fries BE, Shugarman LR, Morris JN, Simon SE, James M (2002). “A Screening System for Michigan's Home- and Community-Based Long-Term Care Programs.” 



The Gerontologist. 42.4(2002): 462-474.



































Leeds Elderly Assessment Dependency Scale (LEADS)







British researchers combined key predictive elements from three instruments to develop a 17-item (LEADS) scale, which together with four other indicators, predicted correctly 88% of the patients at risk of nursing home placement, and 85% not needing a nursing home placement, within two weeks of hospital admission.







17-item LEADS Scale







Item�

Score�

�

 1. Stairs�

5.031�

�

 2. Bathing�

3.745�

�

 3. Know current month�

0.852�

�

 4. Grooming�

0.837�

�

 5. Ambulation�

0.813�

�

 6. Dressing�

0.327�

�

 7. Mobility�

0.277�

�

 8. Orientated to place�

0.085�

�

 9. Toileting bowels�

-0.061�

�

10. Bed transfer�

-0.129�

�

11. Wash/groom�

-0.224�

�

12. Urinary incontinence�

-0.281�

�

13. Feeding�

-1.108�

�

14. Fecal incontinence�

-1.226�

�

15. Knows date of birth�

-1.296�

�

16. Skin pressure�

-1.844�

�

17. Enteral Feeding�

-5.799�

�





Score less than 19 considered at risk of nursing facility admission







Four Other Indicators







Item�

Score�

�

Cut-off 19 from LEADS�

65.45�

�

1. Respite care on admission�

127.79�

�

2. Communication difficulties on admission�

112.43�

�

3. Family or patient wishes for placement�

34.27�

�

4. Pressure sores (grade 1 or above)�

17.68�

�





Cutoff Score <= 244 considered at risk of nursing facility admission
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