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Community-Integrated Personal Assistance Services and Supports 

COLORADO 

Identified Problems with the State’s Long-Term Care System 

 Chronic provider and worker shortages. 

 Lack of consumer knowledge of PASS options due to multiple programs, each with their own 
eligibility rules, benefits, and options for consumer-direction. 

 Inflexibility of home health agencies restricts the ability of people with disabilities to pursue 
traditional jobs. 

 Incorrect application of Medicare’s “homebound” standard to Medicaid clients. 

 Barriers to high-quality PASS services include regulatory and statutory obstacles, quality 
measurement issues, and the extensive training needs of stakeholders. 

Perceived Strengths 

 The state is recognized as a national leader and innovator in long-term care services, 
demonstrated through the “Consumer Directed Attendant Support” (CDAS) waiver. 

 Coverage of PASS through the Medicaid state plan. 

 The disability community and the Department of Health Care Policy and Financing (HCPF), 
the state’s Medicaid agency, have a collaborative relationship. 

 Support from the legislature for consumer-directed PASS programs. 

Primary Focus of Grant Activities 

 Increase the availability of consumer-direction in PASS programs. 

 Improve the quality of PASS. 

Goals, Objectives, and Activities 

Overall Goal. Connect clients to PASS options that enable them to live in integrated community 
settings appropriate for their individual support requirements and preferences. 

Goal. Promote independence and self-sufficiency through community integration. 

Objectives/Activities 

 Conduct PASS Regulatory Review. 

 Develop PASS recommendations and PASS program development plan. 

 Increase education and outreach activities to attract a larger PASS labor pool. 

 Implement PASS program development plan. 
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Community-Integrated Personal Assistance Services and Supports 

Goal. Improve quality of attendant support through enhanced consumer control. 

Objectives/Activities 

 Train consumer trainers on the current PASS options. 

 Pilot and evaluate a home health consumer-directed program, one rural and one urban, in 
Colorado. 

 Develop, pilot, evaluate, and revise consumer and provider training materials. 

 Develop, pilot, evaluate, and revise case manager materials and conduct case manager 
trainings. 

 Develop quality measures for consumer-directed PASS. 

 Develop CDAS Waiver evaluation recommendations. 

 Develop Nursing Board recommendations regarding attendant certification. 

Key Activities and Products 

 Implement PASS program development plan. 

 Develop consumer direction materials for consumer, case manager, and provider trainings. 

 Develop quality measures for consumer-directed PASS. 

 Implement a Home Health Agency Consumer-Direction Pilot that would test a model that is 
an alternative to both the CDAS model and to traditional home health services. 

Consumer Partners 

Colorado established a consumer-directed advisory committee whose input was utilized to 
develop major portions of the grant application. Advisory committee members included 
consumers, advocates, other state departments (i.e., Vocational Rehabilitation, Health and 
Environment, and Human Services), and consultants with expertise in developing new community 
projects. A grant writer was hired on a contract basis to write the grant application. 

Consumer Partners and Consumer Involvement in Planning Activities 

There are approximately five consumer partners who are members of the advisory committee. 
They participated as full committee members in an advisory capacity prior to grant 
implementation. They also participated in the hiring of some COmPASS staff. 
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Community-Integrated Personal Assistance Services and Supports 

Consumer Partners and Consumer Involvement in Implementation Activities 

COmPASS shares an advisory committee with the Systems Change Section’s CDAS program. 
The committee is comprised of approximately 20 members, including five consumers or family 
member caregivers of consumers. Private partners on the committee include representatives from 
home health agencies, independent living centers and from the single entry point administrators. 
The committee serves in an advisory capacity on program design, evaluation and implementation 
processes. Additionally, the committee identifies methods to solicit broader input, such as public 
meetings, existing or special list-serves, and Websites. 

Public Partners 

 Department of Human Services/Developmental Disabilities Services. 
 Department of Human Services/Mental Health Services. 
 Department of Public Health and Environment. 
 Division of Vocational Rehabilitation. 
 Regional CMS office. 

Private Partners and Subcontractors 

 Home health agencies. 
 Personal care and homemaker agencies. 
 Independent living centers. 
 Single Entry Point agencies. 
 Case Management agencies. 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public Partners 

Staff from the Department of Public Health and Environment and the Division of Vocational 
Rehabilitation provided input, reviewed drafts and helped with letters of support. 

Private Partners 

Private partners helped in the development of the proposal, provided feedback on various program 
designs, and helped to provide outreach to consumers and home health agencies about the 
availability of consumer-directed programs. 

Public and Private Partnership Development/Involvement in Implementation 

Public Partners 

 The Department of Public Health and Environment will conduct provider agency certification. 

 The regional CMS office assisted in the approval process for required waiver amendments. 

 The other public partners are participating in the Advisory Committee. 
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Community-Integrated Personal Assistance Services and Supports 

Private Partners 

 The Single Entry Point Agencies will inform and educate consumers about the availability of 
self-directed programs and advise them on participant rights and responsibilities. 

 Case Management Agencies will inform new participants of program availability and assist 
them in the application process. 

 ACS, the subcontractor that the state contracts with to handle contracting and billing, will 
work with provider agencies in the claims reimbursement process. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

The Department of Human Services will support grant activities in the development of the Home 
Health Agency Pilot and RFP process. 

Oversight/Advisory Committee 

The Advisory Committee will review policies and procedures and recommend needed changes, 
review statistical reports, and assist the Department of Health Care Policy and Financing in 
making design modifications to the PASS program development plan. 

Formative Learning and Evaluation Activities 

 The project design incorporates the Continuous Quality Improvement principles of collecting 
data, monitoring progress, and feeding evaluation data back into the design process. 

 Pilot sites will be selected for evaluating training materials and testing the feasibility of 
consumer-directed PASS benefits within a home health agency. 

 Quarterly and final reports will record progress. 

Evidence of Enduring Change/Sustainability 

 Training activities will have an enduring impact through the development of materials (i.e., 
manuals, videos, brochures), curricula development, and the training of trainers. 

 The purpose of the grant is to design and implement the program, which is already being 
supported by the state legislature. In 2002, legislation was passed authorizing two new 
consumer directed initiatives, Consumer Directed Care for the Elderly and In-Home Support 
Services, which provide new services for consumers wanting to self-direct their care. 

 Changing regulations will institutionalize improvements in PASS programs. 

Geographic Focus 

Statewide. 
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Community-Integrated Personal Assistance Services and Supports 

DISTRICT OF COLUMBIA 

Identified Problems with the State’s Long-Term Care System 

 Lack of coordination between decision-makers and community stakeholders. 

 Reliance on institutional care for individuals with disabilities and long-term illness. 

 Barriers to accessing the LTC system include the lack of a coordinated system of services and 
supports such as adequate and available housing, information dissemination about available 
services, and eligibility streamlining. 

 Lack of agency oversight of personal care services. 

 Lack of consumer-directed systems of support. 

Perceived Strengths 

 The District has been supportive of the creation of a cross-disability consumer advocacy 
group to strengthen and streamline input into policy development. 

 Consolidation of long-term care responsibilities in the Office on Disabilities and Aging. 

 Increased services and expanded eligibility through HCBS waivers. 

Primary Focus of Grant Activities 

 Create a PASS program for the delivery of cost-effective services with a consumer direction 
component. 

 Reduce institutional services and increase availability of HCBS services by allowing 
individuals who are desirous of leaving institutions to be served in HCBS programs. 

 Create quality assurance/improvement mechanism for monitoring services. 

Goals, Objectives, and Activities 

Overall Goal. Construct a cost-effective personal assistance service infrastructure. 

Goal. Create mechanisms to ensure the full community participation of elderly people and 
individuals with disabilities and to coordinate policy decision-making across District government 
agencies. 

Objectives/Activities 

 Convene an advisory committee composed primarily of consumers, provider representatives 
and representatives of District agencies to work with stakeholder groups to prioritize needs 
and to develop strategic action plans. The committee will recommend changes in policies, 
such as the eligibility determination process, and provide decision-making regarding policies 
and procedures, training, and quality assurance. 

 Set up a Resource Center to serve as a single point of entry and to provide counseling about 
long-term care options and self-determination. 
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Community-Integrated Personal Assistance Services and Supports 

Goal. Improve the availability of HCBS information to consumers and streamline the eligibility 
determination process. 

Objectives/Activities 

 Coordinate referrals and service options with the Resource Center to determine the 
consumer’s eligibility for publicly funded programs and to channel the consumer to the most 
effective care management setting. 

 Assist consumers in expediting the application process for financial eligibility determinations. 

Goal. Create a consumer-directed personal assistance service system under the elderly and 
physical disabilities waiver program. 

Objectives/Activities 

 The Medical Assistance Administration will develop the rate structure and methodology for 
determining the amount of services and supports that the consumer will receive and will set 
appropriate rates for the CPASS program under the elderly and physical disabilities waiver 
program.. 

 Develop fiscal intermediary services. 

 Develop a database to track individual PASS budgets and expenses. 

 Train waiver recipients and their representatives in care management responsibilities, 
including the areas of hiring, firing, training, directing, supervising, and retaining personal 
assistants, risk management procedures, contingency planning for planned and unplanned 
provider absences, and budget management and bookkeeping services. Consumers will 
initially be those that serve on committees or represent organizations that will have heard 
about the training opportunities offered by the grant. 

 Provide training and technical assistance to personal assistants in the care delivery process to 
improve the quality of service delivery and to assist the consumer with administrative 
functions such as work-related tasks. Personal assistants will initially be identified through 
current provider agencies or recommended by consumers. 

 Develop an urgent response system through which consumers can access providers in an 
emergency situation. 

 Recruit, train, and support mentors (individuals with disabilities) to provide encouragement to 
other individuals with disabilities who trying to “make it” in the community and to assist in 
conflict resolution training. 

Key Activities and Products 

 Convene an Advisory Committee composed primarily of consumers, but also including 
provider representatives and representatives of District agencies to work with stakeholder 
groups to prioritize needs, and to develop strategic action plans for addressing the identified 
needs; to provide decision-making regarding policies and procedures, training, and quality 
assurance; to recommend changes in policies; to institute and maintain innovation; and to 
ensure that goals and objectives are met. 
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Community-Integrated Personal Assistance Services and Supports 

 Coordinate referrals for services with the Resource Center to include counseling of consumers 
regarding options, eligibility determination, the selection of providers and services, and 
timeframes for initiation of services. 

 Assist consumers in expediting eligibility determinations and payment methods. 

 Develop a fiscal intermediary for management of funds and payment to workers and tasks 
related to human resources, such as personnel actions, employment benefits, and federal and 
state employment-related taxes. 

 Determine appropriate rates for the CPASS program. 

 Develop a database to track individual PASS budget and expenses. 

 Train consumers in the areas of hiring, firing, training, directing, supervising, and retaining 
personal assistants, risk management procedures, contingency planning and urgent response 
system, administration of services, and improving the quality of services. 

 Recruit, train, and support personal assistants and mentors to improve service quality. 

 Develop a QA/QI plan for internal, routine evaluation of services received by consumers. 

Consumer Partners 

 University Legal Services (ULS), the District's advocacy group that represents consumers. 

 DC Coalition on Long-Term Care. 

 Alzheimer’s Association. 

 Paralyzed Veterans of America. 

 District of Columbia Center for Independent Living. 

Consumer Partners and Consumer Involvement in Planning Activities 

The consumer partner organizations were involved in the following planning activities: 

 Participated in meetings, conducted needs assessment of individuals with disabilities, worked 
with national and local disability rights organizations, and assisted in the development and 
prioritization of goals and action plans. 

 Reviewed draft policies and regulations and recommended changes in policies and regulations 
to institute and sustain innovations. 

 Assisted in mapping a work plan for achieving the goals and objectives of the grant. 

 Advised the Office on Disabilities and Aging (ODA) and the consultants who assisted in the 
development of the CPASS program on issues pertaining to (1) the amount of personal 
assistance and support services an individual will receive; (2) the reimbursement structure; 
(3) outcomes and consumer satisfaction measures; (4) refinements needed to provide 
consumers with the opportunity to self-direct or maximize control over their personal 
assistance services; (5) ways to streamline the financial eligibility process for qualifying 
individual provider applicants; and (6) simplifying the payments process. 
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Community-Integrated Personal Assistance Services and Supports 

Consumer Partners and Consumer Involvement in Implementation Activities 

 Consumers will partner with the lead agency to develop recommendations and implement 
strategies to address unnecessary barriers to continued implementation of the program; to 
identify service needs; to organize and participate in community forums in educating the 
public on the CPASS program; to develop Medicaid policies supporting consumer direction; 
to review reports and make recommendations, and to design, implement, evaluate, and refine 
a new consumer-controlled personal assistance services support system that will be available 
for the first time to District residents. 

 ODA has created a PASS Advisory Committee (PAC) with a majority membership of 
individuals with disabilities and their representatives/advocates, which will provide oversight 
of the full Real Choice Systems Change Initiative. 

Public Partners 

 Rehabilitation Services Administration (RSA). 
 Mental Retardation/Developmental Disabilities Administration (MRDDA). 
 Adult Protective Services (APS). 
 Income Maintenance Administration (IMA). 
 Health Regulations Administration (HRA). 
 Office of Policy Management (OPM). 
 Office on Aging (OOA). 
 DC Housing Authority (DCHA). 
 Office of General Counsel (OGC). 
 Office of Chief Technology Officer (OCTO). 
 Center for Health Program Development and Management (Center) at the University of 

Maryland, Baltimore County. 

Private Partners and Subcontractors 

 DC Health Care Association. 
 St. John’s Community Services.* 
 Howard University Hospital—Geriatrics Department. 
 District of Columbia Hospital Association. 
 DC Primary Care Association. 
 The ARC of DC, Inc.* 
 Home Care Partners.* 
 Long-Term Care Coalition. 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public 

 All key District government agencies involved in the delivery of long-term care services have 
been included in the development of the CPASS program. 
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Community-Integrated Personal Assistance Services and Supports 

 The public partners attended meetings and provided input and technical support for the grant 
application. Input included history of the long-term care and HCBS systems and data 
concerning the long-term care and HCBS systems and enrolled consumers; current and 
projected funding levels and expenditures of HCBS and long-term care services; statutes and 
rules authorizing the Elderly and Physically Disabled (EPD) waiver and Medicaid state plan 
services; Medicaid eligibility standards and processes; long-term care service and HCBS 
limitations; capacity and barriers to access to HCBS and long-term care services; plan of care 
development and oversight; recommendations on the goals and activities of the grant 
applications; and review of the grant application. 

Private 

 The private partners attended meetings and provided input and technical assistance for the 
grant application. Input included data concerning long-term care and waiver programs and 
enrolled consumers; analysis of the existing system of consumer inclusion and the consumer’s 
education regarding sources of services and supports; analysis of the adequacy of gatekeeper 
functions for individuals currently residing in the community and in institutions who are 
seeking waiver services; analysis of provider supply, the factors contributing to provider 
shortages, and the options available for increasing the supply of qualified providers; capacity 
and barriers to access to HCBS and long-term care services; plan of care development and 
oversight; recommendations on the goals and activities of the grant application; and review of 
the grant application. 

 ODA staff involved the three (3*) provider associations affected by the District’s long-term 
care delivery system to ensure that the District’s plan efforts were synchronized with the 
provider’s strategic plans. In addition, ODA has been meeting individually with the 
leadership of central providers to discuss the changes for which they should be planning. 

 ODA has entered into arrangements with consultants to help with the development and 
implementation of specific aspects of the proposed PASS system. 

Public and Private Partnership Development/Involvement in Implementation 

Public 

All key District government agencies involved in the delivery of long-term care services will be 
integral to the implementation of program components based on their areas of specialty and 
service delivery. 

 Key public partners (RSA, MRDDA, DCHA, IMA, MAA, and HRA) will convene special 
topic forums on issues such as community-based inclusion and supports and services, 
Medicaid eligibility determinations, affordable and accessible housing, access to care givers, 
workforce employment, and transition issues. 

 The Center for Health Program Development and Management (The Center) at the University 
of Maryland, Baltimore County, will develop the consumer network and train mentors. 
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Community-Integrated Personal Assistance Services and Supports 

Private 

Key private partners and subcontractors will participate in special topic forums and community 
fairs to display their array of services and supports; to provide education to the consumers on the 
definition of the services and supports; and to offer to the consumers preferences and choices in 
the selection of services and supports and providers. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

Partnerships have been formed with the following state and local agencies and private 
organizations to create linkages among key stakeholders that will result in coordination of 
services: 

 Rehabilitation Services Administration to provide vocational rehabilitation to individuals with 
physical disabilities; to assist in matching consumer needs with existing services; and to assist 
in identifying consumer needs and services for transitioning individuals into community life. 

 Long-term Care Coalitions and organizations to facilitate access to services and supports; to 
provide training and education to the direct care and professional workforce; and to identify 
and examine barriers to accessing services and the delivery of services. 

 Department of Mental Health to promote and coordinate long-tem care changes and services 
that enhance the inclusion of all persons into the community and education of the community 
regarding informed decision-making and independent living. 

 Department of Housing to oversee the creation of safe, affordable, appropriate, and accessible 
housing options in partnership with local communities to allow individuals to be integrated 
into community settings of their choice. 

 Medicaid Infrastructure grant project to facilitate the development of an expanded workforce 
to meet the needs of individuals with physical disabilities. 

Oversight/Advisory Committee 

 ODA has created a PASS Advisory Committee (PAC) with a majority membership of 
individuals with disabilities and their representatives/advocates. PAC will be a working 
group of the Systems Change Advisory Committee and will provide oversight of the Real 
Choice Systems Change Initiative. 

 PAC and project staff will be responsible for reviewing, revising, and approving/disapproving 
all recommendations that are submitted from the subcommittee.  The PAC will then submit 
the recommendations to ODA for final review and approval. 

Formative Learning and Evaluation Activities 

 ODA proposes to retain the services of a consultant to provide real-time feedback about the 
growth and development process in place for planning, implementing, monitoring, evaluating, 
and revising the goals and activities; prioritizing recommendations for the implementation 
process and progress; drafting an action plan for implementation of the program inclusive of 
strategies for resolution of identified service and support gaps; and presenting an annual 
assessment of the progress in implementation phase of the program. 
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 The contractor will advise members of the PAC in the evaluation of their periodic planning 
assessment to include the advantages and disadvantages of pursuing or modifying the 
established activities, the specific features and processes that present a barrier or disincentive 
to program success, and the District’s capacity to remove the barriers and streamline the 
program. 

Evidence of Enduring Change/Sustainability 

 Services will be maintained by funding key components of the infrastructure under both 
formal District regulation and the 1915(c) Home and Community-Based Waiver for the EPD. 
The initiative is financially sustainable because it is built on a platform of continuous funding 
streams as developed within the CPASS grant.  The bulk of the funding for the systems 
design, including the resource center, will be through District funds and matching federal 
funds under the Medicaid program. 

 The PASS Project is expected to become a permanent operation for which ODA will maintain 
oversight. At the end of the grant period, District funds will be used to support the positions 
of the PASS Project Coordinator, Communications Assistant, and Administrative support. 

Geographic Focus 

Districtwide. 
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Community-Integrated Personal Assistance Services and Supports 

HAWAII 

Identified Problems with the State’s Long-Term Care System 

 A complex and fragmented system, with more than 80 federal, state and local government 
programs offering direct or indirect assistance to persons with long-term care needs. 

 Lack of capacity for some critical services is reflected in waiting lists. 

 Hawaii lags behind many other states in maximizing use of federal programs that support 
special needs (e.g., federal housing dollars). Some persons end up in institutions due to 
Hawaii's high cost of housing and a shortage of low-cost and subsidized housing options. 

 The default service approach for some populations remains institutional, rather than home and 
community services. 

 Lack of awareness about available long-term care issues and service options. 

 Hawaii’s Developmental Disabilities Division self-determination law, Act 133, has yet to be 
fully implemented, and both public and private service system components lack experience in 
effectively supporting individual choice and self-determination. 

 A worsening shortage of adequately trained personal assistance workers. 

 The level of individual and family input into the policy process needs to be increased. 

Perceived Strengths 

 Committed leadership at the state level to implement systems change in keeping with the 
Olmstead Decision. 

 Cross-disability consensus on the need for systems change as well as agreement that the LTC 
system should provide individual choice and self-determination. 

 A number of family support training and advocacy programs have been implemented. 

 Hawaii has been recognized for having the country's best state law regarding self-
determination and self-directed supports. 

Primary Focus of Grant Activities 

 Reallocate existing resources to support real choice and self determination while overcoming 
the shortage of skilled care support workers. 

 Test the relationship between interventions in building community connections and the 
overall improvement in quality of life measures for persons in four target DD populations, 
including the elderly and persons with developmental disabilities, mental illness, and 
neurotrauma. 
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Goals, Objectives, and Activities 

Overall Goal. Support the state’s ongoing statewide initiative to transform a fragmented system 
of long-term care services into an integrated system that honors the values of community access, 
choice and self-determination. 

Goal. Involve all stakeholder groups and maximize individual participation in a collaborative 
community and systems change process. 

Objectives/Activities 

	 Establish a consumer-majority Advisory Council, with additional members from human 
service organizations, social service organizations, and the Department of Health system. The 
Council will develop policies, procedures, and practices. 

	 Develop task groups and community interest groups to evaluate and discuss community needs 
and assets, collective visioning, and increased understanding and connection for project 
participants in the three demonstration sites. 

	 Develop “Kokua Circles” (Kokua is Hawaiian for “helping”) or community councils for 
individuals participating in the project. 

Goal. Increase the involvement and control of individuals in planning and evaluating their own 
personal supports, relationships and community connections. 

Objectives/Activities 

	 Explore alternative models of teaching individualized person-directed planning, community 
development and individualized support models to the participating Department of Health 
systems, the community at large, individuals/participants and community organizations. 

	 Pilot and evaluate a new process of individualized person-centered planning, and community 
development. 

	 Institute and pilot mechanisms (Community Support Guides) for implementing person-
directed plans by connecting participants to the community and personal assistants within 
models determined by each community demonstration. 

	 Use pilot results to develop policy recommendations and make waiver revisions to sustain the 
desired process of individualized person-centered planning in formal service delivery systems 
and the community at large. 

Goal. Enhance the capacity of individuals to make informed choices about how the personal 
assistance services and supports specified in their individualized plans will be delivered and 
managed. 

Objectives/Activities 

	 Explore alternative models of developing personal assistants, connecting community 
relationships and resources to individual-directed support brokering and coordination or cash 
and counseling models, and develop a process in which Department of Health systems can 
participate. 
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 Pilot and evaluate the use of Community Support Guides and other individually-directed, 
personal assistants models as determined within the demonstration sites. 

 Use pilot results to develop recommendations to sustain the desired process of individual-
directed personal assistants, support brokering and coordination (Community Support Guides 
and other models). 

Goal. Provide stakeholders with the attitudes, skills, and knowledge they need to effectively 
participate in the development and implementation of the project innovations. 

Objectives/Activities 

 Assess the training, technical assistance, and information needs of stakeholders, local 
community partners and agency personnel involved in developing and piloting individual-
directed processes. 

 Develop training, technical assistance, community collaboration, and information 
dissemination activities to meet identified needs. 

Goal. Enhance the ability of individuals to communicate their visions of a high quality of life as 
the basis for more effective individualized person-centered planning and improved quality 
assurance at the individual consumer systems and the community levels. 

Objectives/Activities 

 Conduct evaluation activities to measure quality of life improvements of the project 
participants, given the models and activities demonstrated. 

 Using a pre/post test design, assess changes in the participants’ quality of life, as well as other 
aspects of their community living personal assistance. The interventions will focus upon 
individualized aspects of “cash and counseling” and fiscal intermediary models—specific 
components of each intervention will be determined within each demonstration community 
site. 

Key Activities and Products 

 Build community connections and improve the quality of life measures for persons in the four 
targeted DD populations through alternatives to paid support services, increased utilization of 
community resources, and the building of relationships and natural support services through 
community development activities. 

 Develop three model demonstration sites in communities across the State of Hawaii for the 
provision of training, community assessment, community education, networking, and building 
of relationships for participants. 

 Provide community outreach to ensure that all staff and volunteers involved with the CPASS 
Grant understand the tenets of self-determination and consumer choice in the determination 
and provision of personal assistant care services and supports. 

 Develop and organize leadership by individual service recipients and their families to 
collaboratively guide project implementation and to institute similar innovations in policies, 
procedures, and practices within Department of Health (DOH) systems. 
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Consumer Partners 

The Advisory Council includes service recipients and their families, and community groups, who 
bring expertise gained through personal experience and advocacy. 

 The majority of consumer partners are family members of consumers or consumers of 
services themselves. A few may also represent the interest of an association or organization 
cited below, but they will participate on the Council as individuals. 

 Key advocacy organization partners include, but are not limited to: Developmental 
Disabilities Council, Hawaii Centers for Independent Living, The ARC in Hawaii (formerly 
known as Association for Retarded Citizens), Hawaii Disability Rights Center, Mental Health 
Association of Hawaii, Special Parents Information Network (SPIN), Elder Law Program at 
the University of Hawaii's Richardson School of Law, and United Self-Help (consumer-run, 
non-profit agency for persons with serious disabling mental illness). 

Consumer Partners and Consumer Involvement in Planning Activities 

Early drafts of the grant application were circulated to both agency administrators and consumer 
representatives and revisions were made in response to their feedback. 

Consumer Partners and Consumer Involvement in Implementation Activities 

 The Advisory Council, consisting of at least 51 percent consumers as well as heads and 
representatives of the key participating agencies and programs, will provide policy-level 
guidance on the implementation of all project activities. 

 The Council will provide input on the development of all training and evaluation materials 
and instruments. 

Public Partners 

 The Department of Health’s Adult Mental Health Division. 
 The Department of Health’s Executive Office on Aging. 
 The Department of Human Services. 

Private Partners and Subcontractors 

 ARC in Hawaii. 
 ASSISTGUIDE Inc. 
 National Center on Self-Determination. 
 University of Hawaii at Manoa's Center on Disability Studies. 

16  



Community-Integrated Personal Assistance Services and Supports 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public 

Early drafts of the grant application were circulated to both agency administrators and consumer 
representatives and revisions were made in response to their feedback. 

Private 

 The Center on Disability Studies at the University of Hawaii at Manoa and the National 
Center on Self-Determination provided technical assistance in developing the grant 
application. 

 ARC in Hawaii and other purchase of service (state contracted) providers in the community 
were consulted for input into the grant development process. 

Public and Private Partnership Development/Involvement in Implementation 

Public 

 The Department of Health (DOH) agencies will use their own resources and those of the 
Project to collaborate with consumer groups to plan the new system components of consumer-
directed individual planning and budgets. 

 The DOH staff will participate in education opportunities provided by the project staff, which 
will build capacity within the respective systems. 

 The DOH agencies will develop and pilot the new system components of consumer-directed 
individual planning and budgets, and support brokering via the Community Support Guides 
and other fiscal intermediary models. 

 The DOH agencies will conduct eligibility determinations, participate in individual planning, 
and contribute resources at the individual level, where applicable. 

 DOH management staff will work with the Advisory Council on current practices that can be 
adapted in order to sustain project outcomes, including changes in policies, procedures and 
legislation. 

Private 

 The University of Hawaii at Manoa’s Center on Disability Studies will serve as the primary 
private partner in the project providing planning, training, technical assistance, and evaluation 
support to the project. This support will be coordinated closely with the needs of DOH staff 
and input from the project advisory board. 

 ASSISTGUIDE Inc. of Honolulu, Hawaii will assist with web development activities related 
to the project. 
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Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

 The Project will be coordinated with two ongoing statewide system improvement initiatives: 
(1) the statewide implementation of Act 133 of the Hawaii Revised Statues requiring 
consumer self-determination; and (2) a proposed new community-based Medicaid Waiver 
program. Currently, no activity is underway within these two system improvement 
initiatives—it is expected that the PASS Grant will provide input to the direction these two 
initiatives should be taking in the state. Both initiatives will be impacted by the work of the 
Advisory Council and the proposed three demonstration community sites. 

 The Real Choices Grant will develop and implement a cross-agency, cross-disability, Web-
based single-entry point (SEP) system. The functions of the system will be specifically 
designed to support the implementation of the innovative models of individual budgeting, 
individualized planning, and support brokering and coordination that will be developed by the 
Hawaii PASS Project. 

Oversight/Advisory Committee 

 The Advisory Council, consisting of at least 51 percent consumers as well as heads and 
representatives of the key participating agencies and programs, will provide policy-level 
guidance on the implementation of all project activities. This body will provide broad 
consumer and cross-agency oversight to the project. 

 Both the DOH-DDD (grantee) and the Center on Disability Studies at the University of 
Hawaii at Manoa will provide oversight on specific day to day grant activities and outputs. 

Formative Learning and Evaluation Activities 

 An approach called empowerment evaluation will be used to evaluate and revise the 
consumer-directed service models to be developed and piloted. 

 Detailed annual work plans specifying objectives, activities, timelines, persons responsible, 
resources needed, and projected products and outcomes will be submitted to the Advisory 
Council for feedback. 

Evidence of Enduring Change/Sustainability 

 All grant activities are being implemented within the DOH-DDD and will yield policy and 
procedure recommendations for waiver and other changes thereby ensuring the sustainability 
of the grant activities. 

 The University of Hawaii will provide training, technical assistance, and evaluation support, 
thus supplying faculty and staff with the necessary knowledge and skills to continue training 
cadres of personnel to further sustain the project outcomes. 

 The proposed three demonstration communities will provide data and information that will be 
used to define system changes in the state waiver and other fiscal procedures to ensure 
continuation of practices found effective through the grant activities. 

 A “train the trainer” program will assure that training activities supported by the grant will 
continue after it ends. 
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 The Department of Health agency staff, primarily case managers, will participate in 
community demonstration activities, working with community partners and supporting the 
community with available resources and linkages during the project duration. The projected 
system changes and the training and experience received by the staff will ensure readiness to 
continue innovations successfully demonstrated once the project is complete. 

 Four different system-specific models of individualized planning and budgeting, and the role 
of Community Support Guides (i.e., support brokering and coordination) will establish the 
foundation for transforming each system into one that actualizes consumer self-determination. 

 Consumers and agency personnel alike will better understand and honor the values of access, 
choice and self-determination, and will have greater capacity to translate those values into 
practice. 

 Evaluation results of the pilots will be used to develop concrete recommendations and 
legislative proposals for expanding and sustaining program features shown to be effective. 

Geographic Focus 

Three targeted communities in the State of Hawaii. 
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INDIANA 

Identified Problems with the State’s Long-Term Care System 

 Lack of a unified vision across state agencies to support community integration. 

 Limited funding for community services. 

 Lack of focus on consumer choice and control. 

 Inadequate quality assurance mechanisms, prompting the need for improvements in licensure 
and certification, ongoing monitoring, system-wide oversight, and consumer access to 
ombudsman services and complaint procedures. 

 Inconsistencies among agencies in their ability to serve non-elderly consumers in need of 
long-term care services. 

 Inconsistencies in availability of consumer-directed care between waiver-funded services and 
100 percent state-funded services.  

Perceived Strengths 

 A well-designed community services program that includes the CHOICE program, a 
nationally recognized program.  

 Experience using multiple funding streams to support persons at risk of losing their 
independence. 

 Seven Home and Community-Based Services (HCBS) waiver programs. 

 Data management system has a tracking system that incorporates demographic and other 
pertinent information about individuals in programs. 

Primary Focus of Grant Activities 

 Plan, develop, pilot and evaluate an infrastructure for consumer-directed attendant care 
through three local coalitions across the state. 

 Create a workforce development system to support a stable resource of providers and personal 
assistance staff. 

 Develop a methodology to illustrate the value of consumer-directed care. 
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Goals, Objectives, and Activities 

Overall Goal.  Create an enduring infrastructure to support consumer-directed personal 
assistance services. 

Goal.  Design a consumer-directed attendant care model, education and outreach programs, and 
develop informational materials. 

Objectives/Activities 

 Develop a pilot model of self-directed care based on the work of three local coalitions.  Those 
coalitions will include an Area Agency on Aging (AAA), an Independent Living Center 
(ILC), a nursing home(s), and other pertinent support providers and advocacy groups.  

 Collaborate with community entities to (1) plan and implement outreach events and 
dissemination activities, and (2) to develop further networks and coalitions with participants 
in the education/outreach effort. 

 Provide nursing home facilities and hospital discharge planners with information and training 
on the pilot model consumer-directed attendant care program. 

 Contact all potential local providers with information about the consumer-directed attendant 
care program. 

 Develop a training curriculum for case managers who will work on the consumer-directed 
attendant care project. 

 Disseminate information about consumer-directed attendant care options through the pilot 
model program to residents in nursing facilities, group homes, and large private ICF/MR 
facilities. 

 Identify potential Medicaid Waiver participants to participate in the pilot model program 
based on functional status, with self-selection of remaining participants 

 Case managers, ILCs, ombudsman and other local collaborators will provide participants with 
necessary information and support, including how to hire, train or dismiss personal attendants 
and how to use emergency back-up systems. 

 Include consumers from the Medically Fragile Children’s Waiver or the Traumatic Brain 
Injury Waiver in the pilot model program in the third year of the grant.  

Goal.  Develop a system where self-directed personal attendant care is a realistic and accessible 
service for any individual who chooses to live in the community.   

Objectives/Activities 

 Encourage families and advocates to actively participate in systems development, person-
centered planning, education, and caregiver support initiatives through representation on the 
project’s work groups. 

 Strengthen quality assurance, monitoring systems, complaint systems and advocacy efforts 
through the Bureau of Quality Improvement Services (BQIS), an independent Bureau charged 
with oversight of incident reports, complaints, and surveys of services.  
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 Enhance consumer advocacy programs, assure oversight and accountability for quality 
assurance activities, and ensure that conflicts of interest do not exist by engaging consumers 
in all phases of the design and implementation of the pilot for consumer-directed care. 

 Partner with the Division of Disability, Aging, and Rehabilitative Services and the Office of 
Medicaid Policy and Planning to address transportation, employment, and housing needs, and 
provide more consumer direction and choice for these community supports. 

 Examine barriers to recruiting and maintaining quality workers and coordinate with the 
Department of Workforce Development and the Department of Labor to ensure realistic 
approaches to the development of a dedicated workforce.  These efforts are being coordinated 
through a workgroup of consumer representatives, provider representatives, and state 
officials. 

 Identify a way to provide services to persons with a sole diagnosis of mental illness not 
included in Medicaid waiver programs.  

Goal.  Develop a methodology to illustrate that Consumer-Directed Care leads to enhanced 
consumer satisfaction and an improvement in the quality of life for participants. 

Objectives/Activities 

 Develop a data collection tool to record the cost and units of personal attendant services, costs 
and time to manage the fiscal activities for consumers, demographics of participants, ICD-9 
codes of participants, number of providers utilized, and total costs of services. 

 Develop outcome-based reports on quality of care, quality of life, and consumer need for 
additional assistance from AAAs to manage their personal attendants. 

Key Activities and Products  

 Develop a model for consumer-directed attendant care to be piloted in three communities. 

 Develop training curriculum for case managers who will work on the consumer-directed 
attendant care project. 

 Plan and design education and outreach programs for all stakeholders, and provide nursing 
home facilities and hospital discharge planners with information and training about the pilot 
model consumer-directed attendant care program. 

 Provide participants in the pilot model program with information and support on all aspects of 
consumer-directed care.  

 Work with state agencies to provide community supports such as housing, transportation and 
employment. 

 Create a coordinated workforce development system that recruits and supports a stable 
resource of providers or personal assistance staff. 

 Develop a data collection tool and produce outcome-based reports. 
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Consumer Partners  

 The Governor’s Commission on Long Term Care, formerly the Community Choice 
Commission, comprises consumers, advocates, state agencies and provider representatives, 
and is the overarching steering committee for all the Systems Change grants.  The Governor’s 
Commission will establish a Project Advisory Council to oversee grant activities, whose 
members will include consumers and representatives from public, private, and state 
organizations.  

 The Governor’s Planning Council for People with Disabilities, comprising consumers, 
advocates, state agencies, and provider representatives, is a strong advocate for quality of life 
issues and the rights of persons with disabilities. 

 An integral component of the Community Personal Assistance and Support Services Grant 
(CPASS) is the appointment of a task force to guide the work of Indiana’s Family and Social 
Services Administration (FSSA) staff and consultants as they develop the policies and 
procedures necessary to implement consumer-directed care.  The CPASS Task Force is lead 
by a consumer representative and a former FSSA Secretary, both leaders in the development 
of home and community services in Indiana.  Members of the Task Force include consumers 
and their representatives and providers of home and community services.  

Consumer Partners and Consumer Involvement in Planning Activities 

The Governor’s Commission on Long Term Care and the Governor’s Planning Council for 
People with Disabilities were involved in the concept development of the grant application, 
attending meetings and providing input. 

Consumer Partners and Consumer Involvement in Implementation Activities 

 Consumers will be involved in the three local coalition pilot projects as peer mentors and as 
advocates for consumer placement, providing outreach to institutions.   

 Because the materials, by definition, will need to be accessible to a variety of consumers with 
varying levels of sophistication, all program materials will be reviewed by consumers and 
their representatives for approval.   

 The CPASS Task Force will be reviewing reports and making recommendations for uniform 
policies and information needed under the waivers. 

Public Partners 

 The Community Home Options to Institutional Care for the Elderly and Disabled (CHOICE) 
Board. 

 The Governor’s Planning Council for People with Disabilities.  
 Commission on Aging.  
 Division of Disability, Aging, and Rehabilitative Services.  
 Bureau of Aging and IN-Home Services. 
 Bureau of Quality Improvement Services. 
 Office of Medicaid Policy and Planning. 
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Private Partners and Subcontractors  

 ARC of Indiana. 
 Indiana Association of Rehabilitation Facilities. 
 Indiana Assisted Living Federation of America. 
 Indiana Association for Home and Hospice Care. 
 Indiana Association of Homes and Services for the Aging. 
 Indiana Council on Independent Living.  
 Indiana Health Care Association. 
 The Indiana Association of Area Agencies on Aging. 
 AARP. 
 The Indiana Home Care Task Force United Senior Action.  
 Malone Consulting (subcontractor). 
 Capitol Health Strategies (subcontractor). 
 Health Evolutions (subcontractor). 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public Partners 

 The CHOICE Board, the Governor’s Planning Council for People with Disabilities, and the 
Commission on Aging provided input, guidance and feedback throughout the application 
process, including invaluable insight into barriers and how to overcome them. 

 The Bureau of Aging and IN-Home Services and the Office of Medicaid Policy and Planning 
were the architects of the grant application, and were involved in all planning meetings.  The 
lead agency wrote the grant application. 

Private Partners 

The private partners have had varying levels of involvement. 

 Advocacy groups listed above have had a strong voice in terms of developing the independent 
fiscal intermediary model and strategies for self directed care. 

 Provider groups listed above, such as the Indiana Association of Rehabilitation Facilities and 
the Indiana Assisted Living Federation of America, have been involved in the meetings to 
discuss the project and provide guidance on what the self-directed care model will look like.  

Public and Private Partnership Development/Involvement in Implementation  

Public Partners 

 The Office of Medicaid Policy and Planning (OMPP) is the Medicaid Single State Agency 
and will be a major partner in this grant effort.  They will provide oversight to grant activities, 
administrative activities, and will help develop and authorize the amendments to the Medicaid 
Waivers.  The amendments will be enhancements/additions to current services recommended 
by the CPASS work group to enable consumer-directed care to be an integral part of all 
community services. 
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 The other public partners will be involved in implementation through their roles as advocates, 
their ability to influence legislation, and as technical experts in promoting the changes in the 
system as they occur. 

Private Partners 

 The subcontractors identified above will deliver the finished work products on which the 
systems changes will be based, such as a statewide uniform fiscal intermediary policy, an 
information guide to consumer-directed care, and recommendations for training curricula for 
personal assistance workers. 

 The private partners will be involved in the three pilot coalitions and will provide the medium 
through which changes are implemented and will generate reports for state monitoring of 
success and identified barriers. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

The Bureau of Aging and In-Home Services is in the process of developing incident and 
complaint reporting policies, as well as drafting rules for those services supplied in the 
community through BAIHS.  One of the grant activities will be to strengthen quality assurance, 
monitoring systems, complaint systems and advocacy efforts through BQIS, an independent 
bureau charged with oversight of incident reports, complaints, and surveys of services.  These two 
entities will build on their existing initiatives to support the grant’s quality assurance activity.  In 
addition, the BQIS has offered to perform consumer satisfaction surveys for participants in the 
pilots. 

Oversight/Advisory Committee 

The Governor’s Commission on Long-Term Care will establish a Project Advisory Council to 
oversee the project.  Membership will include consumers and representatives from public, private, 
and state organizations.  The Council will review the subcontractors’ work, provide feedback, and 
make recommendations for RFPs for the three coalition projects.  Sites will be selected using a 
standard scoring system. 

Formative Learning and Evaluation Activities 

 The grant managers and project consultant will visit project sites on a regular basis throughout 
the grant period to ensure implementation of initiatives and to provide informal opportunities 
for participants to express satisfaction/dissatisfaction with the process as it evolves. 

 The BQIS will gather information/feedback about individuals who transitioned to community 
services using consumer-directed care from all those involved, including the facilities, the 
AAA’s, ILCs, case mangers, personal care attendants, and most importantly, the consumers 
themselves.  Since these will be pilot projects, information will be used to refine and 
strengthen the system before it is rolled out on a statewide basis. 
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Evidence of Enduring Change/Sustainability 

 A coordinated workforce development system will be created using Home Health Care 
Agencies as training centers to recruit and support a stable resource of personal assistance 
staff.   

 The FSSA will submit a plan to the CPASS Task Force to assure that services provided to 
elderly persons and persons with disabilities match the needs of these persons as closely as 
possible.  The plan will include specific options available to these populations, costs, 
availability of waivers through the Medicaid program, and the effects on the quality of life for 
the consumers and their families.  This plan will change current practices as the first of many 
steps towards having a well-informed consumer population in Indiana that has enough 
information to make decisions based on their own wants and needs, not the service category 
they fit into. 

 Funding for personal attendant care services will continue to be provided to individuals 
through the Medicaid waivers. 

 The IN-Home Services program will use blended funding after grant funds are expended to 
sustain the ongoing grant projects, including the establishment of independent fiscal 
intermediaries to act on behalf of consumers utilizing self-directed care, maintaining the 
availability of self-directed care on all waivers, and training and certification of personal care 
attendants.  The blended funding method will enable individuals to have access to funds from 
the Aged and Disabled Waiver, the CHOICE program, and funds that may be available from 
other local sources.  AAA’s will be able to draw upon resources available through funding 
under the IN-Home Services Program.  This will enable consumer-directed personal care to 
become an accepted and enduring service after the grant period is complete. 

 The pilot model, which will require a local coalition of partners that do not traditionally work 
together, will allow a transformation of the support network to move in parallel with the 
increase in consumer options.  

Geographic Focus 

Statewide.  An RFP will be forthcoming for three pilot sites.  Once those geographic locations 
have been identified, a geographic listing will be included. 
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KANSAS 

Identified Problems with Kansas’ Long-Term Care System 

 Reliance on institutional care for individuals with disabilities and long-term illness. 

 Lack of involvement by individuals with disabilities or long-term illness in the development 
of LTC policy and regulation, and service system design. 

 Lack of choice and control over long-term care (LTC) services and supports. 

 Lack of individual-needs-based systems of support that build upon existing natural supports.  

 Insufficient supply of personal care attendants. 

 System for persons with developmental disabilities is based on a dependence model rather 
than an independence model. 

 Fewer options for persons with developmental disabilities to self direct personal attendant 
services.   

 Lack of information on how to manage, train, and supervise personal attendant services.   

Perceived Strengths 

 Increased funding for community services.  

 The state received a grant from the Robert Wood Johnson Self-Determination Project, which 
was used to identify strategies for increasing self-determination of individuals with 
developmental disabilities. 

 Good consumer control model for some populations, including persons with physical 
disabilities and persons served by the frail-elderly waiver.   

Primary Focus of Grant Activities 

 Increase the availability of personal attendants to meet consumer needs in all environments.  

 Help consumers achieve greater control of services through revision of policies, provision of 
information, and training.  

 Develop an infrastructure for consumer satisfaction, quality assurance and improvement. 
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Goals, Objectives, and Activities 

Overall Goal.  Develop an infrastructure to increase the use of consumer-directed options for 
Personal Care Assistant (PCA) services in all regions of the state  

Goal.  Increase the availability of personal care workers to meet consumers needs at home, at 
work, and anywhere else that those needs occur. 

Objectives/Activities 

 Increase the availability of quality personal care attendants by using methods such as, but not 
limited to: creating a job satisfaction survey, reviewing reimbursement, reviewing reading and 
writing requirements of the job, and determining if backgrounds checks are recommended. 

 Change state policies and regulations that require individuals to live with their parents in 
order to self direct their services.   

 Review and amend any state policies that limit the choices of persons with developmental 
disabilities. 

 Collaborate with Medicaid Buy-in (Working Healthy) to develop personal attendant supports 
for persons with developmental disabilities in work settings.   

Goal.  Provide an infrastructure to support individuals with developmental disabilities and/or 
their families in developing and exercising management skills to develop maximum consumer 
control over all aspects of personal assistant services. 

Objectives/Activities 

 Provide information to consumers that will allow them to make informed choices and 
personally manage their attendant care services. 

 Conduct a pilot program with service providers to increase self-directed plans of care for 
persons with developmental disabilities.  Selected pilots are required to support a minimum of 
eight persons and project staff will provide technical assistance to ensure that this goal is met. 

 Develop a model legislative/policy plan to address identified barriers to consumer-directed 
access and service use.  

Goal.  Develop a method for collecting consumer satisfaction data from persons with 
developmental disabilities and their families regarding their services.  This data will be used to 
make program improvements. 

Objectives/Activities 

 Modify the statewide reporting system to determine both the frequency and range of self-
directed services received by persons with developmental disabilities.  

 Modify the current state quality assurance model to ensure that consumer satisfaction data is a 
primary component of the measurement of quality.  Consumer satisfaction variables will 
include choice of providers; training of personal attendants; hiring, scheduling, and managing 
personal attendants, determining rate of pay, etc. 
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 Strategies and methods used in modifying this infrastructure will be shared with state, 
regional, and national parties. 

 Conduct a third party review of a random sample of plans of care that represent a range of self 
directed services to provide an external validation of the data. 

Key Activities and Products  

 Share consistent information across all regions of the state so that persons with developmental 
disabilities can make informed choices and personally manage their attendant care services.  

 Work with three pilot developmental disabilities organizations (one urban, one rural, one low 
unemployment region) to increase self-directed services, identify barriers, and model changes 
identified by pilot group.  

 Identify barriers and develop a plan to address barriers to increase self-directed services.  

 Develop a plan to increase labor pool, job satisfaction, and retention among PCAs.  

 Develop and disseminate training materials that assist consumers in advertising for, 
interviewing, selecting, resolving conflict with, and supervising PCAs.  

 Analyze the range of services being utilized in self-directed services.  

 Collect and evaluate data regarding consumer satisfaction and safety.  

Consumer Partners  

The Self-Directed Attendant Services Advisory Board provides insight and guidance to this 
project and comprises 51 percent consumers who are persons with developmental disabilities.  
The remaining 49 percent includes family members, advocates from the Self-Advocates of 
Kansas, Statewide Independent Living Council of Kansas, Families Together, Kansas Association 
of Centers for Independent Living, Interhab, and state agency representatives from Kansas 
Department of Health and Environment and Social and Rehabilitation Services.  The function of 
the Advisory Board is to advise the management team on all activities of the project. 

Consumer Partners and Consumer Involvement in Planning Activities 

The Kansas Disability/Health Works Force (composed of over 250 consumers and advocates) 
was convened in January 2000 to work on the Real Choice grants.  When the focus of this grant 
shifted to persons with developmental disabilities, the Self-Directed Attendant Services Advisory 
Board was developed, the majority of whose members are persons with developmental 
disabilities.   
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Consumer Partners and Consumer Involvement in Implementation Activities 

 Consumers will make up at least 51 percent representation on the Self-Directed Attendant 
Care Advisory Board.  Each pilot program will recommend one consumer who will become a 
member of the Advisory Board.  The K-PASS management team will report all activities of 
the project to the Advisory Board and the pilot groups will provide quarterly updates on their 
strategies and findings to the Advisory Board.  

 Consumers are actively involved in collecting the satisfaction data.  

 Involvement of consumers at a local level was a key factor in determining selection of 
participating organizations in the pilot programs. 

Public Partners 

 Social and Rehabilitation Services. 
 Division of Health Care Policy. 
 Kansas Healthy and Ready to Work Project (Medicaid Buy-in).  
 Kansas Department of Health and Environment.  

Private Partners and Subcontractors  

 Occupational Center of Central Kansas. 
 Topeka ARC. 
 CIL Southwest Kansas. 
 Self Advocates Coalition of Kansas (SACK). 
 Statewide Independent Living Council of Kansas. 
 Interhab. 
 The Kansas Association of Independent Living is a subcontractor for the project. 

Public and Private Partnership Development/Involvement in Planning Phase 

Agency representatives and services providers have been involved in program analysis and 
planning for the grant application. 

Public  

State agency representatives from Kansas Department of Health and Environment and the Adult 
Medical Policy Division of Social and Rehabilitation Services were involved in the planning 
process. 

Private Partners 

Representatives from the Statewide Independent Living Council of Kansas, Kansas Association 
of Centers for Independent Living, and Interhab assisted in the planning of the project. 
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Public and Private Partnership Development/Involvement in Implementation    

Public 

Representatives from state agencies such as Social and Rehabilitation Services, Division of 
Kansas Health Care Policy, and Kansas Department of Health and Environment are serving on 
the Self-Directed Attendant Services Advisory Board.  Agency representatives will continue to 
provide input regarding implementation, monitoring, and evaluation activities. 

Private Partners 

 The Occupational Center of Central Kansas, Topeka ARC, and CIL Southwest Kansas were 
awarded pilot programs.   

 Service providers will continue to provide input regarding implementation, monitoring, and 
evaluation activities. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

Representatives from the Home and Community Based Services Division of Adult Medical 
Policy in Social and Rehabilitation Services are collaborating on review of project activities as 
members of the Self-Directed Attendant Services Advisory Board.  These individuals develop and 
modify state regulations for self-directed services which increases the likelihood of project 
findings influencing the existing state infrastructure.   

Oversight/Advisory Committee 

 The Self-Directed Attendant Services Advisory Board will meet quarterly to provide guidance 
to the project.  The K-PASS management team and the pilot groups will provide a review of 
progress on project activities and solicit direction on future planning.   

 The project will report back to the Kansas Disability/Health Works Force if and when they 
reconvene. 

Formative Learning and Evaluation Activities 

 Baseline and annual feedback will be obtained from consumers regarding their satisfaction 
with personal care attendant services provided in the pilot programs and in control groups.   

 Agency representatives will provide input on progress of the grant goals through participation 
on the Self-Directed Attendant Services Advisory Board and by direct communication with 
Kansas Health Care Policy staff and project staff.   

 Input from all sources will be reviewed monthly by project staff and will be shared with the 
Self-Directed Attendant Services Advisory Board, the Real Choice Advisory Committee, and 
Social and Rehabilitation Services.  The input will allow these groups to determine if progress 
is being made on the project goals and assist the state in determining if changes should be 
made to their policies and procedures. 
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Evidence of Enduring Change/Sustainability 

 Efforts to implement the goals may result in changing laws, policies, regulations, and 
practices (e.g., offering a full continuum of options for self-directed services).   

 Easy to use promotional materials will continue to be useful in recruiting attendants.   

 Identification of consumer satisfaction data as a primary variable in evaluating the self-
directed PAS system will assure quality as demonstrated by the Arkansas Cash and 
Counseling program.   

Geographic Focus 

Statewide. 
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NORTH CAROLINA 

Identified Problems with the State’s Long-Term Care System 

 Inadequate supply of persons willing and able to provide personal care and support. 

 Regardless of funding source or program auspices, with few exceptions almost all personal 
assistance services are directed by provider agencies.  North Carolina continues to be more 
heavily reliant than many states on models of service provision controlled by professionals. 

 There is a waiting list of 4,600 older persons seeking personal assistance services not covered 
by Medicaid.  Developmental Disabilities Services has a waiting list of over 7,000 people, 
3,000 of whom receive no services. 

 Multiple funding sources for personal assistant services have often conflicting requirements. 

 Most funding sources do not allow for provision of service with maximum consumer control 
and almost none of them provide direction or guidance on how to use them in a way that 
promotes consumer direction.   

 Reforms are needed to ensure that funding is flexible and can be directed by the consumer 
with adequate supports and safeguards.  The system must learn how to balance consumer 
control and accountability for public funds. 

 The state lacks a comprehensive Medicaid policy that establishes a clear and consistent 
approach for the use of Medicaid funding across the system.   

Perceived Strengths 

 North Carolina is now one of the top five states in the percentage of Medicaid funding 
directed to home and community care. 

 North Carolina has two consumer-directed personal assistance programs.  One program under 
the Division of Vocational Rehabilitation, the Independent Living Program, serves 
approximately 360 persons per year.  Since fiscal intermediary services are not currently used, 
counselors funded through this program provide considerable assistance to consumers to 
prepare them to become employers of record, to manage the fiscal aspects of this role, as well 
as to direct their own care.  The other program, under the Division of Services for the Blind 
Independent Living Program, provides support for about 375 persons per year. 

 The NC Council on Developmental Disabilities supported a group of people with 
developmental disabilities and family members to develop the Customer Leadership Initiative, 
which produced a document, Choice, Change, Community:  Charting a New Course for 
Customer-Driven Long-Term Supports for North Carolinians with Developmental 
Disabilities.  This movement grew and formed a new organization, the Self-Determination 
Leadership Network, which joined with other efforts to bring the issue of consumer abilities 
and control to the attention of policy makers. 

 The state legislature has responded positively to continued advocacy efforts by the aging 
community to increase funding for home and community services. 
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Primary Focus of Grant Activities 

 Facilitate consumer direction of services and supports through regulatory reform.  

 Increase consumer-directed options for personal assistance services and supports.  

 Increase consumer leadership in local reform efforts. 

 Develop improved quality assurance system. 

 Improve training materials and develop technical assistance for all providers of services. 

Goals, Objectives, and Activities 

Overall Goal.  Create a new infrastructure to sustain the service and support system for the 
provision of consumer-directed home and community care to people with disabilities and long-
term conditions. 

Goal.  Facilitate consumer direction of services and supports through regulatory state policy 
reform.   

Objectives/Activities  

 Assess North Carolina’s current fiscal and regulatory policies to identify and remove barriers 
to consumer-directed services and supports, and identify current practices that promote 
systems change. 

 Identify and assess statutes, rules, and policies that are intended to provide safeguards to 
consumers and formulate changes that will safeguard consumers while promoting consumer 
direction and autonomy. 

Goal.  Increase consumer directed options for personal assistance services and supports. 

Objectives/Activities 

 Work with provider agencies to assess existing policies and practices and determine barriers 
to consumer-directed care.   

 Establish guidelines for matching consumer strengths, needs, and preferences with personal 
assistant qualifications, capabilities, and interests. 

 Create/modify training and technical assistance protocols on agency-based practices to 
promote consumer-directed approaches. 

 Develop information and training materials to prepare personal assistants to work in a 
consumer-directed system. 

 Create training and technical assistance capacity statewide for agency-based and independent 
personal assistants. 

 Create technical assistance team to work with pilot sites created by all three of North 
Carolina’s Systems Change Grants. 
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Goal.  Create community demonstration projects for collaborative approaches across populations 
to enable people with disabilities and long term conditions to direct their own supports, assume 
personal responsibility, manage risks, and exercise their rights. 

Objectives/Activities 

Establish three pilot projects to promote enduring consumer and local community leadership 
across the populations of people in need of personal assistance services.  The pilot projects will 
model best practice in linking agencies and organizations to create inclusive communities for all 
its citizens. 

Key Activities and Products  

 Conduct an assessment of state fiscal and regulatory policies and initiate statutory and rule 
reform.   

 Identify provider practices that interfere with consumer direction and make recommendations 
for change. 

 Develop and conduct training and technical assistance with agency based and independent 
providers to encourage consumer-directed practices.  

 Develop technical assistance team(s) to create and sustain statewide capacity to promote and 
facilitate consumer-directed options. 

 Create three community demonstration models of consumer leadership in community 
resource development to support consumer direction. 

Consumer Partners  

 The grant application development process brought together a broad group of consumers, 
family members, providers, state agency personnel and other allies to begin a coordinated 
approach to assessing the current system of delivery of personal assistance services. 

 Consumers and family members will make up the majority (at least 60 percent) of the 
Community PASS Advisory Committee membership.  The Committee will comprise people 
with disabilities and long-term conditions as well as state agencies and providers. 

Consumer Partners and Consumer Involvement in Planning Activities 

 Principles for Service Provision for the Consumer-Driven Long Term System were adopted 
jointly by the consumers and state staff members developing this application, to create an 
initial consumer-state partnership. 

 The Community PASS Advisory Committee developed and approved all aspects of the grant 
application. 
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Consumer Partners and Consumer Involvement in Implementation Activities 

 The new system will be designed with leadership from consumers and families, as modeled 
by the grant application development effort. 

 The Community PASS Advisory Committee will develop working relationships with 
advocacy and consumer groups to pursue external avenues for change, listen to feedback on 
issues related to grant activities, and provide information and consultation to promote the 
vision and principles of systems change. 

 The Community PASS Advisory Committee will approve all work produced through grant-
funded activities and will advise the Secretary and the Long Term Care Cabinet on actions 
necessary to implement administrative and legislative changes. 

 In addition to their oversight role, consumers will be involved in all aspects of grant activities, 
including but not limited to these strategies: 

C Consumers will be invited to join all of the CAC Work Teams to provide expertise and to 
model consumer leadership. 

C All subcontractors will be required to report to the project’s Community PASS Advisory 
Committee.  

C Consumers and families will form the core of the Technical Assistance Team. 
C Consumers will lead the local pilot efforts including any Local Leadership Teams 

established. 
C Consumers will participate in selection of subcontractors for the evaluation process and 

for three pilot sites via request for application process. 
C Consumers will be involved in all aspects of the internal and external evaluation activities 

of the grant.  In addition, they will bring feedback from other consumers to the Advisory 
Board and provide information to consumers and families not involved in grant activities.   

Public Partners 

 Division of Aging. 
 Division of Facility Services (Home Care Licensure). 
 Division of Medical Assistance (Medicaid agency). 
 Division of Mental Health/Developmental Disabilities/ Substance Abuse Services. 
 Division of Services for the Blind. 
 Division of Social Services. 
 Division of Vocational Rehabilitation. 
 Division of Public Health. 
 North Carolina Board of Nursing. 
 NC Community College and state universities in North Carolina. 
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Private Partners and Subcontractors  

 NC Association on Aging. 
 Association of Self-Advocates in North Carolina. 
 Self-Determination Leadership Network. 
 Arc Alternative (a self-determination initiative of the ARC/NC). 
 First in Families of North Carolina. 
 NC Council on Developmental Disabilities. 
 Independent Living Centers Advocacy groups. 

Public and Private Partnership Development/Involvement in the Planning Phase 

 A large group participated in the development of this application, including state agencies, 
provider organizations and advocacy groups. 

 Representatives of the Department of Health and Human Services Divisions of Aging, Mental 
Health/Developmental Disabilities/Substance Abuse Services, Social Services, Vocational 
Rehabilitation and Medical Assistance were on the grant writing/review committee for this 
application. 

 Principles for Service Provision for the Consumer Driven Long Term System were adopted 
jointly by the consumers and state staff members developing this application, to create an 
initial consumer-state partnership. 

Public and Private Partnership Development/Involvement in Implementation 

Public 

 Representatives from the Divisions of Facility Services, Mental Health/Developmental 
Disabilities/Substance Abuse Services, Aging, Vocational Rehabilitation, the Office of Long 
Term Care, the NC Council on Developmental Disabilities, Legislative Research staff and 
possible University partners will create an alliance with the Community PASS Advisory 
Committee and the Beach Center to conduct the assessment of statutes and rules.  This 
partnership will develop and implement strategies to create the changes needed in the 
regulatory framework.   

 The Divisions of Vocational Rehabilitation and Services for the Blind will provide specific 
expertise from their current experience with consumer-directed services, particularly in the 
development of materials and in training for providers and consumers. 

 NC Community College and state universities in North Carolina.  The primary role of the 
educational sector partners may be in long-term implementation through training, technical 
assistance and evaluation efforts. 
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Private 

 Independent Living Centers Advocacy groups and NC Council on Developmental Disabilities 
will have  representatives on the Community PASS Advisory Committee and will keep the 
Committee and staff advised of advocacy and community development efforts pertaining to 
its population. 

 NC Association on Aging and the NC Chapters of the Alzheimer’s Association are on the 
Real Choice Consumer Directed Workgroup with which this grant is partnering and will be 
invited to participate in local planning and implementation efforts as well. 

 The Community PASS Advisory Committee will also call on the many groups in the state 
who are making progress in the move toward consumer-directed supports.  These include the 
Association of Self-Advocates in North Carolina, the Self-Determination Leadership 
Network, the Arc Alternative (a self-determination initiative of the ARC/NC) and First in 
Families of North Carolina. 

 This grant will also include persons performing the role of personal assistant (both those 
employed by agencies and those employed by consumers) in many aspects of the project, but 
particularly in the development of materials and training for the career of personal assistants. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

 State Agency Partners (primarily Divisions of the Department of Health and Human Services) 
will bring individual expertise and provide a conduit for participation of their public and 
private networks.  The Division of Vocational Rehabilitation and Division of Services for the 
Blind will provide specific expertise in disability areas, particularly in the development of 
materials and training for providers and consumers. 

 Several associations of providers of personal assistance services are currently participating on 
the Real Choice Consumer Directed Workgroup that is coordinating with the CPASS Grant 
activities.  Many of these participants have indicated an interest in being resource persons to 
the project and possibly participating in the pilot projects.  They have already contributed 
significantly to the grant application development process. 

 The Association for Home and Hospice Care of NC (a trade association for approximately 
400 provider agencies) has been an active participant on the Real Choice Consumer Directed 
Workgroup.  Many other organizations will also be instrumental in using their conferences 
and other communication vehicles to extend the discussion of the issues and to provide 
feedback regarding proposed changes. 

 The CMS Systems Change Grants Coordinators will provide an arena for coordinating 
activities of all the grants for effective overall systems changes. 
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Oversight/Advisory Committee 

 The Community PASS Advisory Committee will meet monthly and will be involved in all 
stages of problem analysis, planning, implementation, monitoring, and evaluation activities 
through a Quarterly Review Process. 

 The Community PASS Advisory Committee will (1) meet quarterly with the Long Term Care 
Cabinet to review all evaluative reports and provide recommendations for changes; (2) will 
track implementation of recommendations; and (3) will work with the assistant secretary to 
implement administrative and legislative changes within the department. 

Formative Learning and Evaluation Activities 

 The Community PASS Advisory Committee will meet monthly and will be involved in all 
stages of problem analysis, planning, implementation, monitoring, and evaluation activities 
through a Quarterly Review Process. 

 The Community PASS Advisory Committee will meet quarterly with the Long-Term Care 
Cabinet to review all evaluative reports and provide recommendations for changes. 

Evidence of Enduring Change/Sustainability 

Grant activities are designed to produce significant changes in all aspects of the infrastructure 
currently supporting the system of personal assistance services and supports by effecting change 
in (1) state-level statutes and policy; (2) public and private provider practices; and (3) local 
community capacity for supporting people with disabilities throughout the state. 

 In preparing the grant application, upper management DHHS divisional staffs throughout the 
Department have met with consumers, families and providers to agree on principles and 
strategies to support major system-wide changes.  The principles will guide the policy reform 
activities of this grant and it is this reform that will ensure the sustainability of the change. 

 Principles for Service Provision for the Consumer-Driven Long-Term System sets the 
standards for future community services provision in North Carolina. 

 Grant activities will result in enduring change through:  (1) policy reforms that address the 
current regulatory and fiscal bias favoring care directed by professionals; (2) the use of Model 
Practice Guidelines and other incentives to demonstrate how agency-based providers can 
modify practices to provide for more consumer choice and control; (3) the provision of 
consultation, education, and technical assistance to community service agencies and 
organizations to decrease reliance on specialized services and increase access to generic 
community supports; (4) the implementation of initiatives that increase the availability, skills 
and knowledge of personal assistance workers in local communities; (5) the creation of 
person-centered approaches to address quality of services, which will endure beyond the grant 
period. 
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Geographic Focus 

 The impact of the grant is intended to be statewide—statutes, rules and policies that change 
will affect the entire state, and materials that are developed would be available across the state 
in the future.   

 The three pilot sites are yet to be determined and will be decided in coordination with other 
Systems Change Grants in order to have the most impact. 
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TENNESSEE 

Identified Problems with the States’ Long-Term Care System 

 Personal assistance services in Tennessee are both fragmented and very limited.  

 The waiting list for waiver services exceeds 2,300 persons for persons with mental 
retardation. 

 Consumer-directed services are not available through the waivers.  

 Consumers, advocates, providers, and professionals all lack information and experience in 
consumer-directed personal assistance. 

 Limited training for individual or agency providers of personal assistance. 

Perceived Strengths 

 In 2000, the state enacted a statute codifying a philosophy of community services to support 
people with mental illness, serious emotional disturbance and developmental disabilities in 
the most appropriate settings that enhance each person's dignity and ability to thrive.  The 
statue also established principles for services, including consumer responsiveness, 
consumer/citizen-based planning and policy development, and basic quality standards. 

 The Developmental Disabilities Council collaborated with the Tennessee Housing 
Development agency, the Division of Mental Retardation Services, disability organizations, 
and community housing development agencies to establish a Home of Your Own project to 
promote safe, affordable, accessible housing options for persons with disabilities to enable 
them to remain in integrated settings. 

 The name of the Commission on Aging was changed to the Commission on Aging and 
Disability to reflect its new commitment to home and community long-term care services in 
the most integrated settings for all adults with disabilities. 

Primary Focus of Grant Activities 

 Increase the use of consumer-directed options for personal assistance services. 

 Develop tools and resources for people who want to direct their own services and supports in 
community settings. 

 Implement a pilot program for people with disabilities to test and use the tools and resources. 

 Support consumers and providers through a mentoring and technical assistance program. 

 Construct and test policies, procedures, and infrastructure needed to establish a new and 
workable long-term care system for the state. 
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Goals, Objectives, and Activities 

Overall Goal.  Develop an enduring system of accessible, quality responsive, consumer-designed 
and -directed PASS and develop both consumer and provider confidence and competence. 

Goal.  Develop and provide education and support to consumers. 

Objectives/Activities  

 Identify the knowledge, skills and tools required to exercise effective consumer-directed 
personal assistance through feedback at regional meetings and best practices from other states. 

 Provide training and information through the PASS Users Guide. 

 Conduct individual and small group training sessions to prepare individuals who will be 
hiring their Personal Assistants (PAs). 

 Support individuals who have already hired their PAs by developing and providing practice-
based training, technical assistance and resource tools. 

 Develop a self-assessment tool and process designed to provide guidance for consumers to 
identify what is needed from a PA. 

 Develop a checklist of elements about consumer expectations of a PA. 

Goal.  Provide mentoring and training for consumers, PA workers, advocates, providers and 
professionals.  

Objectives/Activities 

 Develop core competencies for individuals providing Personal Assistance Services (PASS). 

 Develop a recruitment, screening, selection and management strategy with useful tools for 
individuals providing or using PASS. 

 Develop a consumer-led mentoring and technical assistance program available to support both 
individuals who use PASS, as well as agency and individual providers. 

Goal.  Develop and pilot a consumer-directed personal assistance program. 

Objectives/Activities 

 Identify individuals who would be interested in the consumer-directed option, as well as 
individuals who are already self-directing.  If possible, they will come from a variety of 
settings, including persons living in their own home and in institutions. 

 Include individuals in the pilot who currently utilize a variety of funding sources to enable the 
establishment of flexibility in the system. 

 Elicit from consumers their preferences regarding consumer direction through regional 
meetings and review best practices from other states. 

 Implement a consumer-directed pilot program in the Mid-Cumberland region of the state and 
ensure that necessary supports are available and assessable.  
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 Develop a fiscal intermediary function that will allow consumers to focus on managing their 
personal assistants while not being encumbered with the technical and financial details of 
employing a personal assistant. 

 Develop and utilize Consumer Satisfaction Surveys to give feedback on the delivery of high 
quality and consistent person-centered supports, as identified by the consumer. 

 Incorporate feedback gained locally to modify curriculum to meet the specific needs of each 
given geographic location within Tennessee. 

Key Activities and Products  

 Detailed checklist regarding agreement between consumer and PA or agency.  

 A list of core competencies and performance expectations for individual and agency providers 
of personal assistance.  

 A guide for consumers on how to recruit, screen, select and manage personal assistants.  

 Develop and provide practice-based training and resource tools for consumer-directed 
personal assistance. 

 Develop and pilot a system of consumer-directed personal assistance. 

 Develop and implement a program of consumer-led mentoring and technical assistance for 
individuals who use PA and agencies and staff who provide personal assistance. 

Consumer Partners  

 The Consumer Task Force includes consumers, family members and self-advocates from the 
aging and disability communities, and representatives of the Tennessee Disability Coalition, 
an advocacy alliance of approximately 50 disability groups.  Additionally, the Consumer Task 
Force includes representatives from the state legislature, the Area Agencies on Aging, the 
Long-Term Care Planning and Advisory Council, the Family Support Council, The Arc of 
Tennessee, IAM Cares, the AARP, the Middle Tennessee Council on Independent Living, the 
Home and Community-Based Services Planning Commission, and the Tennessee Technology 
Access Project. 

 The majority of the membership of the Project Oversight Committee will be consumers and 
consumer surrogates representing the physical disability community, people receiving 
services through the Department of Rehabilitation Services personal assistance program, and 
additional members from the aging community. 

 To insure continuity, four members from the Consumer Task Force will serve on the Project 
Oversight Committee. 

Consumer Partners and Consumer Involvement in Planning Activities 

 The Consumer Task Force developed concept papers for two grants.  The Task Force then 
broke into two subcommittees:  one that focused on the CPASS Grant application, and the 
other on the Real Choice Grant application.  
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 The Consumer Task Force led the planning and development of the application that included 
a consensus and commitment of stakeholders to move toward a system for consumer-directed 
personal care assistance.  The task force included a number of consumers who serve as 
gubernatorial appointees to disability related boards and commissions.  

Consumer Partners and Consumer Involvement in Implementation Activities 

 Project implementation will be led and directed by the Project Oversight Committee. 

 Consumers will provide input on, test, and evaluate the grant products.  

 The Consumer Task Force will be utilized in all phases of the development, training, 
implementation and evaluation of the pilot project. 

Public Partners   

The Multi-Agency Coordinating Council comprises the following public agencies:  

 Area Agencies on Aging. 
 Commission on Aging and Disability. 
 Council on Developmental Disabilities. 
 Department of Mental Health and Developmental Disabilities. 
 Division of Mental Retardation Services. 
 Division of Rehabilitation Services. 
 Tennessee Technology Access Project. 

Private Partners and Subcontractors  

 Tennessee Council on Independent Living. 
 Tennessee Disability Coalition. 
 Family Support Council. 
 The ARC of Tennessee. 
 IAM Cares. 
 The AARP. 
 Middle Tennessee Council on Independent Living. 

Public and Private Partnership Development/Involvement in the Planning Phase 

The public and private partners listed above participated in the development and planning phase 
of the CPASS Grant project.  They provided input, technical assistance and guidance via 
meetings and discussions with the Consumer Task Force, during the project development and the 
application process, and also provided ideas for implementation. 
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Public and Private Partnership Development/Involvement in Implementation 

Public 

 The Multi-Agency Coordinating Council will act as a partner to the Project Oversight 
Committee as they assist each other to problem-solve issues that arise, resolve systems 
barriers, develop or revise policies, and implement a statewide systems strategy that will 
promote and sustain the grant activities. 

 Both the Coordinating Council and Oversight Committee will partner with TennCare, the lead 
agency, and The ARC of Tennessee in all grant activities.   

 The Commission on Aging’s Options Program, and the personal assistance program available 
through the Division of Rehabilitation Services, will work closely with the subcontractor to 
ensure that people supported through the pilot will be able to access their services and that 
these initiatives will be able to incorporate changes into their systems to accommodate a “self-
determination” model. 

Private 

 The Arc of Tennessee is the sole subcontractor and will carry out the grant activities as 
directed by Tennessee Long Term Care Division of TennCare (the lead agency) and under the 
guidance of the Project Oversight Committee. 

 The Arc of Tennessee will lead the multi-year team effort to provide training/technical 
assistance in the implementation of this grant, through a combination of regional meetings, 
hands-on support in the Mid-Cumberland region, and working with providers, people with 
disabilities, parents, and advocates. 

 The Arc of Tennessee will perform the fiscal intermediary function and be responsible for the 
actual payroll for personal assistance workers. 

 The Family Support Program will work closely with the Arc of Tennessee to ensure that 
people supported through the pilot will be able to access its services. 

Oversight/Advisory Committee 

The Project Oversight Committee, comprising consumers, representatives of consumer 
organizations, consumer advocacy organizations and other key stakeholders, will set direction for 
the grant, approve products and processes, make recommendations for systems change, and 
evaluate progress.  The Committee will conduct quarterly reviews of the project and, as 
determined by evaluations, make needed changes to project activities.  
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Formative Learning and Evaluation Activities 

 Each product will, as a component of its development, include at least one evaluation cycle, 
during which consumers for whom the product is intended will evaluate it, provide feedback 
and make suggestions for improvement. 

 The project director and staff will submit quarterly reports to the Oversight Committee.  
These reports will be used to make adjustments to refine the system for PASS that is being 
developed and tested within the pilot.  Flexibility among partners will be an essential part of 
the refinement loop. 

 Ongoing evaluation, analysis, and refinement of all grant products will be reviewed within the 
quarterly project status reporting mechanisms.  The Project Oversight Committee, based on 
the quarterly reviews and the timely feedback from the consumer, personal assistant, and 
agency perspectives, will make needed changes to project activities. 

 Feedback from all regional meetings, and review of systems that are operating already both 
within Tennessee and outside the state will be studied prior to implementation of the pilot. 

 Every aspect of the new system will be scrutinized during Year 3 and refinements and fine 
tuning will take place before system wide changes are implemented.   

Evidence of Enduring Change/Sustainability 

 During the last two years of the grant, The Arc of Tennessee, in conjunction with TennCare 
and the multi-agency Coordinating Council, will identify changes needed in the current 
waiver-funded programs across the state to support “self-directed” models.  In addition, 
TennCare will evaluate the need for additional Medicaid-funded waivers that can support the 
activities of the CPASS Grant.  

 A number of products developed with grant funds will be used after the grant ends.  For 
example, user guides for recruiting, screening, selecting and managing personal assistants, a 
guide for mentors, a list of consultants available to provide consumer to agency mentoring 
and technical assistance, and a boilerplate agreement/checklist. 

 A video lending library will be maintained for all training developed under the grant and will 
include materials on employment and supervision related topics that will be purchased 
through commercial sources. 

 A system for continuation of the fiscal intermediary function after the grant ends will be 
developed during the grant period with appropriate policy and systems as deemed necessary. 

Geographic Focus 

The initial focus of the pilot project will be in the Mid-Cumberland district of the state, to include 
Davidson, Sumner, Robertson, Wilson, Williamson, Cheatham, and Montgomery Counties. 
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WEST VIRGINIA 

Identified Problems with the State’s Long-Term Care System 

 The Medicaid state plan and waiver program reimburse for personal assistance (homemaker, 
personal care) services only if provided in the place of residence, with exceptions only for 
essential errands. 

 Eligibility requirements for personal care under the state plan and for homemaker services 
under the waiver are stringent. 

 The state does not offer a consumer-directed personal assistance option under the state plan or 
the waiver. 

 Consumers lack the technical assistance and support to employ and manage their own 
personal assistants. 

 Service providers have little experience with consumer direction and do not utilize 
opportunities to implement consumer direction within their current systems. 

 The state’s Certificate of Need process limits consumer provider choice by restricting the 
entry of new personal care providers into the system.  Most consumers depend on local, 
approved provider agencies to find their personal assistant and can sometimes wait weeks to 
obtain new or replacement personal assistants. 

 Nurse Practice Act regulations prohibit the performance of most medically oriented tasks by 
unlicensed personnel. 

 The state requires that personal care be authorized by a physician annually and supervised by 
a nurse through a plan of care completed at least every six months.  There is no 
recommendation or requirement for consumer involvement in developing this plan of care. 

 Case managers, service coordinators, and other admitting staff are not trained in the value of 
consumer direction and how to implement it within current policy. 

 Lack of comparative data regarding service utilization, cost effectiveness and consumer 
satisfaction to assist consumers, providers, or policymakers to make informed choices 
regarding services and policy. 

 Lack of a coordinated effort to strengthen the personal assistance profession through 
improved wages, better benefits, expanded training, technical assistance and attitudinal 
change. 

 Limited funds to support infrastructural changes associated with maximum consumer control 
of personal assistance services.  
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Perceived Strengths 

 Committed leadership, as evidenced by the disability agenda of the state’s new Governor, and 
many key groups evaluating, analyzing, and recognizing needed policy changes. 

 The Olmstead State Plan Task Force issued a report recommending that personal care, home 
health, and A/D waiver services be made more portable and that West Virginia’s Certificate 
of Need process be liberalized. 

 The state has increased the emphasis on community services in recent years as evidenced by 
large budget increases for waiver services, and has demonstrated an ability to quickly 
distribute these resources through a strong network of community agencies. 

 The state’s uniform consumer assessment process (Preadmission Screen [PAS-2000]) allows 
consumers and their families to enter the system for either nursing home or community care 
through virtually any provider they choose. 

 A new Benefits Planning, Assistance and Outreach Program for SSI and SSDI recipients is 
increasing consumer awareness of the full range of their options. 

 West Virginia has some experience with consumer direction through its two state-funded 
personal assistance services programs.  One of the programs also pays the Centers for 
Independent Living to train consumers to function as an employer. 

 Key changes to personal care implementation in the community can be accomplished through 
a few wording changes in the Medicaid state plan without requiring legislative authorization. 

Primary Focus of Grant Activities 

 Promote the consumer-directed option through media campaigns, training, and modification 
of Medicaid policy and programs. 

 Improve availability of services by developing a long-term strategy to improve the 
recruitment and retention of personal assistants. 

 Support a consumer-directed service delivery system by developing data collection and fiscal 
management systems. 

 Demonstrate how maximum consumer control increases both consumer satisfaction and cost 
effectiveness. 

Goals, Objectives, and Activities 

Overall Goal.  To enable Medicaid eligible individuals of any age who meet the disability 
requirements for personal assistance services to choose and direct these services to whatever level 
they or their designee are willing and able. 

Some of the following objectives and activities are relevant to more than one goal. 

Goal.  Increase opportunities and enhance skills for consumers to control the recruitment, 
training, supervision, and termination of their personal attendants; to direct their plan of care; and 
assure that services are fully portable. 
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Objectives/Activities  

 Organize consumers to work with advocacy groups, agency personnel, and service providers 
on an Advisory Board to plan, direct, and evaluate systems change efforts to increase 
consumer control of personal assistance services (PAS). 

 Initiate consumer-directed services within existing waivers that will allow consumers the 
option of receiving a cash amount for their personal assistance services.  

 Develop and implement a demonstration project within the current Medicaid framework to 
show how maximum consumer control increases both consumer satisfaction and cost 
effectiveness. 

 Provide a training program on management of PAS to consumer groups and agency providers 
statewide, after initial testing by consumers in the demonstration project. 

 Design data collection and fiscal management systems to enable service providers to operate 
as intermediary financial agents; to assist the state Medicaid agency in implementing future 
cash payouts; and to monitor consumer compliance with employer responsibilities.   

 Modify and/or expand components of the Medicaid state plan and waivers to make personal 
assistance services fully consumer-directed and portable. 

Goal.  Assure consumer access to comparative information on providers, services, and costs to 
help them make more empowered decisions on personal assistance services. 

Objectives/Activities 

 Develop a system to compare Medicaid and non-Medicaid personal assistance service 
providers with respect to consumer involvement, consumer satisfaction, service provision, 
attendant recruitment, back-up response, and other features important to consumers.   

 Empower consumers to utilize comparative information on service providers in making 
choices through a statewide multimedia campaign and a Website. 

Goal.  Medicaid and non-Medicaid service providers will increase opportunities for consumer 
input and choice within the current practices of the services offered. 

Objectives/Activities 

 Organize consumers to work with advocacy groups, agency personnel, and service providers 
on a Advisory Board to plan, direct, and evaluate systems change efforts to increase consumer 
control of personal assistance services. 

 Research, develop, and implement training curriculum statewide which will prepare agency 
and provider personnel to fully integrate the consumer-directed service model. 

Goal.  Develop strategies for recruitment and retention of personal assistants. 

Objectives/Activities 

 Create consumer-directed program within the current waivers allowing consumers the option 
of receiving a cash amount for their personal assistance services.  



Community-Integrated Personal Assistance Services and Supports 

52 

 Develop and implement a demonstration project within the current Medicaid framework that 
shows how maximum consumer control techniques increase both consumer satisfaction and 
cost effectiveness 

 Modify and/or expand components of the Medicaid state plan and waivers to make personal 
assistance services fully consumer-directed and portable. 

 Collect information to assist statewide agencies in developing and implementing a long-term 
strategy for improving recruitment and retention of personal assistants. 

Key Activities and Products  

 Implement consumer awareness and information system and provide support through a 
CPASS or REAL CHOICE 800 number and a user-directed Website. 

 Coordinate with the Bureau for Medical Services to develop a system of comparative data 
collection on service providers. 

 Design agency training curriculum to increase consumer control.  

 Design training curriculum to prepare consumers with varying capabilities to direct their own 
plans of care, exercise risk management procedures, and interview, train, and manage 
personal attendants. 

 Construct a sustainable model for maximum consumer control within a demonstration project. 

 Design and disseminate a system for service providers to act as intermediary financial agents. 

 Design a system for monitoring cash payments to cover personal assistance services for 
consumers who elect this option. 

 Develop a tool to assist consumers or fiscal intermediaries in complying with all necessary 
employer-related requirements. 

 Develop strategies for recruitment and retention of personal assistants. 

Consumer Partners  

 The Olmstead State Plan Task Force, originally identified by Executive Order from the 
Governor in January 2001, comprises consumers and advocates (60 percent), public and 
private service providers, and state agencies.  

 The Olmstead Task Force will create a consumer/agency/service provider (CAS) Advisory 
Board to continue involvement with and maintain maximum control over the grant project.  
The CPASS Advisory Board will comprise at least 60 percent consumers or their designated 
family members. 

 A Participatory Action Research (PAR) Board will be established for the demonstration 
project comprising at least four consumers in the demonstration group, three representatives 
from the fiscal agent including one nurse supervisor, a Bureau for Medical Services 
representative, and the program staff. 
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Consumer Partners and Consumer Involvement in Planning Activities 

 A consumer and advocate subcommittee of the Olmstead Task Force directed the 
development of this grant application.  

 Persons with disabilities and those with needs for long-term care were active participants in 
all elements of the grant application development.  Input was solicited through a survey, 
public meetings, and opportunities via a list serve to make changes to application drafts.  

Consumer Partners and Consumer Involvement in Implementation Activities 

 Persons with disabilities will assist in the design of the consumer direction training curriculum 
and will participate in its presentation to consumer groups and agency providers statewide. 

 A fiscal intermediary, consumers and service providers will participate in the demonstration 
project.  

 The CPASS Advisory Board, comprising 60 percent consumers, will provide advice in 
programmatic decisions including modifying process objectives, reviewing demonstration 
project elements and implementing activities.   

 Some members of the CPASS Advisory Board will participate in training sessions, legislative 
presentations, and development of materials to be disseminated. 

 The PAR Board will meet monthly to provide input, modification, and evaluation for the 
demonstration model, and will report to the CPASS Advisory Board. 

Public Partners 

 Bureau for Medical Services. 
 WV Bureau of Senior Services. 
 Bureau of Health and Health Facilities (Mental Health). 
 LTC Ombudsman. 
 Area Agencies on Aging.  
 Roane County Senior Services. 
 Lewis County Senior Services. 
 WV’s ADA Coordinator—a consumer with an interest in PAS. 
 WV Division of Rehabilitation Services. 
 WV Developmental Disabilities Council. 

Private Partners and Subcontractors  

 AARP. 
 WV Council of Home Care Agencies. 
 West Virginia Advocates. 
 Loved Ones in Home Care. 
 Braley and Thompson. 
 Cabell County Community Services Organization. 
 WV Behavioral Health Providers Association. 
 WV Mental Health Consumers Association. 
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Public and Private Partnership Development/Involvement in the Planning Phase 

 State agencies, along with public and private healthcare and service providers, have been 
meeting with consumers and advocates on the state’s Olmstead Task Force and many of the 
recommendations being offered by that group were subsequently included in the grant 
application. 

 State agencies and public and private partners attended the eight statewide public meetings 
and teleconferences where objectives of the Real Choice application were reviewed. 

 Drafts of the application were shared with state agencies and public and private partners 
through an interactive listserv.  Phone conversations and informal meetings also occurred 
during the application development. 

 A consumer, advocate, and agency subcommittee of the Olmstead Task Force directed the 
development of this grant application.  

Public and Private Partnership Development/Involvement in Implementation 

 Public and private partners will be members of the CPASS Advisory Board and the 
Participatory Action Research (PAR) Board, described above under Consumer Partners and 
Implementation. 

 The Bureau for Medical Services and the Bureau of Senior Services will coordinate with 
project staff to develop a system of comparative data collection on service providers. 

 The Bureau for Medical Services will modify personal care requirements for the purposes of 
the demonstration project so long as they are cost neutral and do not require legislative 
authorization. 

 The Medicaid service provider agency subcontracted for the demonstration project will 
conduct background checks on personal care attendants, provide required training, arrange for 
nurse supervision of services, and accept fiscal agent responsibilities. 

 The project will have an ongoing evaluation and dissemination process that includes the 
participants, boards, and stakeholder involvement. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

 The Medicaid Work Incentive Network (M-WIN), a Medicaid Infrastructure Grant, is already 
working on making personal assistance services fully portable and on removing health 
coverage barriers for those in the workplace.  The M-WIN Project has also compiled a list of 
service providers, which is ready for dissemination, and is working with the Bureau for 
Medical Services on implementing changes to the Certificate of Need Process and the Nurse 
Practice Act. 

 The Developmental Disabilities Council will contribute their specialized knowledge and 
resources in developing consumer direction training programs.   

 The West Virginia Mental Health Consumers Association is offering its expertise in 
establishing peer supports. 
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 The CPASS Grant will collaborate and coordinate with the REAL CHOICE and Transitioning 
to Inclusive Communities (TIC) projects in the development of a user-directed resource 
directory Website and 1-800 number; the sharing of data; the coordination of curriculum and 
statewide trainings; and support for policy change. 

Oversight/Advisory Committee 

 The CPASS Advisory Board will comprise representatives from the partner agencies, 
community organizations, health care provider groups, and individual consumers as selected 
by the Olmstead Task Force.  The CPASS Advisory Board will be both an active and a 
responsive entity, providing guidance and direction to the overall project and the 
demonstration model.  

 The board will meet bimonthly and may also be convened more frequently to address critical 
junctures in the project’s operations.  Because of their roles within agencies and community 
groups, board members will provide reality checks and needed resources and assist with the 
implementation of needed actions. 

Formative Learning and Evaluation Activities 

 The CPASS Advisory Board will have the power to alter process objectives if feedback 
identifies a better approach.  State agencies such as the Bureau for Medical Services and the 
Bureau of Senior Service will also share the responsibility for project evaluation and 
improvement. 

 The Participatory Action Research Board for the demonstration project was specifically 
designed to allow this demonstration to benefit from ongoing learning. 

 Based on the evaluation and recommendations of consumers from the demonstration project, 
an amended training curriculum will be offered to consumer groups throughout the state. 

 Program staff will develop a trial system for monitoring consumer compliance with the rules 
and regulations for employers, and modify the system based on the demonstration project 
experience.   

Evidence of Enduring Change/Sustainability 

 The ongoing and active involvement of the CPASS Advisory Board will build commitment 
and facilitate the sustainability of the systems change elements of the project. 

 Training will become a component of ongoing staff development for agency and provider 
staff.  A recommendation will made by the Bureau for Medical Services and the Bureau of 
Senior Services to make it mandatory. 

 Staff will assist in the initial publication of comparative information on a Website and design 
the system so that ongoing publication can be absorbed by the Bureau for Medical Services at 
minimal cost.  
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 Constructing this project to operate within the current Medicaid framework will enhance 
sustainability by demonstrating possibilities for consumer direction within what already 
exists.  For example, nurse supervisors involved with consumers in the demonstration project 
will integrate a new method of person-centered planning into the plan of care and will be able 
to bill for this time within the current Nurse Assessment and Care Planning code. 

 The commitment of the Bureau for Medical Services in initiating Systems Change Grants 
assures sufficient backing to sustain PAS changes.  The Bureau has already established 
committees within its agency to focus on new eligibility options and its support for this 
project is evidenced by willingness to modify certain personal care requirements within the 
demonstration project. 

 Evaluation data from project activities will be compiled into publications that will be used to 
promote public and consumer awareness and legislative initiatives for systems change. 

 Once consumers develop new skills in choosing and managing their personal assistance 
services, the process will be further sustained as consumers share information with each other. 

Geographic Focus 

Statewide. 
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ALABAMA 

Identified Problems with the State’s Long-Term Care System 

 High rates of nursing home placement for individuals with dementia. 

 Insufficient and poorly integrated resources for person with dementia and their caregivers. 

 Shortage of nursing home beds.   

Perceived Strengths 

 The Governor’s Long-Term Care (LTC) Task Force includes the state’s major health and 
human services agencies and representatives of provider associations.  The Task Force is 
seeking ways to offer more home and community services as an alternative to nursing home 
placement, which is currently the only choice for many families. 

 The LTC Task Force has been instrumental in obtaining the first state funding for assisted 
living, planned at 1,000 beds statewide in the next 3 years. 

 The state’s new Olmstead Planning Committee is developing a plan to provide individual 
choice and home and community services for persons with disabilities as an alternative to 
institutionalization. 

 There are several established LTC programs available through the state Medicaid agency and 
other state agencies for specific populations who are at risk of institutionalization, including 
elderly individuals, individuals with mental retardation/developmental disabilities, and adults 
with disabilities. 

 Older Americans Act supportive services for persons 60 years and older are often coordinated 
with LTC services available through the Alabama Department of Senior Services. 

Primary Focus of Grant Activities 

 Delay or prevent nursing home placement of Medicaid Waiver participants with dementia. 

 Provide additional Waiver support services for persons with dementia living in the 
community. 

 Maximize use of home care resources and implement training programs to facilitate hospital-
to-home transitions. 

 Provide support for caregivers by enhancing case managers skills.  

Goals, Objectives, and Activities 

Overall Goal.  Enhance support services provided by the Elderly and Disabled Medicaid Waiver 
program to assist persons with dementia living in the community.   

Goal.  Delay or prevent nursing home placement of Medicaid Waiver participants with dementia 
by enhancing the case management techniques and resources of the Medicaid Waiver program. 
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Objectives/Activities  

 Develop an interactive Web-based application to provide Alabama Department of Senior 
Services (ADSS) case managers with complete and up-to-date information on dementia care 
service programs in the state. 

 Develop and implement a training system for ADSS case managers focusing on problem-
solving techniques to assist them in managing the demands faced by caregivers. 

 Train ADSS case managers as “joint” problem-solvers with caregivers and Hospital 
Discharge Coordinators to facilitate maximum use and integration of home care resources. 

 Provide additional support services through funds initially provided by the grant project, to be 
sustained by funding changes to the state’s Medicaid Waiver program.  These support 
services may include in-home respite services, home health aide services, nursing home hold 
days, adult day care, or any other service not currently covered by the waiver but needed for 
transition back to the community. 

Goal.  Divert nursing home placement by facilitating hospital-to-home transitions for ADSS 
Medicaid Waiver clients with dementia who wish to remain in the community. 

Objectives/Activities 

 Develop and implement an educational program targeting hospital discharge coordinators.  

 Implement a communication system between hospital discharge coordinators and ADSS case 
managers that leads to a joint problem-solving approach to reduce barriers to community 
transition. 

 Implement the “Hospital-to-Home” program, designed to enhance collaboration between 
ADSS case managers and hospital discharge coordinators. 

Goal.  Field test a nursing home-to-community transition program for individuals with dementia 
residing in nursing homes in two areas of the state. 

Objectives/Activities 

 Identify resident characteristics that would appear to predict successful community transition.  

 Implement a system that allows nurse coordinators at each participating nursing home to 
identify potential residents for transition, based on data abstracted from the resident’s initial 
Minimal Data Set and medical records. 

 Transfer a maximum of ten nursing home residents from each of the two designated areas to 
their homes using ADSS Medicaid Waiver services. 

 Evaluate the acceptability and feasibility of the “nursing home-to-home” transition program. 

Key Activities and Products  

 Implement interactive Web-based application providing complete up-to-date information. 

 Develop extensive training techniques and materials. 

 Implement “Hospital-to-Home” program to enhance collaboration between ADSS case 
managers and hospital discharge coordinators.  

 Demonstrate and evaluate the transition of 10 nursing home residents from each of two 
designated areas of the state. 
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Consumer Partners  

 The Olmstead Core Workgroup comprises forty members, including state agencies, 
advocates, providers, consumers and family members.   

 Primary membership of the Disability/Aging Policy Advisory Group includes some state 
agencies and a substantial percentage of consumers/family members.  There is representation 
from community providers as well, but the emphasis on consumer input will be maintained. 

 A subcommittee was formed to develop and formalize mechanisms for ongoing consumer 
input and enhanced coordination of services for the elderly and disabled.  This subcommittee, 
which includes individuals nominated by the Olmstead Core Workgroup (four 
consumer/family members, two representatives from advocacy organizations and two 
community providers) and the Disability/Aging Long Term Care Policy Advisory Group, has 
guided the grant project from its inception.  The group is coordinated through the Alabama 
Medicaid Agency and meets bimonthly. 

Consumer Partners and Consumer Involvement in Planning Activities 

Consumers have provided input and comment on federal and Medicaid long term care policies; 
assessed current Medicaid services and programs, and submitted recommendations for long term 
care programs and services to the Medicaid Agency long-term care division.  Members of the 
advisory group are all encouraged to solicit input from other consumers, advocates, policymakers 
and other stakeholders. 

Consumer Partners and Consumer Involvement in Implementation Activities 

Consumers are included in the 40-member Olmstead Core Workgroup that will serve as the 
advisory committee for this grant, providing oversight and direction for all grant activities. 

Public Partners 

 Alabama Medicaid Agency. 
 Dementia Care Research Program of the University of Alabama at Birmingham. 

Private Partners and Subcontractors  

 Area Agencies on Aging (AAA). 
 Alabama Nursing Home Association. 

Public and Private Partnership Development/Involvement in the Planning Phase 

No partners were involved. 
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Public and Private Partnership Development/Involvement in Implementation 

Public Partners 

 The State Medicaid Agency will help identify funds needed to sustain consultants after the 
grant period ends.  

 The University of Alabama at Birmingham Dementia Care Research Program will conduct 
the educational program for hospital discharge coordinators, will work with the ADSS to train 
case managers and change case management strategies employed by the Waiver program, and 
will create all training materials.  

Private Partners 

 The Jefferson County Office of Senior Citizens Services AAA and the Alabama Tombigbee 
Regional Commission AAA will work closely with the Alabama Department of Senior 
Services (ADSS).  Training sessions and materials will be held at the AAAs.  ADSS Medicaid 
Waiver Consultants will work with AAAs and provide knowledge on community resources 
and supports for dementia patients who are “at risk” of nursing home placement.  

 The Alabama Nursing Home Association will encourage nursing facilities to participate in the 
project, including sending an invitation letter to the facilities. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

The ADSS regularly works with the AAAs to provide personal assistance coordination and case 
management for Medicaid Waiver clients.  Two of the AAAs will be designated as target areas 
for the “Hospital-to-Home” initiative and the pilot program for transitioning from nursing homes 
to home care for dementia patients. 

Oversight/Advisory Committee 

The Olmstead Core Workgroup and the Disability/Aging Long-Term Care Policy Advisory 
Group will act as the consumer task force, providing oversight and direction throughout the grant 
period.  They will review project reports on a regularly scheduled basis.  Other oversight 
activities may include consultation from the Olmstead Core Workgroup committees or 
appointment of an ad hoc committee for a specific purpose. 

Formative Learning and Evaluation Activities 

A target and a control group will be established to determine success of this program in delaying 
nursing home placement.  The Medicaid Waiver program is administered by two separate state 
agencies in Alabama.  The portion of the program that will serve as a control group is operated by 
the Alabama Department of Public Health (ADPH) and will include those individuals that may 
receive services through ADPH.  The target group will include those individuals that may receive 
services through the Alabama Department of Senior Services (ADSS).  Hospital discharge 
planners will refer individuals to the Medicaid Consultants, from the Area Agency on Aging 
(AAA), who are hospitalized and at risk for nursing home placement.  The consultants will assist 
at risk consumers as they apply for home and community-based services as an alternative to 
institutional care.  The control group will not have any diversionary activities in place to assist at 
risk consumers.  Data collected to measure project success will include patient outcomes and 
costs associated with care. 
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Evidence of Enduring Change/Sustainability 

 Established infrastructure will remain in place after the project period ends. 

 The Web-based application will create an enduring change in ADSS case managers’ 
knowledge of dementia care resources. 

 Videotapes and workbooks developed for training will be maintained at each AAA and will 
be used for training newly hired ADSS case managers. 

 ADSS will partner with the Alabama Medicaid Department to institutionalize components of 
the project. 

Geographic Focus 

Jefferson County in north-central Alabama, and a 10-county region in southwest Alabama. 
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ARKANSAS 

Identified Problems with the State’s Long-Term Care System 

 Most waivers and other home and community programs cannot provide 24-hour support. 

 Difficulties with recruitment and retention of front-line workers. 

 The application process for Medicaid HCBS waivers is lengthy and complicated.  

 Despite consumer preferences for home and community services, there is a disproportionate 
share of funding to institutional facilities. 

Perceived Strengths 

 Nursing home usage is declining due to the effectiveness of HCBS waivers. 

 The state’s award winning Medicaid Personal Care program (ConnectCare) has also been 
effective in diverting individuals from nursing homes. 

Primary Focus of Grant Activities 

 Develop a working model for a diversionary process from nursing homes.  

 Develop a “fast-track” process to reduce the eligibility wait time for Medicaid waiver 
applications. 

 Establish an ombudsman program for HCBS waiver clients to improve quality assurance. 

 Develop a Website to provide information on the array of long-term care services available. 

 Develop housing resources for transitioning individuals. 

Goals, Objectives, and Activities 

Overall Goal.  Divert hospital discharges into the community and establish a housing resource 
network for them to utilize. 

Goal.  Create a process to expedite initial applications for home and community Medicaid services 
for persons in hospitals. 

Objectives/Activities 

 Develop an intervention plan for patients who are at risk of transferring to a nursing home 
directly from the hospital. 

 Field test the newly created process in one urban area and one rural area in collaboration with 
the Real Choice Grant’s development of a “fast-track” process to expedite applications for 
Medicaid waivers.  

 Build on the outreach material developed under the state’s previous nursing facility transition 
grant to apprise community resource staff of the availability of alternatives to 
institutionalization.  
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 Distribute posters and brochures about the nursing facility transition program at hospitals, 
residential care facilities, senior centers, area agency on aging offices, physician’s offices, 
clinics, and county offices.  

 Hire and manage social workers to be stationed in hospital settings to facilitate transitions.  

Goal.  Create enduring collaboration with local public housing authorities throughout the state. 

Objectives/Activities 

 Increase communication with public housing authorities to expand understanding of the 
housing issues that affect the elderly and persons with disabilities.   

 Develop professional relationships with the state’s 142 public housing authorities and establish 
formal partnerships with all of them by the third year of the grant.   

 Partner with the Supported Housing Office of Arkansas Rehabilitation and the AR Governor’s 
Task Force on Supported Housing to educate local housing authorities on the principles of 
universal design and housing needs of persons with disabilities and the services available to 
help persons avoid precipitous placement in nursing facilities.  A minimum of four regional 
seminars will be held in the state and printed materials will be developed.  

 Collaborate with Arkansas Development Finance Authority to recruit and identify individuals 
currently at high risk of being institutionalized or those currently in nursing homes and capable 
of living in the community, to assess the housing and support service needs of those 
individuals, and to link those persons with support service providers. 

Key Activities and Products  

 Develop outreach materials, including posters and brochures. 

 Create an intervention plan for patients who are at risk of transferring to a nursing home 
directly from the hospital.  The intervention plan will be a key product of the grant.   

 Develop a Web-based consumer information resource, personal assessment , and a directory of 
services for elderly persons and all people with disabilities, including developmental 
disabilities and mental illness.  The online resident information, assessment, and directory will 
provide 24-hour direct access through the World Wide Web for any member of the public to 
assess service or long-term care needs for themselves or others, learn about appropriate and 
available services, and locate these services in their community. 

 Develop a single, standardized assessment form to establish eligibility for both nursing 
facilities and HCBS waivers. 

 Establish a Community Bridge Fund with grant funds that will help pay for items that are 
necessary for an individual to remain in the community or assist individuals to return to the 
community. 
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Consumer Partners 

The Consumer Task Force for the Real Choice Grant has 16 members: 

 There are seven consumers; four are persons with disabilities and three are elderly.   

 There are also four family members of persons with developmental disabilities.   

 There are five organizations represented:  NAMI, Arkansas People First, two Independent 
Living Centers and an Arkansas Area Agency on Aging. 

Consumer Partners and Consumer Involvement in Planning Activities 

Several planning sessions were held with the Real Choice Consumer Task Force prior to the 
development of the grant applications for the Real Choice and Nursing Facilities Transition 
Grants.  A number of priorities were established and included in the grants. 

Consumer Partners and Consumer Involvement in Implementation Activities 

The Consumer Task Force will be involved in developing the guidelines for the Community 
Bridge Fund and the program for the Ombudsman for HCBS waivers.  Their assistance will be 
sought in developing materials for the Web-based consumer information resource.   

Public Partners 

 Arkansas Supported Housing Office. 
 Division of County Operations. 
 Division of Medicaid Services. 
 Arkansas Development Finance Authority. 
 Division of Developmental Disabilities. 
 Governor’s Task Force on Supported Housing. 

Private Partners and Subcontractors  

 Area Agencies on Aging. 
 St. Bernard’s Regional Medical Center in Jonesboro, AR. 
 Independent Living Centers. 

Public and Private Partnership Development/Involvement in the Planning Phase 

No partners were involved. 
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Public and Private Partnership Development/Involvement in Implementation  

Public Partners   

 Division of County Operations will assist in the development of the “Fast-track” eligibility 
process. 

 Division of Medicaid Services will provide statistical information.  

 Arkansas Supported Housing Office and the Governor’s Task Force on Supported Housing 
will collaborate to educate local housing authorities on the principles of universal design and 
housing needs of persons with disabilities and the services available to help persons avoid 
precipitous placement in nursing facilities.    

 Arkansas Development Finance Authority has agreed to set aside $300,000 of its annual 
HOME program allocation for bridge rental subsidies to be used for those qualifying for home 
and community-based waiver services. 

Private Partners 

 Area Agencies on Aging manage low-income housing funded through HUD subsidies. 

 St. Bernard’s Regional Medical Center in Jonesboro will be involved in the diversionary 
process. 

 Independent Living Centers will provide diversionary services.   

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

 The state will use existing collaborations with hospitals and discharge planners to facilitate the 
transition of individuals to the community.  Most Arkansas hospitals participate in the 
Medicaid in-patient hospital program and are also providers of Medicaid Home Health and 
Personal Care services and would be interested in providing services to persons who choose 
home care over institutionalization. 

 The Division of Aging and Adult Services collaborates with the Area Agency on Aging of 
Southwest Arkansas and the Housing Authority of the City of North Little Rock.  This 
collaboration will assure that the elderly and persons with disabilities are afforded priority 
consideration in the development of new and existing housing. 

 This grant project will collaborate with the Real Choice Grant’s development of a “fast-track” 
process to expedite applications for Medicaid waivers. 

 The Website to provide information on long-term care options will build on an existing 
collaboration between Real Choice and CPASS Grants, which were awarded in 2001. 

Oversight/Advisory Committee 

There is no oversight/advisory committee. 



Nursing Facility Transitions 

67 

Formative Learning and Evaluation Activities 

 Arkansas will continue to use and build on the database from the nursing facility transition 
program, which provides detailed client demographic information for evaluation and 
monitoring.  This data will track diversionary plan information, services needed to divert from 
a nursing facility, expenses related to administrative costs and problems associated with 
diverting.    

 MMIS coupled with the Decision Support System will allow Medicaid claims data to be 
retrieved for analysis.  This data will track information about utilization and cost of all 
Medicaid services for persons diverted from nursing facilities.  It will assist in the analysis of 
the cost of home care versus the cost of institutionalization.   

 The Arkansas Client Eligibility System created to track application and eligibility information 
will be used for evaluation and monitoring.  This information will track the amount of time 
from application to eligibility determination for HCBS waivers.    

 Participants will complete pre- and post-transition surveys providing data for analysis and 
anecdotal information.  This information will track the failures and successes of the program, 
barriers to diverting from nursing facilities, identify additional service needs, and the amount 
of time that participants have remained in the community.   

 Reports will be created monthly and analyzed at least quarterly. 

Evidence of Enduring Change/Sustainability 

 State decision-makers will provide administrative support reapportioned from nursing home 
savings to maintain a permanent intervention program. 

 State decision-makers will support an ombudsman program to advocate for participants in the 
HCBS waiver programs and to assure the quality of provided services. 

 The Web-based consumer information resource includes an online personal assessment and a 
directory of services.  The DHS Director hopes to make this the model for the DHS Consumer 
Information Bureau when additional funding becomes available.   

Geographic Focus 

Statewide. 
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CALIFORNIA 

Identified Problems with the State’s Long-Term Care System 

 Lack of accessible services and lack of community supports. 

 Lack of coordination among agencies responsible for HCBS programs. 

 Failure to maintain accurate information on waiting lists. 

 Failure to expand home and community options for long-term care by applying for HCBS 
waivers. 

 Lack of services that are culturally and linguistically appropriate. 

 Lack of affordable, accessible housing. 

 Lack of personal care assistants. 

 Lack of accessible transportation. 

 Lack of technology that could increase consumer self-reliance. 

 Lack of consumer involvement in policy or decision-making related to long-term care. 

 Lack of equitable and effective evaluation/assessment standards to assure quality and 
satisfaction as determined by the consumer. 

 Lack of reliable, easily accessible and timely information and referral about options for long-
term care. 

 Inability to identify persons living in residential facilities who would choose to live in the 
community. 

Perceived Strengths 

 Medi-Cal (California’s Medicaid) is the primary payer for long-term care services and funds a 
wide array of home and community services, including personal care and chore services, in-
home medical care, adult day health care, case management, and mental and behavioral health 
services. 

 More individuals use Medi-Cal home and community services than use institutional services. 

 Community Resources for Independence (CRI) has extensive experience providing services 
and support for individuals of all ages with all types of disability in areas of environmental 
(suburban, urban, rural) and cultural (Native American, Hispanic) diversity. 

Primary Focus of Grant Activities 

 Develop resources, quality services, and policy recommendations to facilitate transition. 

 Improve access to services by developing a new transition model and conducting outreach and 
education. 
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 Develop a proposal for a statewide funding mechanism to implement the transitions model. 

 Address barriers to successful transitions in local, state, and federal policy and regulations. 

 Assure consumer direction, involvement, and participation at all levels of the project. 

Goals, Objectives, and Activities 

Overall Goal.  Develop an enduring, replicable, statewide model for transitioning individuals 
from institutions, including resources, quality services, and policy recommendations. 

Goal.  Assist 10 to 12 persons with disabilities, currently in institutional settings, to transition to 
community living during each year of the grant project. 

Objectives/Activities 

 Develop and facilitate with consumers an Independent Living Plan that will include accessible 
housing (if needed) and home and community services. 

 Conduct outreach in nursing facilities to identify and receive referrals for consumers who wish 
to transition, and research the factors that led to their institutional placement. 

 Provide direct advocacy on behalf of consumers and assist them in developing independent 
living skills, including self-advocacy, personal assistant management, budgeting, interacting 
with agencies, and social skills to facilitate their transition into the community. 

 Match individuals who choose to transition to the community with appropriate Peer Support 
Mentor Team (PSMT)volunteers who will provide support and service coordination 
throughout the transition process and follow-up. 

Goal.  Address barriers to successful transitions, including affordable and accessible housing, 
expansion of home and community services options, and expansion of community social and 
relationship links. 

Objectives/Activities 

 Conduct outreach to hospital social workers, discharge planners, nursing homes, family 
members, and others throughout the pilot area. 

 Create partnerships with community housing and HCBS organizations to increase staff 
knowledge of housing and HCBS options, which staff can pass on to consumers when 
developing Independent Living Plans for individuals who are transitioning.  

 Organize a Transitions Task Force (TTF) composed of consumers, service providers, 
advocates, and project staff to develop a systematic statewide outreach to increase community 
awareness of the nursing facility transition program.   

 The TTF will develop informational materials for dissemination to target groups, including 
individuals residing in nursing facilities, or who are at risk of entering one, as well as their 
families or significant others who might influence decisions about long-term care. 

Goal.  Develop a volunteer PSMT to assist consumers to develop problem solving techniques, 
cultivate a network of support, and acquire the confidence needed to sustain the consumer’s choice 
to live independently. 
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Objectives/Activities 

 Develop a PSMT consisting of approximately eight to ten volunteers representing individuals 
who have a disability or chronic illness, or who have successfully transitioned into community 
living, and who rely on long-term care services and supports. 

 Implement an 8-week peer support training program for the PSMT to include cross-
disability/cross-cultural issues, listening and attending skills, depression and crisis 
intervention, independent living philosophy, substance abuse, oppression, and self-esteem. 

 The PSMT will evaluate the effectiveness of current assessment procedures to identify 
individuals in the community who are “at risk” of placement in an institutional setting. 

 The PSMT will provide one-on-one encouragement and counseling and serve as role models to 
help people making the transition to community living. 

Goal.  Develop and expand waiver options and personal care options to facilitate transition to 
community living. 

Objectives/Activities 

 Study, recommend, and affect change through the Transitions Advocacy Group (TAG) and 
TTF to improve existing home and community services and consumer-directed care programs. 

 Develop and recommend a statewide funding mechanism to support Independent Living 
Centers (ILCs) in their efforts to transition individuals into community living. 

 Explore the use of Title VII B funding to pay for necessary items during the transition process, 
such as rental deposits, essential furniture purchases, and first groceries purchases. 

 The TAG will lobby for the passage of the state-level Medicaid Community Attendant 
Services and Supports Act program, which will make home and community-based services an 
entitlement in the state’s Medicaid program.   

Goal.  Address barriers to successful transitions in local, state and federal policy. 

Objectives/Activities 

 Project staff, selected CRI Board members, and consumers will form a TAG to address issues 
of public policy and practices with regard to home and community services. 

 The TAG will assess the extent to which community services are available and identify 
improvements that can be addressed and successfully altered.   

 Working closely with the state’s Medi-Cal agency, the TAG will explore the current level of 
HCBS Waiver usage, review intake and admissions processes for institutions with an emphasis 
on consumer choice, accessibility, and cultural appropriateness. 

 The TAG will explore reimbursement issues, the availability of durable medical equipment, 
and address the lack of accessible and affordable housing with local housing authorities. 

Goal.  Assure consumer direction, involvement and participation at all levels of the Transitions 
Grant project. 

Objectives/Activities 

 Incorporate consumers and advocates in the TAG to solicit their input. 
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 Create a PSMT comprising consumers who have successfully transitioned to community 
living, or who live in the community and have a disability or chronic illness, that will play an 
integral role in the transitioning process. 

Key Activities and Products  

 Develop a systematic statewide outreach and community awareness program through 
information materials, target groups, and other activities. 

 Create a volunteer TTF composed of consumers, service providers, advocates, and project staff 
to implement outreach, education, and community awareness initiatives. 

 Transition 10 to 12 individuals in the pilot area each year of the project, using a volunteer 
PSMT to develop and facilitate Independent Living Plans for successful transition to the 
community. 

 Affect change in public policies, practices and procedures, with regard to home and 
community services, to assure individuals with a disability or chronic illness maximum choice 
and opportunity to live in a community setting.  

Consumer Partners 

 Consumers play a major role in all functions of CRI, both as employees and members of its 
Board of Directors. 

 The TTF will be composed of consumers, service providers, advocates, and project staff to 
implement outreach, education, and community awareness initiatives. 

 Project staff, selected CRI Board members, and consumers will form a TAG to address issues 
of public policy and practices. 

 The PSMT will include consumers who have transitioned to community living, or who live in 
the community and have a disability or chronic illness. 

Consumer Partners and Consumer Involvement in Planning Activities 

Consumers comprise more than 51 percent of CRI’s Board and therefore had major influence on 
grant planning activities. 

Consumer Partners and Consumer Involvement in Implementation Activities 

 Consumers will comprise the majority of the TAG, which will be the main entity advising on 
state policy changes for greater access to community living options.  TAG will assess the 
extent to which community services are available and identify improvements that can be 
addressed and successfully altered. 

 The project’s TTF, consisting of a majority of consumers, will assist CRI staff in developing 
outreach materials. 
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 The PSMT will evaluate the effectiveness of current assessment procedures to identify 
individuals in the community who are “at risk” of placement in an institutional setting.  The 
team will also provide one-on-one encouragement and counseling and serve as role models to 
help people making the transition to community living. 

 Peer Support Mentors have also assisted with the development of our Transitions Program 
brochure, and periodically assist in sending cards and letters to keep us in touch with our 
transitions consumers. 

Public Partners 

 California Department of Rehabilitation. 
 Local Housing Authorities (in particular, Sonoma County Community Development 

Commission). 
 California Medi-Cal Agency. 

Private Partners and Subcontractors  

 Coalition of Californians for Olmstead. 
 California State Independent Living Council. 
 California Foundation for Independent Living Centers.  
 San Diego Independent Living Center. 
 Grass Valley Independent Living Center. 
 Independent Living Resource Center San Francisco. 
 Access Center of San Diego. 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public Partners 

None were involved. 

Private Partners 

The Grass Valley, San Francisco, and San Diego ILC’s helped with making available information 
from their Olmstead Planning Workgroups.  They brought forward questions and issues we needed 
to address in our grant writing stage. 

Public and Private Partnership Development/Involvement in Implementation  

Public Partners 

 The State Department of Rehabilitation will act as a liaison between the project and other state 
departments and agencies to secure necessary cooperation for transitioning individuals.  The 
department will commit staff and resources for technical assistance to ensure that training 
needs are met, and will assist in disseminating outreach information throughout the state.  The 
department will also provide staff and resources for CRI to share this model nationwide at the 
annual NCIL conference.  
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 Sonoma County Community Development Commission (the county’s local housing authority) 
has indicated willingness to annually set aside 12 housing vouchers for the Transitions Project. 

 The California Medi-Cal Agency will help CRI explore the current level of HCBS use and will 
be involved in the review of intake and admission processes.  

 The California Department of Rehabilitation will provide funding ideas for implementing the 
database project. 

Private Partners 

 CRI will contract with San Diego, San Francisco, and Grass Valley ILCs to provide training 
and technical assistance to address statewide issues, barriers, and opportunities. 

 The Access Center of San Diego will provide technical assistance.  

 CRI, along with the State Independent Living Council, will explore using Title VIII B dollars 
for “gap filling” uses during the transitioning process. 

 The Coalition of Californians for Olmstead will assist CRI in working with the Governor’s 
State Long-Term Care Council.  The council is involved because the grantees participate in 
their counsel activities, and keep them informed of our progress.  The council will be part of 
the list serve. 

 California Foundation for Independent Living Centers will be involved at the level of working 
with legislation that is being introduced, or needing to be introduced, regarding the Olmstead 
State Plan and/or moneys for Transitioning Projects in the state. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

CRI has resources and existing collaborations with various entities which will be utilized 
extensively throughout the project.  These include CRI’s Disability Law Clinic, its collaborative 
working relationships with the Sonoma County Human Services Department In-Home Supportive 
Services, the North Coast Rehabilitation Center, and the Sonoma County Council on Aging, its 
Housing Accessibility Modifications Program (HAM), its Deaf Services Program, its collaboration 
with the Sonoma County Task Force on the Homeless, its Housing Program, and its Peer Support 
Program.  

Oversight/Advisory Committee 

An oversight and advisory committee will comprise past and present nursing facility residents, 
ILC advocates, Medi-Cal staff program liaisons, and California Department of Rehabilitation staff.  
This committee has not yet been developed, but when formed will develop its own oversight 
activities. 
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Formative Learning and Evaluation Activities 

 Consumer surveys will use consumer satisfaction and quality of life measures and will provide 
data on living arrangements, use of long-term care services, changes in health, and functional 
status. 

 Data from surveys, assessments, and forums will determine the extent of community and 
professional awareness of long-term care options. 

 Conduct analysis of fiscal impact data of the Transitions Project on community, state, and 
federal resources. 

 Analyze state agency resources utilized and expended. 

 A final evaluation will be developed through a contract with the World Institute on Disability 
(WID) in Oakland, CA, and a report on their findings will be developed on the 3-year impact 
the Transitions Project had on individuals with disabilities, the community and its resources, 
the actual transition process and public policy issues.  

Evidence of Enduring Change/Sustainability 

 Materials and processes developed for promoting community awareness:  CRI will continue to 
use its Transitions Program outreach and information materials as part of its range of services 
for long-term care options.  Getting people out of institutions and keeping them out is 
becoming a core service for ILC’s, so developed materials will be shared with other ILC’s for 
their use as they transition individuals. 

 Community networks to provide information regarding the availability and variety of long-
term care options:  we hope that our Transitions Project will have enough positive outcomes 
that the state will be interested in funding transitions projects for ILC’s in general. 

 The Peer Support Mentoring Team:  we foresee that the Transitions PSMT will continue as 
part of CRI’s core services, including the general Peer Support Training Program. 

 Development of appropriate assessment material and a standardized interview guide for 
consumers indicating a willingness to transition to community living, which will be available 
outside the pilot area after the grant.   

Geographic Focus 

Sonoma, Lake, Napa, and Mendocino counties. 
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DELAWARE 

Identified Problems with the State’s Long-Term Care System 

 Lack of affordable and accessible housing. 

 Insufficient transportation options to meet the needs of people with disabilities.  

 Scarcity of resources for personal attendant services. 

 Lack of consumer outreach regarding options for community living. 

Perceived Strengths 

 Long-standing relationships between Independent Resources Inc. (IRI), the state’s only 
Independent Living Center (ILC), and state and private organizations that provide services 
for the elderly and adults with physical disabilities. 

 IRI provides outreach and education, funded by a HUD grant, to increase awareness of the 
rights and responsibilities for people with disabilities under the Fair Housing Act. 

 The state’s recently passed Medicaid Community Attendant Supports and Services Act 
(MiCASSA) will direct up to $680,000 of state and federal money into attendant care. 

 Delaware Area Rapid Transit has promised to replace old buses with lift-equipped buses as 
they are retired, and all buses in the capital city of Dover are lift-equipped.  There is a 
statewide on-call bus service for people with disabilities, Delaware Area Specialized Transit 
(DAST), that will transport a person with 24-hours notice for only a few dollars each way.  

 The state has ARC’s model transition program to build on, which relocates people with 
mental retardation into smaller homes owned and operated by ARC.   

 The state has a consumer-directed attendant care program administered by Easter Seals and 
funded by the Division of Services for Aging and Adults with Physical Disabilities 
(DSAAPD). 

Primary Focus of Grant Activities 

 Develop and implement efficient transition plans. 

 Increase consumer and caregiver knowledge about available housing options. 

 Improve community-integrated services to enable more people to live in the community. 

Goals, Objectives, and Activities 

Overall Goal.  Create and implement an enduring system of public and private support groups 
that will help transition people from nursing facilities into community living. 

Goal.  Conduct outreach to identify persons with disabilities residing in nursing facilities who 
wish to transition into the community. 
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Objectives/Activities 

 Develop and distribute outreach materials regarding community living options to consumers, 
caregivers, nursing facilities, and public and private organizations.  

 Schedule workshops on community housing options throughout the state for stakeholders, 
including nursing facility residents, their friends and family, and social workers. 

 Survey nursing facility residents and their families to determine their interest in 
transitioning, and provide ongoing transition support once the consumer is relocated in the 
community.  

 Meet with facilities staff, social workers and case managers to familiarize them with the 
transition program. 

Goal.  Coordinate with private partners to provide needed services and supplies for transitioning 
consumers. 

Objectives/Activities 

 Work with partners such as Lowe’s Home Improvement and Home Depot to provide 
supplies for ramps, small platforms, or other home modifications as needed.  At present, IRI 
maintains a storage facility in each of the three counties where we have collected donations 
of varies furniture and other household goods and items.  These would be made available to 
whoever needed them.  The supplies are not funded as a grant initiative. 

 Work with the Division for the Visually Impaired in New Castle County to teach consumers 
to use computers. 

 Educate consumers prior to transition through a series of workshops entitled “On My Own 
Workshops,” and use mini-grant funding from the Delaware Developmental Disabilities 
Council to help transiting consumers with application fees, purchasing a telephone, 
acquiring appropriate ID, etc. 

Key Activities and Products  

 Compile a list of outreach recipients and update quarterly.   

 Develop outreach materials for distribution twice a year and schedule workshops for 
stakeholders twice a year. 

 Provide outreach and education to nursing home residents and their families, nursing 
facilities staff, social workers, and case managers. 

 Provide peer counseling and independent living skills training to all transitioning consumers. 

 Meet with DSAAPD and other partners quarterly to get feedback about grant activities and 
incorporate changes when needed. 
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Consumer Partners 

 More than 51 percent of IRI Board of Directors are members with disabilities who were able 
to provide a consumer perspective to grant planning activities. 

 The Nursing Home Transition Grant Oversight Committee (GOC) comprises a combination 
of members from all the grant private and public partners as well as consumers. 

Consumer Partners and Consumer Involvement in Planning Activities 

Consumers form the majority of the lead agency’s board and staff and were involved from the 
concept stage onward. 

Consumer Partners and Consumer Involvement in Implementation Activities 

 The GOC will be established to monitor the project and ensure that the goals will be met on 
time.  The committee will include nursing facility residents.   

 Consumers on the GOC will be serving in an advisory capacity to the project, analyzing 
what actions had taken place, in addition to offering suggestions on what would work better.  
Current graduates of the program will be invited to become members of the GOC, in 
addition to acting as mentors to those currently enrolled in the workshop program.  
Consumers are not currently in the majority on the Committee. 

 Feedback will be solicited from the outreach workshop participants to evaluate effectiveness 
and make changes to outreach programs as necessary. 

Public Partners 

 Division of Services for Aging and Adults with Physical Disabilities (DSAAPD). 
 Division for the Visually Impaired.  

Private Partners 

 United Cerebral Palsy.  
 Developmental Disabilities Council. 
 ARC.  
 Delaware Assistive Technology Initiative.  
 Lowe’s Home Improvement and Home Depot. 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public Partners 

The grant was developed in partnership with DSAAPD as they developed a companion Nursing 
Facility Transition Grant (the state program). 

Private Partners 

None were involved. 
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Public and Private Partnership Development/Involvement in Implementation  

Public Partners 

 On all activities, the grant will work in close collaboration with DSAAPD, the lead grantee 
on the state program NFT Grant. 

 The Division for the Visually Impaired will expand a program of computer training for blind 
or visually impaired individuals to include people leaving nursing facilities. 

Private Partners 

 United Cerebral Palsy (UCP) will assist with outreach to a large base of consumers, facilities 
and caregivers. 

 Developmental Disabilities Council will assist with outreach to a large base of consumers, 
facilities and caregivers. 

 ARC, which has an existing transition program of its own, will provide transition training 
for IRI. 

 Delaware Assistive Technology Initiative will provide advice, training and hands-on 
experience to inform IRI about technology that can make work or home more accessible. 

 Lowe’s Home Improvement stores and Home Depot will provide supplies and home 
furnishings. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

 IRI hopes to capitalize on Delaware’s new Medicaid Community Attendant Supports and 
Services Act, which will earmark up to $680,000 state and federal funds to increase the 
number of personal care attendants in the state. 

 IRI is in partnership with the State Council for Persons with Disabilities, the State 
Developmental Disabilities Commission, and Housing Opportunities of Northern Delaware 
to present workshops throughout the state that address consumers housing rights under the 
federal Fair Housing Act.  This partnership is funded through a grant from the U.S. 
Department of Housing and Urban Development and it will be used as a model of a 
successful private/public partnership for the IRI-DSAAPD partnership for this grant. 

Oversight/Advisory Committee 

 The Nursing Home Transition Grant Oversight Committee comprises a combination of 
members from all the grant private and public partners as well consumers.  

 The oversight committee will not only act as an advisor to the project (what is working, 
what is not working, who else needs to be involved, etc.), but also help in the overall 
evaluation of the project and in setting outcome standards.  
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Formative Learning and Evaluation Activities 

 Quarterly meetings with the lead state agency and other grant partners to solicit feedback 
about grant activities and make changes to the program as needed. 

 Feedback will be solicited from the consumer outreach meetings on the effectiveness of 
grant activities and to identify changes that may be necessary.   

Evidence of Enduring Change/Sustainability 

 Successful transition to community living for 30 individuals. 

 Successful increase in IRI staffing where IRI will absorb the additional staff positions in its 
overall budget.  Ideally, we will be able to acquire additional monies through funding 
sources that will be explored.  

 Outreach programs and materials will be developed in-house and be continually reproduced. 

Geographic Focus 

Statewide.  
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DELAWARE 

Identified Problems with the State’s Long-Term Care System 

 Numbers of residents desiring transition to the community is unknown. 

 Public perception of transition-related issues is mixed and poorly informed. 

 Lack of accessible, affordable housing and other community supports. 

 Medicaid home and community-based services policies and practices are not aligned with best 
practices. 

 Workforce retention is a big problem.   

Perceived Strengths 

 Delaware maintains strong and open lines of communication among the state’s legislators, 
meetings are easy to arrange, and state legislators are located near to their communities. 

 The state’s efforts to provide community services to elderly persons and individuals with 
disabilities predates the Olmstead decision (but still do not meet the needs of all persons with 
disabilities who would like to live in the community). 

 A Grant Oversight Committee (GOC) has already been established and is providing guidance 
to project staff regarding grant activities. 

Primary Focus of Grant Activities   

 Provide skills training and support services to transition consumers.   

 Increase housing opportunities for community living.   

 Locate alternative funding streams for transition-related services.   

 Provide enhanced community support services.   

 Address workforce recruitment and retention issues. 

 Promote quality of services.   

Goals, Objectives, and Activities 

Overall Goal.  Develop a pilot project that will identify individuals residing within long-term care 
facilities that wish to move to an integrated community setting and then support them throughout 
the transition process and beyond.  

Goal.  Identify and support institutionalized individuals wishing to transition to an integrated 
community setting. 

Objectives/Activities 

 Develop a system to identify consumers who want to transition.   
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 Identify 15 consumers statewide who want to move from nursing facilities to the community 
and assess their support needs.    

 Determine fiscal resources needed for transitioning.  

 Evaluate service gaps in accessible housing, transportation, and Medicaid.  “Delaware Passport 
to Independence” (DPI) will concentrate on the needs of the 15 consumers to be transitioned 
and identify the root causes of these gaps, identify and collaborate with experts in these areas 
to seek feasible and sustainable solutions, and will communicate with legislators that may be 
willing to seek changes in legislation.  

 Identify consumer-driven case management options.  The case management team will utilize a 
person centered approach, and the consumer will have direct participation in determining their 
action plans and services.  Consumers will agree to share responsibility for the successful 
implementation of the plan. 

 Transition identified participants to the community. 

Goal.  Provide skills training and education about available resources for transitioning consumers.  

Objectives/Activities 

 Convene focus groups of peers who have transitioned. 

 Survey groups of paid personal assistance workers to assess the perceptions and barriers 
relating to transitioning, awareness of available resources, and to get suggestions for the 
project.   

 Develop a service and supports notebook and distribute to consumers.  The notebook will be a 
directory of services, providers, and supports that are available and accessible to the consumer 
in the community. 

 Develop a transition training package for project and consumer use.  The Freedom Center and 
the Independent Resources, Inc. (IRI) will be encouraged to teach consumer-related courses to 
the consumers.  IRI is currently teaching nine courses.  DPI will collaborate with both partners 
in developing curriculum.  

 Develop a “Lifelong Transition Academy” of ongoing training and outreach programs.  
Freedom Center and IRI staff will be encouraged to teach consumer courses using curriculum 
that have been collaboratively developed.  DPI and Division of Services for Aging and Adults 
with Physical Disabilities (DSAAPD) staff will teach facility and discharge staff as 
appropriate. 

 Establish relationships with senior centers and organizations for older people and people with 
disabilities to assist with identifying service gaps, consumer satisfaction and needs, and 
community resources. 

Goal.  Increase availability of appropriate housing for individuals transitioning to the community. 

Objectives/Activities 

 Identify currently available housing options and identify barriers to additional affordable, 
accessible housing. 

 Define and formalize interagency partnerships between DSAAPD and local and state housing 
authorities to address identified barriers.   
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 Seek partnerships with professional building and housing industry organizations to address 
housing barriers.   

 Increase utilization of the Delaware State Housing Authority’s Housing Resource Directory 
within the DSAAPD and other agencies.   

 Identify additional funding sources for housing and pursue funding from these sources.  

Goal.  Reduce institutionalization. 

Objectives/Activities 

 Develop organized educational programs to inform consumers, families and friends, and health 
care providers regarding community alternatives to institutional placement.  

 Seek participation in grant activities of Delaware’s Nursing Home Residence Quality 
Assurance Commission, Medical Society of Delaware, and local medical practitioners.   

 Improve the awareness of local medical practitioners by speaking at the forum of local medical 
practitioners, and the Medical Society of Delaware, about the independent living options 
available in the community.  

 Educate hospital discharge teams about home and community-based services options.   

Goal.  Maximize funding for service provision and locate alternative funding streams.  

Objectives/Activities 

 Change Medicaid policies and practices to reflect best practices for community services.  DPI 
staff will contact other states with established transition programs and CMS to learn about  
best practices.  Recognizing that there may be some services that Medicaid will not fund, DPI 
will seek to learn how other states are funding such services, if any. 

 Identify service gaps in waiver programs.  

 Apply for a new waiver to remove individual cost limits, using aggregate costs to show cost-
neutrality.   

Goal.  Provide enhanced community support services. 

Objectives/Activities 

 Develop and implement a strategic plan to meet consumer needs before, during and after 
transition. 

 Establish a network of trained volunteers to support consumers. 

Goal.  Develop and improve workforce recruitment and retention. 

Objectives/Activities 

 Identify innovative methods for recruitment and retention. 

 Study the issues pertinent to the development of training programs and professional 
development programs for direct support professionals.  
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 Establish the linkages and partnerships that will provide the department with the know-how 
and resources to develop a workforce training program. 

 DPI staff will train facility administrators and hospital discharge personnel as appropriate.  In 
future, DPI hopes to influence the community college and the Center for Disability Studies at 
the University of Delaware, to teach courses on home and community services options.   

Key Activities and Products  

 Develop a system to identify candidates for transitioning and transition them to the 
community.  

 Develop and distribute a services and supports notebook.  This will be a directory of services, 
providers, and supports that are available and accessible to the consumer in the community.  
The notebook will be distributed to hospitals, medical offices, facilities, families and 
guardians.   

 Develop a transition training package in partnership with the Centers for Independent Living 
(CILs). 

 Survey housing barriers; expand private and public partnership opportunities; define and 
formalize interagency partnerships with local and state housing authorities; locate affordable 
and accessible housing options; and explore alternative sources of funding for housing.  

 Develop educational programs to inform consumers, families and friends, and health care 
providers regarding alternatives to institutional services. 

 Establish a network of trained volunteers to support consumers. 

 Identify innovative methods for recruitment and retention of personal assistance workers; 
develop training and professional development programs in partnership with other agencies. 

Consumer Partners 

 The GOC includes consumer members that are affiliated with CIL and ADAPT. 

 The State Council for Persons with Disabilities (SCPD) is a 25-member council with 
membership across state agencies and includes 12 consumers with disabilities and two family 
members. 

Consumer Partners and Consumer Involvement in Planning Activities 

The GOC, which was established prior to receiving the grant, helped identify ways to better link 
programs and services to improve interagency collaboration and service delivery.  They also 
helped to identify key stakeholders.   

Consumer Partners and Consumer Involvement in Implementation Activities 

 The GOC will be responsible for overseeing all grant-related activities.  The GOC will also 
have the responsibility for convening subcommittees to address specific issues pertinent to the 
grant. 
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 GOC will assist the DSAAPD to develop a community-based network of trained volunteers for 
peer support, including visitation and phone support, and a system for reporting grant progress.  

 The SCPD will facilitate participation by the disabled community on advisory committees, 
assist with stakeholder meetings, and act as a liaison to the executive and legislative branches 
of the state government.  

 The grantee will work closely with the CIL and the local ADAPT chapter.  Staff and 
consumers that are affiliated with CIL and ADAPT currently serve with DPI staff on the 
grant’s GOC, and the Housing Committee (a subcommittee of the State Council on 
Disabilities).  The Freedom Center has been requested by DPI to conduct training sessions for 
DSAAPD staff and identified personnel from the community.  DPI will continue to work with 
CIL and ADAPT to develop curriculum for consumer-related courses.  

 The GOC will evaluate RFPs for a contractor to identify and assess nursing facility residents 
interested in transition, and for an independent contractor for data collection, evaluation, and 
final report preparation.  

 Consumers will be part of the volunteer network to support transitioning participants. 

Public Partners 

 Delaware State Housing Authority (DHSA). 
 The Division of Vocational Rehabilitation (DVR). 
 The Division of Developmental Disabilities Services (DDDS). 
 The Division for the Visually Impaired (DVI). 
 Division of Substance Abuse and Mental Health (DSAMH). 
 Division of Social Services (Medicaid). 

Private Partners and Subcontractors  

 Independent Resources, Inc. (IRI). 
 Delaware Assistive Technology Initiative (DATI). 
 Three to four more to be selected via RFP. 

Public and Private Partnership Development/Involvement in the Planning Phase 

No partners were involved. 
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Public and Private Partnership Development/Involvement in Implementation  

Public Partners 

 Delaware State Housing Authority will pursue HUD opportunities for additional funding for 
affordable, accessible housing.  

 The Division of Vocational Rehabilitation will enhance interagency collaboration.  Vocational 
Rehabilitation staff have collaborated with DPI staff on issues that will facilitate successful 
transition, e.g., coordination of benefits, employment, and accessible housing.  DPI staff and 
Vocational Rehabilitation Staff currently serve together on the GOC and the Housing 
Committee.  Staff of both agencies continue to meet to exchange ideas on transition related 
issues. 

 The Division of Developmental Disabilities Services will develop consumer training and 
professional development programs. 

 The Division for the Visually Impaired will be involved with transitioning and supporting 
consumers in the community. 

 A representative of the Division of Substance Abuse and Mental Health will serve on the 
GOC, will share housing expertise and review the continuous treatment team (CTT) approach 
to case management. 

 The Division of Social Services (Medicaid) will examine Medicaid policies and practices and 
identify gaps in waiver services. 

Private Partners 

 IRI will provide information on accessible housing, transportation, and other community 
services, which will help in the activities to identify housing barriers and gaps in services.   

 Delaware Assistive Technology Initiative has collected data as part of a study on accessible 
housing, which will be shared with the grant to assist its effort to identify housing barriers. 

 Private partners were encouraged to participate in bidding for the outreach and assessment 
contracts of the transition program.  They will also be encouraged to participate in bidding for 
the evaluation and case management contracts of the program.  Private partners will conduct 
training sessions for contractors and division staff.  Private partners serve on the GOC and on 
bid-selection committees.   

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

Carelink, which manages the Delaware Community Access Program (a consumer-driven program 
providing housing, transition supports, life skills training, and independent living training to adults 
with physical disabilities), and the Division of Vocational Rehabilitation will lend their expertise.  
Carelink is already providing home and community-based services.  All the grant activities will 
benefit from the expertise of Carelink and similar statewide organizations. 
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Oversight/Advisory Committee 

A GOC comprising statewide representation and leadership from public agencies, private 
organizations, community members, and consumers, will guide all project-related activities, will 
ensure that information is shared among partners and stakeholders and will review project updates 
and reports. 

Formative Learning and Evaluation Activities 

During the project, GOC will determine criteria and benchmarks to evaluate the project as it 
continues, will meet monthly to review the contractor’s report, ensure that the contractor is 
maintaining a project history, and submit a final report to the Governor and the DHSS.   

Evidence of Enduring Change/Sustainability 

 The Division will update, print, and distribute the Consumer Resource Notebook, which will 
also be available on the Division’s Website.   

 Training programs and professional development programs will be part of our existing mission 
to provide community education on request.  We will continue to do this not only on request, 
but as we recognize the need within the community.  A listing of our services is available on 
our Website.  We will continue to develop curriculum with our partner CILs and with the 
Freedom Center so that lifelong transition training can be offered to consumers on a consistent 
basis.  These options will be made available to administrators, and hospital discharge 
personnel. 

 Changes in Medicaid policies and practices to reflect models from other states. 

 A network of trained volunteers to provide peer support for consumers. 

Geographic Focus 

Statewide. 
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LOUISIANA 

Identified Problems with the State’s Long-Term Care System 

 Traditional expectation of only nursing facility care for elderly and disabled persons. 

 Lack of information and educational materials for consumers regarding alternatives to nursing 
facility placement. 

 Lack of current information of the housing assistance that is available through HUD or other 
Public Housing Authorities. 

 Providers and institutions lack current educational and media materials for specific training 
about community alternatives. 

 Lack of affordable and accessible housing, services and supports to assist transition into the 
community. 

 Independent Living Centers (ILCs) do not have enough funding to meet the demands for their 
services to transition people from nursing facilities to the community.   

Perceived Strengths 

 The state has committed to use person-centered planning for all waiver consumers, using the 
Personal Outcomes Planning process developed by The Council on Quality and Leadership in 
Supports and Services for People with Disabilities (The Council).  The Council has certified 
four trainers in Louisiana, who will provide extensive training on person-centered planning to 
state staff, case managers, and service providers throughout the state. 

 ILCs have been successful in moving people from nursing facilities into independent living in 
the community through the provision of advocacy, information, referral, peer supports, skills 
training, and supportive living, and as providers of personal care under the state’s Personal 
Care Attendant Waiver.  

 The state has joined with the Program of All Inclusive Care for the Elderly (PACE) national 
association to pilot a PACE Program in New Orleans.  This has afforded the state valuable 
partnerships with consumer, stakeholder, and faith-based organizations working together to 
provide services through a combination of private funding initiatives. 

 The State Legislative Session of 2001 established the formation and direction of a Consumer 
Task Force comprising elderly persons and individuals with disabilities, the Department of 
Health and Hospitals (DHH) and other state agencies, advocates and providers to recommend 
and implement effective and enduring change in community long-term supports systems. 
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Primary Focus of Grant Activities 

 Change perceptions among the general public and health care providers regarding appropriate 
care choices for the elderly and individuals living with disabilities. 

 Establish processes for transition from institutional care to the community. 

 Improve quality assurance/monitoring for nursing facility (NF) residents. 

Goals, Objectives, and Activities 

Overall Goal.  Address the identification and transition of NF residents to the community, 
expanding access to community housing alternatives while overcoming barriers to transition. 

Goal.  Enhance outreach to the general public informing them of community alternatives by 
developing media materials and distribution networks. 

Objectives/Activities 

 A 1-800 help line/complaint line will be accessible statewide for those who transition 
individuals and for the general public, to provide information related to community supports 
and services, and for callers to provide input or feedback on adequacy of services. 

 Educational materials such as brochures and DHH/Bureau of Community Supports and 
Services (BCSS) Website updates on home and community-based waiver services will provide 
outreach to consumers, stakeholders, nursing facilities, providers, associations, and other local 
and state agencies.  

 Videos will be developed to inform the general public and NF residents of community 
alternatives.  Compact portable televisions will be available for video viewing. 

Goal.  Provide systems change training about community alternatives to medical providers and 
institutions. 

Objectives/Activities 

 BCSS trainers will use the “train the trainer” method to provide training to all staff members, 
transitional team members, and contractor members statewide (nine regions). 

 Develop compact discs for the Transition Team staff and ILC partners to use with laptop 
computers for on-site training purposes. 

Goal.  Create infrastructure to identify, screen, address barriers, and transition at least 150 
appropriate NF residents, and to provide quality assurance/monitoring.  

Objectives/Activities 

 Develop a client assessment/evaluation process, based on Residential Assessment Instrument - 
Home Care (RAI-HC), to generate categories of need and guidance as to appropriate options.  

 Provide up to $1,500 for individuals who are transitioning into the community who require 
assistance with deposits and other expenses necessary to set up a household, or who may 
require other services such as a personal emergency response system.  

 Standard quality assurance evaluation process and citizens monitoring process will be 
developed and applied to individuals transitioned under the grant and to evaluate the success of 
the program. 
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Key Activities and Products  

 Develop educational materials such as brochures, videos, and compact discs, and update 
DHH/BCSS Website to inform consumers of options for transition to the community. 

 Enhance helpline capabilities to cope with increased requests by adding additional hardware 
and staff.  

 Ensure statewide dissemination of educational materials, broad public contact, training, and 
contact of individuals in nursing facilities who indicate an interest in returning to the 
community. 

 Transition at least 150 people from nursing facilities. 

 Develop and apply quality assurance and citizens monitoring processes for grant activities. 

Consumer Partners 

The Consumer Task Force and the Disability Supports and Services System Planning Group 
(DSSSPG) comprises consumers, providers, advocates, and state and local representatives with 
various expertise.  

Consumer Partners and Consumer Involvement in Planning Activities 

This grant application builds on previous and present consumer, provider and state 
partnerships/task force efforts that have identified recommendations to improve community-
integrated, long-term care support systems, including the following: 

 The state has held several statewide “Stakeholders Meetings” since 2000, comprising a range 
of consumers from child advocates to adults of all ages with disabilities or chronic illness, 
have identified barriers to HCBS as well as recommendations to ameliorate the situation.   

 The Louisiana Office of Elderly Affairs reported key issues in long-term care and presented a 
plan to coordinate the complicated mix of services for the state’s elderly population in Aging 
Matters ...Using Our Heads to Create a Continuum of Care for Older Louisianians.  This 
report was developed by a panel of over 75 Task Force members including consumers, 
providers, advocates, and state and local representatives with various expertise. 

 The DSSSPG and the Consumer Task Force, as well as state agencies and private partners, 
provided input and endorsed the second round rework of the grant application. 

Consumer Partners and Consumer Involvement in Implementation Activities 

Consumers and their families who are interested in transitioning will be asked to participate in an 
advisory group for grant activities. 
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Public Partners 

 Two state-operated nursing facilities (Villa Feliciana and New Orleans Home). 
 Governor’s Office of Elderly Affairs. 
 Governor’s Office of Disability Affairs. 
 State Ombudsman. 

Private Partners and Subcontractors  

 RESOURCES for Independent Living. 
 Southwest Louisiana Independence Center, Inc. 
 New Horizons Independent Living Center. 

Public and Private Partnership Development/Involvement in the Planning Phase 

The DSSSPG and the Consumer Task Force, as well as state agencies and private partners named 
above, provided input and endorsed the second round rework of the grant application. 

Public and Private Partnership Development/Involvement in Implementation  

Public Partners 

The state-operated nursing facilities noted above will participate in efforts to transition residents 
into the community. 

Private Partners 

The ILCs will assist in transitioning persons who leave facilities without the benefit of a HCBS 
waiver slot by arranging for community services after transition. 

Oversight/Advisory Committee 

 The Consumer Task Force/DSSSPG will participate in on-going oversight with quarterly 
reports presented to this group, which includes a workgroup focused on transition issues. 

 An advisory group specific to the grant will be established from among consumers interested 
in transitioning out of a nursing facility and relevant stakeholders. 

Formative Learning and Evaluation Activities 

 The ongoing feedback from consumers, stake holders, and other partners will be incorporated 
to provide continuous quality improvement.  Evaluation forms are distributed at each training 
and analysis conducted to identify further modifications needed.   

 The training for all Transitional Team members, case managers and providers will be an 
ongoing process that will be evaluated.  Evaluation forms are distributed at each training and 
analysis utilized to further modify training. 
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Evidence of Enduring Change/Sustainability 

 Ongoing implementation and support of transition efforts will be continued through the 
DHH/BCSS HCBS Waivers when the grant period ends.  Grant funds are primarily being 
utilized to provide tools to be used in the ongoing process.  Although additional staffing will 
be requested to assist in transition efforts, if not obtained, these functions shall be performed 
by existing staff.    

 The outreach materials (brochure, video, compact disc) developed and the computer equipment 
purchased with grant funds will remain after the end of the grant.  

Geographic Focus 

Statewide. 
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MINNESOTA 

Identified Problems with the State’s Long-Term Care System 

 Insufficient supply of affordable, accessible community housing. 

 Lack of information among the general public and among long-term care professionals about 
community options and the potential for nursing facility transition. 

Perceived Strengths 

The statewide network of Centers for Independent Living (CILs), and its statewide membership 
association, Minnesota Association of CILs (MACIL) maintain strong collaborative relationships 
that has resulted in significant legislative and policy changes over the last several years.   

Primary Focus of Grant Activities 

 Promote awareness about new nursing facility transition (NFT) initiatives among waiver staff, 
consumers, and the general public.  

 Provide individuals who wish to transition with information, referrals, and support. 

 Ensure the availability of affordable and accessible housing for individuals choosing to live 
interdependently in the community. 

Goals, Objectives, and Activities 

Overall Goal.  Enhance the infrastructure that supports people who want to transition from 
nursing facilities, by providing information to consumers and professionals, developing regional 
partnerships to support NFT, and developing a public policy agenda to address housing barriers to 
transition.   

Goal.  Provide training and information regarding NFT and available community supports to 
consumers and social service professionals. 

Objectives/Activities 

 Create a consumer-friendly brochure for consumers and the general public that will summarize 
information regarding available NFT assistance and home and community service options.   

 Create a brochure, an informational booklet, and an 18-minute video for social service 
professionals explaining NFT and how to gain additional information and assistance with 
transitions.  These materials will be distributed by the CILs, the Minnesota Department of 
Human Services, the State Council on Disability, county social service staff (who provide 
Medicaid waiver case management), Area Agencies on Aging, and local public and private 
agencies that support people with disabilities.  

 Create an easy guide for consumer self-assessment for those desiring to transition from nursing 
homes/institutions to community-based living.  
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 Conduct training between CILs and county social service agencies.  County social service staff 
will train CILs regarding funding reimbursement opportunities for services; CILs will train 
county social service staff regarding NFT methods.   

 MACIL and CIL staff will attend training by the Minnesota Department of Human Services 
regarding the department’s development of a Housing Resource Center and Housing Database, 
which will provide a broad array of information on affordable, accessible housing in the state.   

Goal.  Develop public/private partnerships to secure additional local resources to support NFT and 
to increase awareness of the need for successful NFT in local communities.  

Objectives/Activities 

 CILs will develop partnerships with local nursing facility staff and advocates to support CILs’ 
NFT efforts. 

 CILs will develop regional forums for people involved in nursing facility transition.  The 
forums will enable CIL community living specialists, consumers, and advocates to lend 
support to each others’ efforts, train new community living specialists to facilitate transitions, 
develop regional resources for NFT, and advocate for systems change on a grassroots level 
when needed.   

 Community living specialists will work with consumers to plan their move to the community, 
assist in teaching independent living skills, and provide peer/mentor relationships, advocacy 
supports and other services. 

Goal.  Create a collaborative effort among state agencies, consumers, advocates, architects, and 
developers to respond to the need for accessible and affordable housing for transitioning 
individuals. 

Objectives/Activities 

 Develop a survey instrument to collect information about the housing market in Region 8 
(southwest Minnesota), such as the current market for affordable housing, the type of housing 
accessibility features required, and consumer housing demographics.   

 Analyze the survey to determine the specific needs for accessible and affordable housing in 
Region 8.  If the survey analysis demonstrates a specific need for accessible and/or affordable 
housing, the Southwest Minnesota Housing Project will solicit local foundations and grantors 
for funds to develop appropriate housing options. 

 Based on the experience in Region 8, develop a housing assessment model for use in all other 
regions of the state and conduct the assessment. 

 Present the findings of the assessment to consumers, advocates, state agencies, and housing 
industry representatives, to enlist their support to pursue constructive public policy remedies to 
the issue of accessible and affordable housing.  A successful outcome will be the recognition 
of efforts to date, and the development of a specific legislative and public policy agenda to 
resolve the issue.   
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Key Activities and Products  

 Create a consumer friendly brochure for county staff, consumers, and the general public that 
will summarize the information regarding programs to help in transitioning to the community. 

 Create an easy guide for consumer self-assessment for those desiring to transition from nursing 
homes/institutions to community-based living. 

 Increase awareness of the need for successful NFT in local communities by working closely 
with various partners.   

 Advocate as a key informant to the appropriate state departments during development of public 
policy strategy on interdependent, community-based living.   

 Develop partnerships with local nursing facility staff and advocates.   

 Develop educational and promotional materials to assist with project efforts.   

 Develop and analyze a survey instrument to assess housing issues in Region 8.  

 Develop a housing assessment model for use in all other regions of the state.  

 Present two forums focusing on the issue of accessible and affordable housing. 

Consumer Partners 

 People with disabilities form the majority of staff and boards of all CILs involved in the grant.  

 Additional consumers identified by the CILs will be involved in providing input on 
implementation activities as described below. 

Consumer Partners and Consumer Involvement in Planning Activities 

Each of the eight CILs provided input, review and editing of the grant application. 

Consumer Partners and Consumer Involvement in Implementation Activities 

 All Minnesota CILs are required to have a staff and board complement of at least 50 percent 
people with disabilities.  CIL staff will be used throughout the project as key participants, 
informants and resources.   

 For each activity in the grant, people with disabilities and older adults will be involved in 
providing program input, participating in the design of training materials and public 
information brochures, and in conducting assessments of accessible/affordable housing needs. 

 Consumers will be among the respondents of the housing survey to identify housing needs in 
the marketplace.   
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Public Partners 

 Minnesota Department of Human Services. 
 Minnesota Housing Finance Agency. 
 State Council on Disability. 
 County social services agencies. 

Private Partners and Subcontractors  

 Seven CILs. 
 Minnesota Association of Centers for Independent Living (MACIL). 
 The Southwest Minnesota Housing Partnership. 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public Partners 

The Department of Human Services, the Minnesota Housing Finance Agency, and the State 
Council on Disability participated in reviewing the grant application materials and offered critical 
review and comment.   

Private Partners 

Each of the eight CILs provided input, review and editing of the grant application.  Letters of 
Agreement were created with each CIL (on file) that details the responsibility of their continued 
involvement.   

Public and Private Partnership Development/Involvement in Implementation  

Public Partners 

 County social services agencies will train CILs regarding potential state and local funding 
sources for the community services and other assistance CILs provide.   

 Minnesota Department of Human Services will provide training on the Housing Resource 
Center and Housing Database it is developing.   

 Representatives from the Minnesota Housing Finance Agency and the State Council on 
Disability will participate in two forums held by MCIL and MACIL:  one to gather 
information to design the housing market assessment, and one to construct a public policy 
agenda to address housing issues identified in the assessment.   

Private Partners 

 Each CIL will conduct several Grant activities in that CIL’s region, including training county 
social service agencies, disseminating information brochures, and leading the regional forums 
for people and organizations supporting nursing facility transition activities.   

 MACIL will coordinate and support all CILs’ involvement in the grant. 

 If the survey analysis demonstrates a specific need for accessible and/or accessible housing, 
the Southwest Minnesota Housing Project will solicit local foundations and grantors for funds 
to develop appropriate housing options for its residents. 
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Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

 MACIL has assisted the Minnesota Department of Human Services in providing nursing 
facility transition through a state-funded program.  This program will support the CILs’ efforts 
to help people transition as part of this grant.   

 As part of the consumer information dissemination, MACIL will distribute a 25-minute video 
currently being produced in cooperation with the Department of Human Services.  The video 
presents a series of anecdotal observations by consumers regarding their experiences with 
nursing home transitions.  

Oversight/Advisory Committee 

Oversight activities will be the responsibility of the Board of MACIL.  The oversight committee or 
advisory committee will review all data generated by the project, will advise on the development 
of any project materials, and will assist in the dissemination of all project materials.  The advisory 
board is made up of the eight directors of the CILS, many of whom are also consumers. 

Formative Learning and Evaluation Activities 

Results from the first housing survey for southwest Minnesota will inform the survey used for 
other regions of the state. 

Evidence of Enduring Change/Sustainability 

 Grant-produced materials will be available after the grant ends, including tangible products 
such as a training manual on successful nursing facility transitions, informational and 
educational brochures, and a housing survey and assessment model.  Master copies will be 
maintained and further distributed by request. 

 Other less tangible outcomes include a strong influence on public policy decisions, enhanced 
public/private partnerships, positive and constructive relationships with nursing facility 
representatives, and the development of a cadre of community specialists, consumers, and 
advocates to work in a collaborative effort.   

Geographic Focus 

Statewide.  
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NEBRASKA 

Identified Problems with the State’s Long-Term Care System 

 Significant numbers of aging persons and adults with disabilities currently living in nursing 
homes could be residing in alternative settings, including many private pay individuals likely 
to become Medicaid-dependent in a few months. 

 Lack of knowledge about current home and community alternatives to nursing homes among 
the general public. 

 Cultural bias among medical professionals favoring nursing facilities as the only long-term 
care option for anyone requiring 24-hour care.  

 Shortfall in care provider resources. 

 Lack of consistent method for integrating clients’ goals for transition into hospitals’ discharge 
plans or into nursing facilities’ care plans. 

 Lack of on-time response to clients’ service needs during or following crises and 
contingencies; thus, clients who could return to a home or community setting, with services 
support, are “defaulted” to a nursing facility.  

Perceived Strengths 

 Because of the collaborative relationships established through the 1-year transition grant, the 
partners that will be vital to this project are already committed to making tangible systems 
changes, with a strong understanding of the issues that precipitate their need. 

 Because of the Nursing Facility Conversion Grant program, many nursing facilities are 
replacing some of their unused beds with assisted living apartments. 

 Due to a unique relationship with contracted agencies to provide services coordination, the 
Nebraska Department of Health and Human Services System (NDHHSS) is able to serve 
waiver participants more cost effectively through a more seamless service delivery system. 

 NDHHSS contracts with the Area Agencies on Aging (AAA) and the Independent Living 
Centers (ILCs) to assist with provider recruitment.   

 The Lincoln AAA, Lincoln Information for the Elderly (LIFE) office, has had in place for 6 
years the HUD Congregate Housing Services Program (CHSP), which established a 
partnership between HUD, the Lincoln Housing Authority, and residents in three elderly high-
rise apartment buildings in Lincoln for the provision of services.   

 LIFE has also entered into partnership with the United Church of Christ Health and Human 
Services Ministries from Long Beach, California, which has been awarded a HUD Section 208 
grant to provide services coordination for frail elderly and disabled residents. 
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Primary Focus of Grant Activities 

 Implement communication/marketing campaign to effect a cultural change in the way 
stakeholders view long-term care options.  

 Enlist nursing facility staff in partnership with AAAs to facilitate successful transitions. 

 Develop and implement a statewide toll-free number for nursing facility transition assistance. 

 Improve consumers’ capacity to exercise choice about their living arrangements. 

 Identify early opportunities for transition. 

Goals, Objectives, and Activities 

Overall Goal.  To bring Nebraska’s long-term care services together as a continuum of care, with 
(1) components that meet consumers’ needs at the right time and (2) a streamlined, seamless 
method for these components to work together.  Aging persons and adults with disabilities will 
have both the awareness and the ability to exercise a choice about the type of living environment 
that is most appropriate to them. 

Goal.  Increase awareness of alternative living environments as a viable option among both 
residents and candidates for residence in nursing facilities, as well as their key influencers. 

Objectives/Activities 

 Under contract, Northeast Nebraska Area Agency on Aging (NENAAA) will develop a 
communication campaign and provide marketing materials to promote the concept of transition 
and HCBS alternatives. 

 Under contract, the three pilot AAAs will provide training in the transition communication/ 
marketing campaign and materials to remaining AAAs across the state. 

 Under contract, the three pilot AAAs implement marketing strategies with target publics across 
the state.  Radio, television, and print products disseminated statewide.  

 At least 50 Medicaid nursing facility residents will receive presentations and materials. 

 Evaluate marketing plan effectiveness by conducting random surveys among target population. 

Goal.  Create transition partnerships among AAAs and the nursing facilities in their territories.  
The AAA and NF partnering staffs will identify residents who are likely candidates for transition, 
inform candidates and their key influencers about choices in how to live, where to live, and help 
facilitate successful transitions for those candidates who so choose.  

Objectives/Activities 

 Eastern Nebraska Office on Aging (ENOA, an AAA) will employ a “transition specialist” 
strategy in order to network with each of the 35 nursing facilities within ENOA’s area; the 
dedicated specialist will market and refine the project processes.  

 ENOA will compile a report of nursing facility transition (NFT) partnership “best practices” 
that can be studied by agencies statewide as they formulate their transition strategies. 



Nursing Facility Transitions 

105 

Goal.  Develop and employ a computerized tracking program for Medicaid clients entering 
nursing facilities, for the purpose of identifying earliest opportunity for transition back to home 
and community settings.  

Objectives/Activities 

 The Lincoln Area Agency on Aging (LAAA) will develop and field-test a computerized 
tracking system that will enable Senior Care Options (SCO) staff to more precisely monitor 
clients who are admitted to a nursing facility and identified as a potential transition back to 
home and community settings.  The system will also collect transition outcome data for 
analysis, and aid in developing quality enhancements. 

 LAAA resource developers will recruit and train service providers for NDHHSS’s “Take Me 
Home” Aged and Disabled Waiver service, which also pays for up-front costs that people 
experience when transitioning from nursing facilities to the community.  

 LAAA will compile a report on using information systems to track Medicaid clients entering 
nursing facilities for transition “best practices” that can be studied by agencies statewide as 
they formulate their transition strategies. 

Goal.  Develop and implement a statewide toll-free number for NFT assistance. 

Objectives/Activities 

NDHHSS will establish a statewide toll-free number for NFT assistance.  When a person calls the 
number, the call will automatically be routed to the appropriate AAA based on the area code of the 
call.  The toll-free number will become available after NDHHSS trains AAAs throughout the state 
in transition strategies and after the statewide communication/marketing campaign is launched.  

Goal.  Reduce the number and length of Medicaid nursing facility stays through expansion of 
SCO services.  

Objectives/Activities 

 Train SCO staff to use BRASS screening tool, an instrument intended to be administered at 
hospital admission, designed to identify patients at risk for prolonged hospital stays and in 
need of discharge planning services.  Nebraska will use an adapted tool created by the 
Colorado Department of Health Care Policy and Financing for their “Fast Track” program for 
long-term care preadmission screening of people admitted into acute care facilities.  

 Implement SCO prescreening and counseling program with private pay residents, many of 
whom would be likely to spend down quickly in nursing facilities and thus become eligible for 
Medicaid.  (Total goal:  160 additional persons will be screened.)  SCO is already mandated 
for Medicaid-eligible people. 

 Implement follow-up screening with all residents (private pay and Medicaid) who received 
initial SCO screen using the BRASS instrument. 

 Evaluate effectiveness of SCO prescreening with private pay residents using data regarding the 
number of people served, consumers’ cost, length of stay, and functional capacity.   
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Key Activities and Products  

 Communication/marketing plan and products designed to promote the concept of transition 
and HCBS alternatives to target groups across the state, and evaluate the plan’s effectiveness. 

 Report of transition partnership “best practices” from ENOA’s strategy to employ a dedicated 
“transition specialist” to work with nursing facilities. 

 Report of computerized tracking system of Medicaid clients entering nursing facilities to 
identify early opportunities for transition. 

 Evaluation of the effectiveness of SCO prescreening with private pay residents (cost data, 
length of stay, number served, functional data). 

Consumer Partners 

Consumers were closely involved in the initial research conducted to inform the project (see 
planning below) and will continue to provide feedback during grant implementation activities. 

Consumer Partners and Consumer Involvement in Planning Activities 

Consumer input was provided through communication/marketing research interviews of 146 
stakeholders, including transition candidates, recently transitioned clients, their family members, 
physicians, religious leaders, nursing facility staff, hospital discharge staff, AAA and CIL staff, 
and Nebraska Health and Human Services supervisors and workers.  The research was the 
foundation for the current transition strategies being field-tested. 

Consumer Partners and Consumer Involvement in Implementation Activities 

 Partners in this grant will continue to collect consumer feedback and advice using professional 
research and interview tactics developed by Bailey Lauerman, an internationally recognized 
communication/marketing firm.  

 As the activities of this grant develop, consumer involvement will primarily be the feedback 
and advice collected through ongoing survey instruments. 

Public Partners 

There are no public partners. 

Private Partners and Subcontractors  

 Area Agencies on Aging. 
 Nebraska Health Care Association. 
 Bailey Lauerman & Associates (a communication/marketing firm). 



Nursing Facility Transitions 

107 

Public and Private Partnership Development/Involvement in the Planning Phase 

No partners were involved. 

Public and Private Partnership Development/Involvement in Implementation  

Private Partners 

 The Nebraska Health Care Association will give in-kind services including letters to member 
nursing facilities.  The letters will introduce the AAA representatives conducting transition 
activities, and lend NHCA endorsement to the transition activities. 

 NDHHSS will contract with Bailey Lauerman & Associates to provide marketing materials, 
train, implement marketing strategies, and conduct and evaluate all surveys. 

 The Eastern Nebraska Office on Aging AAA will network with each of the 35 nursing 
facilities in its locale to market the transition partnership project.  They will also compile a 
reference report of “transition specialist” and transition partnership best practices. 

 Lincoln AAA will develop and field-test a computerized, close-tracking program for 
monitoring Medicaid clients and identifying earliest opportunities for transition, and will 
compile a reference report on their transition monitoring “best practices.”  

 Lincoln AAA will also recruit and train service providers for the state’s “Take Me Home” 
Aged and Disabled waiver service, which also pays for up-front transitioning costs such as 
rental deposits. 

 Each AAA will create transitioning partnerships with the nursing facilities in their locales to 
identify residents who are likely candidates for transitioning and inform candidates about 
community living options. 

 AAAs will share communication/marketing products and expenses, and meet regularly to 
evaluate their individual strategies, share findings and cross-pollinate ideas. 

 At end of Grant Year One, ENOA, LAAA & NENAAA will combine their field-tested, best 
practices into a Transition Strategic Plan which they will market to the remaining AAAs 
statewide.  The plan will encompass the proven, most effective strategies from 
communication/marketing, “transition specialist,” nursing facility networking, and 
computerized tracking of Medicaid clients entering nursing facilities. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

The partnership between HUD, the Lincoln Housing Authority, and residents in three elderly high-
rise apartment buildings in Lincoln will provide additional opportunities for people leaving 
nursing facilities in Lincoln to access housing and community services in the high-rise buildings.   
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Oversight/Advisory Committee 

The Advisory Committee comprises experienced NDHHSS and Area Agency on Aging 
executives, administrators and program managers.  The Nebraska Health Care Association and 
Bailey Lauerman & Associates will also participate.  The committee will analyze consumer input 
provided by the survey instruments conducted during the field tests of the transition strategies. 

Formative Learning and Evaluation Activities 

 A survey of the marketing campaign’s target population will be used to evaluate the 
communication/marketing campaign’s effectiveness. 

 A survey of consumers will be used to evaluate the effectiveness of the transition partnership 
between ENOA and nursing facilities.  

 A survey of consumers will evaluate the effectiveness of the computerized tracking of 
Medicaid clients entering nursing facilities. 

 A survey of callers will evaluate the visibility and usefulness of the toll-free, transition 
assistance phone service. 

 To evaluate the effectiveness of Senior Care Options prescreening with private pay residents, 
the grant will analyze data on the number of people served, the cost of their services, their 
length of stay, and their functional capacity.  

Evidence of Enduring Change/Sustainability 

 The Advisory Committee has already met and developed a cohesive relationship over the last 
year, and will operate in an advisory capacity to the Medicaid program indefinitely. 

 The materials and skills to market community alternatives will have been developed and will 
require few resources to maintain them.  

 The transition partnerships developed between AAAs and the nursing facilities in their 
territories will remain active and result in successful transitions. 

 The computerized tracking concept will be adopted by other AAAs statewide and result in 
successful transitions. 

 The expansion of SCO through this project will provide evidence for the Legislature to support 
expansion of initiatives designed to enhance transition, including “Take Me Home” Medicaid 
Waiver service and the “Waiver While Waiting” policy that provides waiver services for 
functionally eligible waiver applicants who are applying for Medicaid and who are likely to be 
eligible for Medicaid.  The waiver pays for services if the person qualifies for the waiver.  
Otherwise, the state pays for services using other revenues. 

Geographic Focus 

Statewide, with pilots in Lincoln, Omaha and Norfolk areas. 
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NEW JERSEY 

Identified Problems with the State’s Long-Term Care System 

 Institutional bias is responsible for high numbers of people in institutions and a comparatively 
underdeveloped system of community care.  

 The long-term care system is fragmented.  

 Current funding for nursing home transition is not sufficient to adequately address transition 
issues for the younger disabled population.  

 Lack of affordable accessible housing. 

 Independent Living Centers (ILCs) are inexperienced in serving individuals with mental 
illness.  

 Lack of access to information about independent living options and resources for people with 
disabilities and their families.  

Perceived Strengths 

 State funding can be used for transition expenses.  

 There are committed state officials and agencies, working in collaboration with community 
agencies and programs, to assure better community integration for people with disabilities.  

 There is a range of Medicaid HCBS waiver programs and other state- and federally-funded 
community services. 

 A strong network of ILCs is in place, which is managed and staffed by individuals that are 
experienced in living and coping with disabilities.  

Primary Focus of Grant Activities 

 Increase access to information and resources regarding independent living options. 

 Develop cohesive community support systems to prepare and sustain individuals both before 
and after transition.  

 Facilitate consumer control over the individual transition process. 

 Incorporate direct consumer input into the planning, implementation and phasing of 
infrastructure changes. 
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Goals, Objectives, and Activities 

Overall Goal.  Conduct an assessment of individuals with disabilities who are under 65 and 
residing in nursing facilities, and transition 200 individuals to the community over the 3-year 
grant period.  

Goal.  Incorporate direct consumer input into the planning, implementation and phasing of 
infrastructure changes.  

Objectives/Activities 
 Transition the Olmstead Stakeholders Task Force to the New Jersey Systems Change 

Advisory Council. 

 Form a Systems Change Management Team comprised of staff from all agencies.  

 Develop an Advisory Board that will provide guidance and direction to the Resources for 
Independent Living (RIL) staff and will be involved in all areas of implementation, 
management and evaluation of grant activities.  

 Create mechanisms to facilitate people with disabilities in choosing and directing the services 
and supports they need, consistent with their stated preferences. 

Goal.  Provide adequate information, training and support to individuals transitioning out of 
nursing facilities into the community.  

Objectives/Activities 

 Develop and conduct training of staff for the state’s permanent nursing facility transition 
program, Community Choice, to increase staff’s ability to deal effectively with people with 
disabilities who are under age 65. 

 Develop outreach and marketing materials about nursing home transition and community 
options for transitioning individuals and provide opportunities for transitioning individuals to 
participate in skills training and peer support groups. 

 Utilize ILC staff to educate individuals with disabilities in nursing facilities about their 
options for community services and supports. 

 Utilize ILC staff to provide independent living skills training to people in nursing facilities.  

 Recruit one full-time and one part-time Community Living Specialist (CLS) to work with the 
Community Choice Counselors.  

 CLS staff will develop an individualized Independent Living Plan that will detail consumer 
goals, objectives, and timelines, and areas of responsibility for every transitioning individual.  

 Develop a community services assessment tool to identify what a consumer will need after 
transition.  This will be used in conjunction with the DHSS comprehensive needs assessment.  

 Develop mentoring and peer support programs with volunteer consumers in the community. 

 Develop a mentoring program that will match individuals leaving nursing facilities with 
trained peer mentors from local ILCs.  



Nursing Facility Transitions 

111 

Key Activities and Products  

 ILCs will partner with DHSS to conduct an outreach to, and an assessment of, 3,000 persons 
under 65 currently living in New Jersey nursing facilities and then assist approximately 200 
individuals to transition to community living. 

 Develop a community assessment tool to be used in conjunction with the DHSS 
comprehensive needs assessment. 

 Develop and implement nursing home transition training materials for consumers, 
Community Choice counselors, and volunteer community mentors that will be used to 
increase access to resources regarding independent living options, increase independent living 
skills, and enable counselors and mentors to better to serve the nursing home population 
during transition.  

 Develop and provide mentoring and peer support programs.  

Consumer Partners 

 People with disabilities constitute the majority on the boards of all ILCs, including the lead 
agency, and form the majority of staff at the ILCs involved in the grant. 

 At the state level, the Governor convened an Olmstead Stakeholder Task Force in November 
2000, which includes consumers and family members.  The state plans to transition the 
existing Olmstead Stakeholders Task Force to the New Jersey Systems Change Advisory 
Council.  The Advisory Council will retain existing participants and recruit additional 
consumer representatives.  Consumers will serve on all four subcommittees of the advisory 
council.  

 RIL will develop an Advisory Board, consisting of the executive directors of three ILCs in the 
state, consumers, mental health advocates, and representatives from other disability 
organizations.  The Advisory Board will meet at least quarterly and help to shape grant 
activities.  

Consumer Partners and Consumer Involvement in Planning Activities 

 The Olmstead Task Force, including its consumer members, was involved in developing the 
grant application and other systems change proposals.  

 RIL staff and board members with disabilities were greatly involved in all aspects of grant 
development.  

Consumer Partners and Consumer Involvement in Implementation Activities 

 Consumer advocates will be instrumental in the transition of the Olmstead Stakeholders Task 
Force to the New Jersey Systems Change Advisory Council.  Consumers will participate on 
all four subcommittees of this council. 

 RIL’s Advisory Board will provide guidance and direction to the RIL staff and will be 
involved in all areas of implementation, management, and evaluation of grant activities.   
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 Because of consumer control of the ILC organization, persons with disabilities will be 
involved in all stages of problem analysis, planning, implementation, monitoring, and 
evaluation activities. 

 Consumers will also participate in mentoring and peer support programs. 

Public Partners 

 Department of Health and Senior Services, Community Choice Initiative.  
 New Jersey Housing and Mortgage Financing Agency (HMFA).  
 Rutgers University Center for State Health Policy. 

Private Partners and Subcontractors  

 New Jersey Protection and Advocacy Technology Assistive Resource Center (TARP).  
 Network of ILCs.  

Public and Private Partnership Development/Involvement in the Planning Phase 

Public Partners 

Department of Health and Senior Services (DHSS) helped design the framework of the grant 
application and included the hiring of new Community Choice Counselors.  DHSS was involved 
in all aspects of planning the grant.  

Private Partners 

No private partners were involved in the planning of the grant.  

Public and Private Partnership Development/Involvement in Implementation  

Public Partners 

 DHSS will be involved in the outreach to, and the assessment of, 3,000 persons under 65 
currently living in New Jersey nursing facilities.  DHSS will provide funding to hire four 
Community Choice Counselors for these activities.  The Community Choice Counselors will 
work closely with transitioning individuals throughout the grant period.   

 New Jersey Housing and Mortgage Financing Agency will help assure that a supply of 
accessible, affordable housing options are made available.   

 Rutgers Center for State Health Policy will be working with the ILC staff to develop 
interview instruments during the first six months that will be utilized for the evaluation 
research on individuals who are transitioned from nursing facilities.  Rutgers also will conduct 
an independent evaluation of the grant. 

Private Partners 

 New Jersey TARP will help RIL in making the best possible use of technology and 
technological solutions to support people with disabilities in the community with specific 
problems due to unique needs. 
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 Each local ILC, in conjunction with CLS, will develop an individualized Independent Living 
Plan that will detail consumer goals, objectives and timelines, and areas of responsibility for 
every transitioning individual.  In addition, ILCs will work with RIL to recruit, train, and 
support volunteers who will assist consumers in transitioning from nursing facilities.  A 
mentoring program will be developed that will match individuals leaving nursing facilities 
with trained peer mentors from local ILCs.  Peer mentors will be recruited from ILC network 
staff/volunteers with disabilities who themselves live independently in the community. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

Division of Disability Services (DDS) received state appropriation of $2 million to design and 
implement a new Medicaid waiver program targeted to the younger disabled population.  

Oversight/Advisory Committee 

 The New Jersey Systems Change Advisory Council will be convened during the first 6 
months and will meet quarterly during year one and twice a year during the remainder of the 
grant period.  This Advisory Council will provide direction to the state in developing and 
implementing the activities proposed in the System Change Grant applications.   

 There will be four subcommittees of the Advisory Council, including Housing, Support 
Services, Access, and Quality.  The subcommittees will report to the Advisory Council and 
make recommendations relative to grant activities.  The Advisory Council will provide 
recommendations to the Governor, the state agencies, contracted consultants, and firms who 
are implementing activities proposed in this grant.   

 The RIL Advisory Board will meet at least quarterly and help to shape the implementation, 
management, and evaluation of grant activities.   

Formative Learning and Evaluation Activities 

 The review activities of the RIL Advisory Board will provide input and suggestions regarding 
outreach techniques, and suggest possible resolutions to challenges faced in transition.   

 Each transitioning consumer will develop a team of people to assist them meet their goals 
with the aid of Grant personnel.  Included in the team will be the Community Choice 
Counselor (DHSS), at least two ILCs, and representatives from other agencies.  In addition, 
the team may include family members, church members, or anyone else who will play a 
significant role in the transfer.  This newly developed “Round Table” format will expand and 
improve project strategies to meet both the consumer goals and the project goals. 



Nursing Facility Transitions 

114 

Evidence of Enduring Change/Sustainability 

 The training of Community Choice staff by ILC staff will change the way the program deals 
with people with disabilities and will help develop infrastructure to assure that individuals 
with disabilities will be able to live successfully in the community.  

 The capacity of ILCs to address transition issues will be increased and sustained after the 
grant ends.  

 Permanent linkages between ILCs, the Community Choice Initiative, and other systems will 
reduce fragmentation and maximize coordination.  

Geographic Focus  

Statewide. 
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NEW JERSEY 

Identified Problems with the State’s Long-Term Care System 

 Once placed in a nursing facility, individuals may lose their homes and community support 
creating additional barriers to living in the community.  

 There is an insufficient supply of affordable and accessible housing for people with disabilities 
in New Jersey.  

 Ongoing concerns for safety and lack of sufficient service providers have played a major role 
in the increasingly larger number of young adults with disabilities residing in nursing facilities. 

 Lack of knowledge among staff of the Community Choice Initiative, a program to help people 
move from nursing facilities, regarding resources available for people under age 65 with 
disabilities.   

Perceived Strengths 

 An array of waiver programs. 

 An assessment system which the state uses to identify individuals with the potential to live in 
the community. 

 Available funds that provide assistance with transition expenses. 

Primary Focus of Grant Activities 

 Assist individuals with disabilities under age 65 to transition from a nursing facility to a 
community setting. 

 Assure that individuals obtain quality services and exercise meaningful choices. 

 Expand the existing infrastructure.  

 Provide accurate and easily comprehensible information about community living. 

 Increase housing options for individuals transitioning. 

Goals, Objectives, and Activities 

Overall Goal.  To fully develop the existing nursing facility transition infrastructure to better 
serve individuals with disabilities under age 65.  

Goal.  Enhance outreach and technical assistance efforts.  

Objectives/Activities 

 Use Community Choice brochures, the program’s Website and links to other Websites to 
inform residents, their families and caregivers about the grant program.  

 All existing materials will be adapted to include individuals with disabilities and to ensure that 
accurate, objective and easy-to–understand information is available to them. 
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 Offer presentations in the community and in the nursing facilities. 

 Target specialized assistance to those hospital patients at highest risk of nursing home 
placement. 

 Connect a mentor presently situated in the community to each nursing facility resident 
interested in community living to provide peer counseling and act as a role model. 

 Provide aside funds for training and for independent consultants.  Train consumers and 
families to allow them to make meaningful choices and obtain quality services.  (Consultant is 
funded by the grant and there are grant funds for training of staff.) 

 Share expertise and knowledge with faith-based and other community organizations 
throughout the state. 

Goal.  Increase knowledge and training of Community Choice staff. 

Objectives/Activities 

 Hire two Community Choice counselors who will become specialists in disability issues 
through intensive training.  They will work exclusively on transitions of children and adults 
with disabilities who desire more independence. 

 A training program in disability will be created for all counselors to increase their ability to 
assist people with disabilities and make referrals to the disability specialists. 

 Provide experienced nursing facility counselors in hospitals to work with the hospital staff to 
assure that those going to nursing facilities are prepared for a short term stay and maintain 
their current home. 

Goal.  Increase availability and financial assistance for housing. 

Objectives/Activities 

 Develop a workgroup to examine Section 8 housing vouchers and certificates and state 
resources available to individuals with disabilities. 

 Conduct housing seminars, workshops and seminars for staff and public/private partners. 

 Inventory the current housing available for individuals with disabilities and identify the areas 
where development is needed. 

 Work with consumer groups, faith-based organizations, local governments and service 
providers to build housing designed for or modified to meet the needs of disability 
communities.  

 Set aside money from two separate funds to assist with initial expenses such as augmentative 
communication devices or an apartment security deposit.  Monies from the first Nursing 
Transition Grant established an “Assistive Technology Fund.”  State monies are used for 
apartment security deposits. 
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Key Activities and Products  

 Transition 120 individuals who have a disability or a long-term illness presently residing in a 
nursing facility to the community setting of their choice.  An anticipated 40 individuals will be 
helped transition from nursing facility in each of the 3 years of the grant.   

 Create an inventory of the current housing available for individuals with disabilities, identify 
the areas where development is needed and work with consumer groups, faith-based 
organizations, local governments and service providers to address housing needs. 

 Train two Community Choice Counselors as disability specialists. 

Consumer Partners 

The Governor’s Stakeholders Task Force on Olmstead includes people with disabilities as well as 
consumer representatives. 

Consumer Partners and Consumer Involvement in Planning Activities 

The Governor’s Stakeholders Task Force on Olmstead has been meeting since November 2000.  
Members participated in teleconferences and the Nursing Facility Transition Grant subgroup 
reviewed this grant.  

Consumer Partners and Consumer Involvement in Implementation Activities 

The State will transition the existing Governor’s Stakeholders Task Force on Olmstead to the New 
Jersey Systems Change Advisory Council.  The Advisory Council will retain existing participants 
and add additional consumer representatives.  This Advisory Council will provide direction to the 
state in developing and implementing the activities proposed in the Systems Change Grant 
applications.  There will be four subcommittees of the Council:  Housing, Support Services, 
Access, and Quality. 

Public Partners 

 Center for State Health Policy at Rutgers University. 
 Division of Disability Services. 
 Division of Housing and Community Resources. 

Private Partners and Subcontractors  

 12 ILCs in New Jersey. 
 New Jersey Protection & Advocacy’s Technology Assistive Resource Program (TARP). 
 Public Housing Authorities of Millville, Vineland, Gloucester, Morris County, and Summit. 
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Public and Private Partnership Development/Involvement in the Planning Phase 

No partners were involved. 

Public and Private Partnership Development/Involvement in Implementation  

Public Partners 

 The Division of Disability Services (DDS) has established a new Medicaid home and 
community-based services waiver to serve people under age 65.  This waiver will provide 
services to many people transitioning under the grant, and DDS has agreed to work with the 
Grant to ensure transitioning people have access to services and can obtain services quickly. 

 Center for State Health Policy at Rutgers University will be the grant program evaluator. 

 Division of Housing and Community Resources will be a member of the grant program’s 
Housing Workgroup which will plan, develop, and implement systems to help persons find 
affordable, accessible housing.  

Private Partners 

 Public Housing Authorities, specifically Millville, Vineland, Gloucester, PHA of the County of 
Morris, and Summit, have expressed interest in collaborating with grant program staff to assist 
transitioning individuals in locating affordable and accessible housing.  

 12 ILCs in New Jersey will form partnerships with the lead agency to perform assessments of 
potential program participants, assign peer mentors to transitioning individuals, develop 
outreach materials, and create a program participant survey. 

 New Jersey Protection & Advocacy’s Technology Assistive Resource Program (TARP) will 
form a partnership to evaluation transitioning individuals’ home modification and/or assistive 
technology needs. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

As part of the initial nursing facility transition grant, the Community Choice staff developed 
strong working relationships with the Office of Waiver and Program Administration and the 
Division of Senior Affairs in order to assure waiver services and Older American Act-funded 
services were available as quickly as possible for individuals leaving a nursing facility.  The 
results of this initial interagency work will benefit people leaving nursing facilities with the help of 
this grant. 

Oversight/Advisory Committee 

The New Jersey Systems Change Advisory Council (see Consumer Partners) will provide 
direction to the state in developing and implementing the activities proposed in the System Change 
grant proposals.  There will be four subcommittees of the Council:  Housing, Support Services, 
Access, and Quality. 
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Formative Learning and Evaluation Activities 

 In cooperation with the ILCs, a client satisfaction survey will be administered to assure all 
issues people with disabilities faced during their transition are known to Community Choice 
and are addressed.  If additional issues are identified, the ILCs and Community Choice will 
work together to determine how best to address them.   

 The Center for State Health Policy within the Institute for Health, Health Care Policy and 
Aging Research at Rutgers University will conduct a research evaluation of the transition 
program as well as the other grant the state received (Real Choice Grant).  The Center for State 
Health Policy also will continue to evaluate the Community Choice program, as it has before 
this grant.  

Evidence of Enduring Change/Sustainability 

 Two additional counselors will be integrated into the program and at the conclusion of the 
grant will become part of the Community Choice Program.   

 Outcome of the Housing Workgroup will be an enduring change in the housing market and 
Section 8 vouchers and certificates. 

 Wherever possible, legislative and regulatory changes will be implemented to ensure an 
enhanced service delivery system that meets the needs of the constituents. 

 The working relationships developed with the ILCs, TARP, faith based organizations, housing 
developers, consumer-directed organizations and other state agencies will be ongoing.  
Community Choice procedures established under this grant with these organizations will 
become part of the policy and procedures used by Community Choice counselors.   

 It is anticipated that efforts to change the way developers view the housing needs of various 
populations will result in housing built to meet these populations’ needs, both during and after 
the grant. 

Geographic Focus 

Statewide. 
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NORTH CAROLINA 

Identified Problems with the State’s Long-Term Care System 

 Lack of awareness about community and independent living options among consumers, their 
families, hospital discharge planners, nursing facility staff, and other service providers. 

 Few state resources dedicated specifically to identifying people in nursing facilities who may 
be candidates for transition to a more integrated community. 

 Few state resources dedicated specifically to providing planning and coordination services to 
move residents from nursing facilities to the community. 

 Need to build stronger partnerships between the state Independent Living Rehabilitation 
Program (ILRP) and the Centers for Independent Living (CILs) to capitalize on their common 
purpose and philosophy of independent living.  

 Service fragmentation and need for increased coordination and collaboration among agencies 
and organizations offering services that prevent institutionalization or that facilitate transition. 

 Shortages of services and providers, especially in the areas of housing, transportation, and 
personal care workers. 

 Fear faced by some individuals who could lose Medicaid benefits if they choose to transition 
from a nursing facility to community-based living. 

Perceived Strengths 

 Independent Living System that serves individuals with disabilities in all regions of the state.  

 A preexisting unified state vision for care systems focuses on consumers of services and on 
providing services in a community setting.  

 Approved applications for Real Choice Systems Change and CPASS grants will provide 
access to comprehensive information on service options.  

 The Community Alternatives Program for Disabled Adults is available statewide and is 
equipped to serve individuals with severe impairments.  

 The Division of Medical Assistance is in the process of revising the nursing facility pre-
admission screening and utilization review programs.  These revisions will shift the focus to 
diverting individuals from nursing facilities.  

Primary Focus of Grant Activities 

 Identify the needs and goals of nursing facility residents interested in transition to community.  

 Facilitate residents’ development of transition plans. 

 Coordinate supports and services needed for successful transition. 

 Train peer mentors to support transition candidates and help them fully reintegrate into their 
communities. 

 Produce a cost-benefit analysis of Transitions, comparing the financial costs as well as 
individuals’ quality of life and satisfaction. 
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Goals, Objectives, and Activities 

Overall Goal.  Design and implement a program that will transition nursing facility residents with 
disabilities who wish to live outside an institutional setting, and build the infrastructure and 
capacity statewide to sustain the transition effort beyond the grant period.  

Goal.  Raise awareness among nursing facility staff, hospital discharge planners, health and 
human service providers, consumers and their families about community living options, the 
program Transitions, and how to learn more about community options in their areas.  

Objectives/Activities 

 Convene a work group of individuals to begin educating stakeholder groups about transition 
options. 

 Develop educational materials targeted specifically to stakeholders.  Materials will be 
developed with the input of the state Independent Living Rehabilitation Program (ILRP), CILs 
and a Participant Task Force.  The materials will be targeted to consumers, nursing facility 
staff, hospital discharge staff, adult care home staff, family members, advocates, and other 
agency staff.  While the materials may be slightly modified for certain groups, it is not 
anticipated that entirely different materials will be developed.   

 Disseminate materials through ILRP counselors, the Transition Services Manager, CIL staff 
and advocates, and other partnering organizations and trained volunteers.  

Goal.  Determine the most effective method(s) of identifying successful candidates for community 
living and identify the services and supports most critical to achieving and sustaining Transitions.  

Objectives/Activities 

 Study the characteristics of residents who successfully transitioned and those who did not to 
determine if there are common predictors of success or failure. 

 Analyze data on individuals who have successfully transitioned out of nursing facilities with 
the help of the state’s CILs or ILRP as well as the nursing facility minimum data set. 

 Test the assumption that residents with fewer disabilities and functional challenges will 
transition at a higher rate than those who have multiple disabilities and greater functional 
challenges.  By tracking the characteristics of those individuals who transition, we should be 
able to test this assumption.  However, this does not account for the “will” of the consumer, 
which is probably the single most important predictor of transition success.  

 Use the nursing facility pre-admission screening program to identify individuals who may only 
need a short-term stay in a nursing facility.  

Goal.  Provide transition assistance to approximately 80 nursing facility residents in order to help 
them achieve their community-living goals. 
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Objectives/Activities 

 Resident assessment will help identify the individual’s needs and goals and will be used to 
help develop and plan for transition that will address those needs.  

 Implementation of the Transition Services Fund, drawn from 100 percent grant funds, will 
cover transition expenses such as housing and utility deposits, household goods, and clothing.  

 Contract with Pathways for the Future Center for Independent Living and the CyberPals 
program in order to supply the participants of Transitions with computers and internet access. 

Goal.  Strengthen the ability and capacity of the ILRP to assist nursing facility residents who 
choose to transition by providing more resources and services. 

Objectives/Activities 

 Develop and disseminate training materials, pay travel expenses for training in other 
communities, assist with some expenses for volunteer mentors.  

 Project evaluators will provide ongoing feedback to ILRP about what transition methods have 
proved successful. 

 Foster development of community support services by identifying gaps in needed services and 
by providing demand for services by moving more people into the community.  

 Provide an impetus to consider the need for additional Medicaid services to be included in the 
state plan or to be made available through a new waiver program.  

 Increase coordination among existing community services through contact with all 
stakeholders to avoid duplication of services and to maximize available resources.  ILRP will 
need to improve its collaborative activities in the community in order to achieve this.  Recent 
history has shown that ILRP has room for improvement in this area. 

Goal.  Evaluate the costs and benefits of transitioning to the community for nursing facility 
residents assisted by the Transitions program and create a plan for sustaining the program beyond 
the grant period.  

Objectives/Activities 

 The evaluator will produce a report at the conclusion of the pilot phase and again before the 
conclusion of the 36-month grant period.  These reports will illustrate the strengths, 
weaknesses and lessons learned from the pilot sites ands suggest changes to the program. 

 Include a cost-benefit analysis of Transitions, comparing the financial costs of nursing home 
care versus community care for individuals, as well as the costs and benefits to the individual’s 
quality of life and satisfaction.  

 Enable ILRP counselors to meet eligibility requirements for Medicaid Administrative Case 
management services reimbursement.  This would allow additional funds to be leveraged for 
the counselors’ transition activities, enabling ILRP to serve more individuals and freeing up 
the more flexible state dollars for needs not covered under other public assistance programs.   
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Key Activities and Products   

 Raise awareness among nursing facility staff, hospital discharge planners, health and human 
service providers, consumers and their families about community living options, Transitions, 
and how to learn more about community options in their areas. 

 Determine the most effective method(s) of identifying successful candidates for community 
living and identify the services and supports most critical to achieving and sustaining 
Transitions. 

 Provide transition assistance to approximately 80 nursing facility residents in order to help 
them achieve their community-living goals. 

 Strengthen the ability and capacity of the ILRP to assist nursing facility residents who choose 
to transition by providing more resources and services. 

 Evaluate the costs and benefits of transitioning to the community for nursing facility residents 
assisted by the Transitions program and create a plan for sustaining the program beyond the 
grant period. 

Consumer Partners 

The Participant Task Force has close to 30 members, including seven consumers, providers, 
advocates, and state staff.  The Task Force provides input during all stages of the grant process. 

Consumer Partners and Consumer Involvement in Planning Activities 

 The Participant Task Force guided development of all the Systems Change grants, holding 
three different day-long meetings during grant development.  They formed a subcommittee 
specific to nursing facility transition to develop the NFT Grant’s goals.   

 The lead agency also solicited, via telephone and e-mail, the Participant Task Force for 
comments on drafts of the grant application. 

Consumer Partners and Consumer Involvement in Implementation Activities 

 The Participant Task Force will provide consumer feedback once the program is under way, 
supplying valuable information that will be used in the evaluation of the Transitions program. 

 The Task Force will participate in the development of an outreach video providing information 
for individuals who want to transition to the community. 

Public Partners   

 Division of Vocational Rehabilitation’s Independent Living Rehabilitation Program. 
 Division of Aging. 
 Division of Medical Assistance. 
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Private Partners and Subcontractors  

 Pathways for the Future Center for Independent Living.  
 Western Alliance Centers for Independent Living, a satellite office of Pathways CIL. 
 Citizens Together Advocacy Group, Rocky Mount. 

Public and Private Partnership Development/Involvement in the Planning Phase 

No partners were involved. 

Public and Private Partnership Development/Involvement in Implementation  

Public Partners 

 The Division of Vocational Rehabilitation’s ILRP has extensive experience in serving 
individuals with disabilities.  Due to their wealth of experience and because the ILRP reaches 
all 100 North Carolina counties, it is a logical partner to spearhead the transition initiative 
across the state.  ILRP counselors will educate stakeholder groups about transition options, and 
will provide referrals regarding potential transition candidates.  These counselors will provide 
ongoing assistance in the transition process.  The counselors will also suggest changes in the 
individual’s plan and participate in the evaluation and integration of these changes.  This group 
will also be involved in the discussion focusing on the “next steps” and how the gains of the 
program should be sustained.  Generally, these counselors will act as the support system for 
consumers throughout the project while also providing valuable input to the project directors.  

 Division of Vocational Rehabilitation was involved in negotiations to allow ILRP counselors 
to be partially reimbursed for time spent assessing, organizing and coordinating Medicaid 
services.  This will give the ILRP additional resources to devote to working with nursing 
facility residents and extend the impact of the program beyond the grant period.  The Division 
has also agreed to provide $117,000 worth of assistive technology to Transitions participants 
over the life of the grant. 

 In the first year of the grant, the Asheville and Rocky Mount ILRP regional offices will pilot 
the program.  The results of a program evaluation will be used to refine the transition model 
before statewide expansion of Transitions in the second and third years of the grant. 

 Division of Aging, Assistant Secretary for Long-Term Care and Family Services has recently 
hired an expert whose responsibility will be to pursue housing opportunities for special needs 
groups.  The Assistant Secretary has offered this person’s expertise as a resource in helping to 
obtain housing for the Transitions participants and also in setting up systems to help achieve 
housing in the future. 
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 Division of Medical Assistance (DMA) has agreed to use Medicaid funds to support the 
Transitions case managers and to consider making a new waiver application targeted to meet 
the needs of individuals who desire to transition to the community from an institution.  DMA 
is also developing “time-limited” prior approvals for (short-term) nursing facility care that will 
ensure such temporary residents get reassessed quickly for home and community-based 
services; the division will modify the Medicaid nursing facility prescreening tool to include 
modules that will assist nurse reviewers to better understand an individual’s preferences for 
community care settings.  DMA will also conduct the evaluation of the grant. 

Private Partners 

 Pathways CIL will extend its CyberPals and peer mentoring programs to participants of 
Transitions, and possibly even to candidates still residing in nursing facilities, so that they can 
begin to access a community support network.  

 Western Alliance Center for Independent Living, Asheville will help provide individuals who 
transition into the community with donated computers, online support, training, and technical 
assistance to facilitate participation in an online community support network.  They will 
complement ILRP services by responding to individual requests for center core services, 
including information and referral, advocacy, independent living skills training, peer 
counseling, and identification of mentors and other informal supports. 

 Citizens Together Advocacy Group, Rocky Mount is an advocacy group for persons with 
disabilities is a major community partner for ILRP in the Rocky Mount area and will be active 
in helping identify informal community supports such as peer mentors who can provide 
support and encouragement to help individuals readjust to community living. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

North Carolina’s Division of Aging is developing coordinated information and assistance services 
to help reduce the fragmentation of services, which will support efforts under this grant to improve 
service coordination. 

Oversight/Advisory Committee 

This Participant Task Force will provide consumer feedback once the program is under way. 

Formative Learning and Evaluation Activities 

 In the first year of the grant, the Asheville and Rocky Mount ILRP regional offices will pilot 
the program.  The results of a program evaluation will be used to refine the transition model 
before statewide expansion of Transitions in the second and third years of the grant. 

 The evaluators will produce a report at the conclusion of the pilot phase and again before the 
conclusion of the 36-month grant period illustrating the strengths and weaknesses of the 
program, lessons learned, and possible changes to the program.  

 The evaluation also includes a cost-benefit analysis of Transitions that compares the financial 
costs of nursing home care versus community-based care for individuals as well as the costs 
and benefits to the individual’s quality of life and satisfaction.  This information will be used 
by NC Division of Medical Assistance (Medicaid agency) for policy and planning purposes. 
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Evidence of Enduring Change/Sustainability 

 The development of training and education materials will allow consumers and their families 
to make informed decisions on an individual basis.  These materials will be in the hands of 
individuals and organizations with the desire and motivation to continue to disseminate 
information after the grant ends.  The materials will reside with ILRP after the grant, so that 
they can be updated as necessary.  

 Acquired knowledge about transition, barriers, and costs and benefits will help the state fully 
understand what activities have the most value, and will help the state to focus on the most 
pressing issues in helping individuals live in the least restrictive setting.  

 Barriers to transition documented during the grant period will likely lead to an application by 
DMA for a new HCBS waiver specifically targeted to meet the unique needs of individuals in 
institutions wishing to transition to community living.  

 Negotiations with the Division of Vocational Rehabilitation have the potential to significantly 
and permanently expand ILRP’s capacity to work with individuals who wish to transition from 
nursing facilities.  

Geographic Focus 

In the first year of the grant, the Asheville and Rocky Mount ILRP regional offices will pilot the 
program.  The results of a program evaluation will be used to refine the transition model before 
statewide expansion of Transitions in the second and third years of the grant. 
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OHIO 

Identified Problems with the State’s Long-Term Care System 

 Lack of consumer control and choice over services, provider selection and payment, and 
flexible spending options. 

 Consumers have expressed the desire to live with dignity in settings of their choice, receive 
higher quality services, and receive more timely and accurate information. 

 There is a strong institutional bias. 

 The state employs an outdated, service-driven model. 

 Lack of available affordable, accessible housing. 

Perceived Strengths 

 The Ohio Access vision is an affirmative policy statement that people with disabilities must 
have more choice and control over the services they receive and is a direct outgrowth of 
Ohio’s continuing work with stakeholders.  An Ohio Access Consumer Task Force has been 
established to be integrally involved in implementation of the Ohio Access vision, including 
this and other grants. 

 A continuing commitment to the growth of community-based care, including a 1994 
moratorium on licensing new nursing home and MR/DD beds. 

 The Ohio Access Success Pilot Project is funded at $400,000 to create a pilot project to pay for 
some of the one time costs necessary to assist people in leaving nursing homes. 

Primary Focus of Grant Activities 

 Identify and support the successful transition of 600 targeted consumers living in nursing 
homes. 

 Identify and share resources and linkages in the community that assist successful community 
transition. 

 Develop an information infrastructure to assist people with disabilities to identify living 
arrangements and service supports in community settings. 

Goals, Objectives, and Activities 

Overall Goal.  To support the transition of consumers living in nursing homes to integrated 
community settings, to report barriers to successful transitioning, to partner with consumers, 
advocates and state agencies, and to build a body of knowledge that continues this work into the 
future. 

Goal.  Develop a transition protocol that addresses factors necessary for the successful transition 
of an individual consumer residing in a nursing facility to a community setting, while being 
responsive to consumer choice and control. 
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Objectives/Activities 

 Create and use the transition protocol to develop the transition participant list in collaboration 
with the Consumer Task Force and community organizations. 

 The protocol will be developed with the assistance of the Olmstead Task Force and the 
Consumer Task Force and will be tested and modified as needed. 

Goal.  Transition 600 consumers from nursing homes to community settings over the duration of 
the grant period. 

Objectives/Activities 

 Provide residents of nursing homes necessary information to allow them to make informed 
choices.  

 Utilize state funds (as the state’s in-kind contribution to the grant) from the Ohio Access 
Success Pilot providing up to $2,000 per person for a maximum of 200 participants to cover 
the one-time transition costs during Year One (FY 2003) of the 3-year grant period.  It is 
expected that the state budget for the following two fiscal years will provide the funding 
through FY 2005. 

 Establish a transition and follow-up plan for each consumer, created by the consumer, peer 
counselors, and the contractor. 

 The contractor will conduct follow-up visits (a component of the transition and follow-up plan) 
with the consumer at regular intervals as needed (no less than one visit every 6 months). 

 The contractor will ascertain the consumer’s overall satisfaction with the new living 
arrangement, measure the progress toward the transition plan, and the consumer's suggestions 
for improving the transitions program in the future. 

 The contractor will evaluate the services provided to identify changes needed since the initial 
transition, and provide quarterly status reports to the contract manager and members of the 
Consumer Task Force.  

Goal.  Identify resources and establish linkages in community settings, which can be integrated 
into the current infrastructure and will facilitate the transition of consumers to the community. 

Objectives/Activities 

 Identify and train peer counselors to assist consumers in the transition process. 

 Identify and build a base of resource information, which will support people on an ongoing 
basis.  

 A housing coordinator is included in the project design for Ohio’s Real Choice Systems 
Change Grant.  That housing coordinator will also be used to support the activities of the 
Nursing Facility Transitions Grant.   

Key Activities and Products  

 Create a transition protocol, which will serve as an individualized planning instrument to 
identify nursing facility residents who want to and who are good candidates to change their 
living arrangements to a community setting.   
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 Provide assistance to nursing home residents transitioning to the community with 
transportation and housing assistance as well as application for enrollment onto PASSPORT or 
the home care waiver.   

 Conduct follow-up visits as a component of the transition plan, no less often than one visit 
every 6 months in the first year after the individual has moved to the community.  Follow-up 
feedback will be provided to the state and to members of the Olmstead Consumer Task Force. 

 Identify and build a base of resource information that will support people on an ongoing basis, 
particularly in the area of housing. 

 Transition 600 consumers from nursing homes using peer counselors, a contractor to 
coordinate transitions, and funding for one-time transition costs from the Ohio Access Success 
Pilot. 

 Identify barriers and successful methods/techniques for nursing home transition, using follow-
up review of consumers’ services by the contractor. 

Consumer Partners 

An Ohio Access Consumer Task Force has been established to be integrally involved in 
implementation of the Ohio Access vision, including this and other grants.  This group includes 
representatives from Families for Improved Care and family members of those enrolled in Ohio’s 
HCBS Medicaid waiver programs.  Also included are representatives from the Governor’s Council 
on People with Disabilities, the State Independent Living Council, AARP, Ohio Association of 
Area Agencies on Aging, and the Ohio Developmental Disabilities Council.   

Consumer Partners and Consumer Involvement in Planning Activities 

 Ohio submitted the application as part of Ohio Access, a collaborative effort that began with 
the assessment of some of the existing service delivery systems in Ohio for people with 
disabilities.  A major component of the assessment was input from consumers of services in 
the various targeted delivery systems. 

 The state organized 10 public Ohio Access forums across the state from August through 
October 2000, which provided the opportunity for direct dialogue with consumers and 
advocates about daily challenges faced by people with disabilities. 

 Consumers provided input through the Consumer Task Force.  

Consumer Partners and Consumer Involvement in Implementation Activities 

 The Consumer Task Force will be involved in the evaluation and selection of The Ohio 
Nursing Facility Transition Grant contractors. 

 They will work with the contractors, peer counselors, and involved state agencies in further 
developing the structure of each of the components and in the recruitment of the Ohio Nursing 
Facility Transition Grant participants. 

 Once the grant is underway, the Consumer Task Force will meet at least quarterly to evaluate 
program successes and to identify barriers to full consumer participation in the project. 



Nursing Facility Transitions 

132 

Public Partners 

 HUD’s local public housing office. 
 State Public Housing Authorities.  

Private Partners and Subcontractors  

Contractor:  Easter Seals of Central and Southeast Ohio.  

Public and Private Partnership Development/Involvement in the Planning Phase 

No partners were involved. 

Public and Private Partnership Development/Involvement in Implementation  

Public Partners 

HUD’s local public housing office offered to disseminate information on this project to Public 
Housing Authorities (PHAs) around the state.  

Private Partners 

 Easter Seals will create a “transition protocol” to serve as an individualized planning 
instrument to identify nursing facility residents who want to transition.  They will use the 
protocol to develop a transition participant list in collaboration with the Consumer Task Force 
and community organizations.  They will identify and train peer counselors (prior residents of 
nursing homes) to assist consumers in the transition process.  The consumers, peer counselors 
and Easter Seals will establish a transition and follow-up plan and will facilitate the transition. 

 Easter Seals will provide residents of nursing homes necessary information to allow them to 
make informed choices regarding their residential living options, using a team of peer 
counselors.  They will attempt to form partnerships with the Ohio Housing Authorities 
Conference (OHAC), AAAs, the local PHAs, and HUD’s local public housing office.   

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

A housing coordinator, included in the project design for Ohio’s Real Choice Systems Change 
Grant, will also be used to support the activities of the Nursing Facility Transitions Grant. 

Oversight/Advisory Committee 

Once the grant is underway, the Consumer Task Force will meet at least quarterly to evaluate 
program successes and to identify barriers to full consumer participation in the project.   
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Formative Learning and Evaluation Activities 

 The Consumer Task Force will continually evaluate grant activities and transition progress. 

 Easter Seals will provide quarterly status reports to the contract manager and members of the 
Consumer Task Force which will include issues encountered while transitioning people as well 
as identifying barriers to transition and successful methods/techniques which can be used in 
future transition efforts.  

 An external evaluator will be charged with keeping the project on course with its desired goal 
of transitioning consumers to community living arrangements and by suggesting effective 
strategies and methods the grant can utilize to more effectively meet its goals. 

Evidence of Enduring Change/Sustainability 

 The products that are produced, e.g., the transition protocol and the transition model tested in 
the grant, will form the basis for the way future transitions and diversion from institutional 
living are accomplished Ohio. 

 The grant will build a base of resource information, which will support people on an ongoing 
basis, particularly in the area of housing. 

Geographic Focus 

Statewide. 
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RHODE ISLAND 

Identified Problems with the State’s Long-Term Care System 

 Insufficient information on available options for community living. 

 Access to services is confusing and difficult, and services tend to be provided in discrete 
packages geared to one primary need, even though many people have multiple cross-system 
challenges. 

 Insufficient informal supports in the community to provide safety oversight for those with 
more severe cognitive disabilities. 

 Lack of day programs suitable to the needs of younger people with disabilities. 

 Most of the state’s assisted living settings are not equipped to handle the needs of people with 
severe cognitive and/or behavioral disabilities.  

 A shortage of accessible and affordable housing slows the transition process for many 
consumers, in part due to long waiting lists for subsidized housing. 

Perceived Strengths 

 Rhode Island has six HCBS Waivers (Aged Disabled Waiver, Developmentally Disabled 
Waiver, Habilitative Services Waiver, Department of Elderly Affairs Waiver, Severely 
Physically Disabled Waiver, Assisted Living Waiver). 

 Although there are some gaps in services, the state has an extensive network of group homes, 
psychiatric rehabilitation services, and support services. 

 Several statewide consortia of consumers, families, advocates, providers, and state agencies 
have been examining long-term care systems change issues (The Children’s Roundtable, 
Living Rite and, The TBI Planning Process). 

Primary Focus of Grant Activities 

 Disseminate information on community service options to institutionalized individuals of all 
ages and their families. 

 Transition institutionalized individuals, who indicate interest, into a suitable community living 
arrangement with all necessary supports based on needs and preferences. 

 Enhance the home and community services system capacity to serve individuals with multiple 
and/or complex needs. 

Goals, Objectives, and Activities 

Overall Goal.  Develop a system that can be maintained under cost neutrality provisions, that has 
flexibility to allow individuals options, choice, and sometimes non-traditional services, and that is 
sufficiently intense to insure health and safety, even for those with significant cognitive challenges 
and minimal family support. 
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Goal.  Expand the target population of consumers approached to transition from people with 
traumatic brain injury to all adults with disabilities and seniors through outreach to 
institutionalized individuals, and bolster the state’s system of information and referral as well as 
the capacity of home and community services to successfully transition at least 75 people from 
nursing facilities to community living. 

Objectives/Activities 

 Case managers will contact at least 200 people in nursing facilities and the case managers will 
conduct a community needs assessment and inform them of available community support 
options. 

 Existing brochures from the Department of Human Services and Department of Elderly Affairs 
containing information on home and community options will be distributed to hospitals (and 
discharge planners), nursing facilities, and community agencies for consumer use.   

 Use the state’s Medicaid Management Information System to analyze those consumers 
repeatedly going in and out of nursing facilities and identify a likely candidate pool to 
approach about transitioning to a community living arrangement. 

 Use contact data from the PARI Independent Living Center Nursing Home Liaison for people 
with traumatic brain injury to identify those consumers who desired to transition to community 
living but for whom there was insufficient family support. 

 Obtain referrals from the departments of human services, elderly affairs, and mental health, 
retardation and hospitals, as well as rehabilitation centers, nursing homes, Independent Living 
Centers, community agencies, consumers and/or family members. 

Goal.  Transition institutionalized individuals who indicate a desire for a community living 
arrangement. 

Objectives/Activities 

 At least 75 people will be provided with intensive assistance to coordinate and access 
community services needed in order to leave their institutional setting. 

 Formally refer those who appear likely candidates for transition to the Level One PASARR 
screen to community service coordinators for follow-up. 

 Independent living and elderly case management systems will cosponsor state-funded, 
biannual training sessions on community services (including housing and transportation 
resources) to be attended by all case managers in both the institutional and HCBS long-term 
care systems.  

 The Rhode Island Housing Resources Commission (which includes public housing authorities 
and assisted living residences) will share housing resource information (including the 
availability of Section 8 vouchers) with the transitioning program case managers. 
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Goal.  Expand the choices consumers with complex needs have with regard to their transitional 
needs and their community living options. 

Objectives/Activities 

 Successfully transition at least 75 institutionalized people with a combination of at least two 
different types of support needs (cognitive, psychiatric, behavioral and/or physical disabilities). 

 Explore Medicaid payment for specialized programs in assisted living residences with 
consumers, advocates, and assisted living provider organizations and agencies specializing in 
services to people with cognitive, behavioral, or psychiatric disabilities. 

 Establish a habilitative day program to meet the needs of people with an adult onset disability 
who do not qualify for vocational rehabilitation or existing mental health supports, but for 
whom daily structured intervention and peer support is likely to result in enhanced capacity to 
function independently. 

Key Activities and Products  

 Successfully transition at least 75 consumers with a combination of at least two different types 
of support needs (cognitive, psychiatric, behavioral and/or physical disabilities). 

 Bolster the state’s system of information and referral and the capacity of home and community 
services. 

 Development of a day habilitation program for those with significant cognitive and/or 
behavioral service needs who do not qualify for any existing state programs. 

Consumer Partners and Consumer Involvement in Planning Activities 

Consumers comprise the Living Rite development, Consumer Advisory Council, and Traumatic 
Brain Injury Planning Initiative and were involved at every point where significant grant planning 
and program developments occurred. 

Consumer Partners and Consumer Involvement in Implementation Activities 

 The Consumer Advisory Council of the Center for Adult Health will send a representative to 
sit on the Transition Oversight Committee. 

 The Consumer Advisory Council will receive monthly grant activities updates and have the 
opportunity to provide input. 

Public Partners 

 Department of Elderly Affairs. 
 Rhode Island Housing Resource Commission. 
 Governor’s Permanent Advisory Committee on Traumatic Brain Injury. 
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Private Partners and Subcontractors  

 Rhode Island Assisted Living Association. 
 Rhode Island Adult Day Care Association. 
 People Actively Reaching Independence (PARI) Independent Living Center. 
 Ocean State Independent Living Center (OSCIL). 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public Partners 

None were involved. 

Private Partners 

The grant application was written in close collaboration with People Actively Reaching 
Independence (PARI) Independent Living Center and Ocean State Independent Living Center 
(OSCIL) who also submitted, together, a joint proposal for Independent Partnerships. 

Public and Private Partnership Development/Involvement in Implementation  

Public Partners 

 The Governor’s Permanent Advisory Commission on TBI will provide professional 
consultation to ensure best practices are followed during program implementation as well as 
lending technical assistance and expertise in the request for proposals and the review of 
proposals for a day habilitation program. 

 The Rhode Island Housing Resource Commission will provide technical assistance and 
linkages to access public housing. 

 The Department of Elderly Affairs case managers will coordinate with the nursing facility 
transitions program coordinator to perform transition case management for referred consumers. 

Private Partners 

 The Rhode Island Assisted Living Association and Rhode Island Adult Day Care Association 
will help to identify providers to serve people leaving nursing facilities. 

 The Independent Living Centers (PARI ILC and OSCIL) will facilitate linkages with 
community services and provide outreach and information and referral for transitioning 
consumers, as well as coordination between the institutional and community systems. 



Nursing Facility Transitions 

139 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

 Rhode Island received a Nursing Home Transition Demonstration Grant in 1998 to transition 
adults with brain injuries into community living and the state collaborated with the Brain 
Injury Association of Rhode Island and PARI ILC to implement the grant.   

 PARI ILC administered the Severely Disabled Waiver which most of the consumers used.  In 
Year Two of the demonstration grant, Rhode Island DHS and PARI ILC signed a 
memorandum of understanding that allowed for referrals by the department of people 
identified through the level one PASARR screening of nursing facility admissions. 

Oversight/Advisory Committee 

 A Transition Oversight Committee will comprise representatives from each of the Grant’s 
public and private partners (the RI Housing Resource Commission, PARI and OSCIL 
Independent Living Centers, Rhode Island Assisted Living Association and the Adult Day 
Care Association, and the Governor’s Permanent Committee on Traumatic Brain Injury) 

 The committee will have at least two consumer participants:  one designated by the Consumer 
Advisory Council and the other designated by the Traumatic Brain Injury planning initiative. 

Formative Learning and Evaluation Activities 

 Maintain detailed data on individuals served in the transitions process, including age of 
consumer, referral source, reason for institutionalization; whether trial use of community 
services while still institutionalized is necessary; availability of housing, transportation and 
daily support services; time from first encounter with the grant project to actual discharge from 
the institution; time necessary to have each of transportation, housing and support services in 
place; and preferred community following transition.     

 The oversight committee will discuss the data in each category on a quarterly basis to 
determine whether there are specific problems that need to be addressed.  For example, if 
referrals are coming from limited sources, a targeted outreach may be indicated to potential 
referral sources. 

Evidence of Enduring Change/Sustainability 

 The grant supplements Rhode Island’s Real Choice Systems Grant by targeting system 
capacity needs most critical for people to transition to community living primarily in suitable 
day habilitative services and supportive living arrangements. 

 Development of a day habilitation program using Medicaid service payments as adult day care 
for those with significant cognitive and/or behavioral service needs who do not qualify for any 
existing state programs. 

 The Elderly and Adult Disabled Service Systems will forge professional relationships through 
training and program collaboration in order to share successful strategies across systems. 
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 Distribution of long-term care service and support information will provide the ongoing 
benefit of giving people the information they need to make informed choices.  The service 
networks established during the grant will be sustained by providing each with the central 
contact at DHS to receive more brochures, and updated brochures, as needed. 

 Development of wrap-around service packages for assisted living will be a first and necessary 
step to create supported living arrangements suitable to the needs of people with severe, 
complex, and/or multiple functional challenges. 

 Quality of services will be enhanced through cross-training between the senior services and 
independent living center staff by providing both with in-depth knowledge of each other’s 
expertise that can be passed onto client services. 

Geographic Focus 

Statewide. 
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SOUTH CAROLINA 

Identified Problems with the State’s Long-Term Care System 

 Lack of a single, comprehensive assessment or survey indicating the number of 
institutionalized individuals who may meet the conditions for community services. 

 Lack of specialized transition staff knowledgeable about community resources. 

 Lack of education/outreach efforts to assist residents in making informed decisions. 

 In many cases, nursing facility residents no longer own their own homes, have exhausted their 
financial resources and have become disconnected from family and friends. 

 Delays between time of discharge from nursing home and start of community services. 

 No “bed-hold” for sufficient time to let residents test movement back into the community. 

Perceived Strengths 

 South Carolina’s Medicaid waiver programs, which have been successful for over two decades 
in providing alternatives to nursing facility placements.  

 Waiver programs build upon existing community and family resources, and serve to enhance 
the systems already in place. 

 There is a common point of entry for institutional and community long-term care services. 

 Initial assessment is the same for both institutional and community long-term care, and is 
automated, which ensures comprehensive data comparable across long-term care locations. 

 South Carolina has recently implemented CareCall—a telephone verification system to track 
and monitor many in-home waiver services.   

Primary Focus of Grant Activities 

 Develop mechanisms to identify consumers that would like to return to the community. 

 Develop services and supports and community partnerships to support transitioning 
consumers. 

 Develop Community Transition Nursing service to assist with medical transition issues.   

Goals, Objectives, and Activities 

Overall Goal.  Develop the infrastructure and partnerships necessary to create viable options for 
nursing facility residents to return to the community. 

Goal.  Develop community partnerships to transition residents to the community. 



Nursing Facility Transitions 

142 

Objectives/Activities 

 Work with the nursing home associations to gain their support of the grant activities including 
encouraging nursing homes in the pilot areas to sign “bed-hold” agreements to allow 
transitioning individuals to keep their bed while temporarily spending a few nights in the 
community.   

 Involve nursing home social workers as part of the transition team. 

 Coordinate with HUD and the local housing authorities to address housing issues 

 Coordinate with advocacy groups, consumers, families, and other agencies in planning for 
proper transitions. 

 Implement demonstrations initially in two geographical areas to determine best practices prior 
to statewide implementation.  The project will initially be piloted in nine South Carolina 
counties with statewide implementation anticipated by the final year of the grant period. 

Goal.  Develop mechanisms to identify consumers desiring to return to the community. 

Objectives/Activities 

 Use the Community Long Term Care unit’s staff and case management database to identify 
potential transition clients.  

 Coordinate with the Department of Disabilities and Special Needs to identify head and spinal 
cord injured nursing facility residents who wish to return home. 

 Coordinate with the Department of Mental Health to identify persons in nursing facilities with 
mental illness who wish to return home. 

 Develop outreach/education information on making referrals.  A grant brochure has been 
developed outlining important facts about the project, including; services, target areas and 
eligibility requirements.  The brochure is intended for potential project participants, nursing 
facility staff, as well as all others who provide care to the individuals we intend to serve. 

Goal.  Develop a set of services designed to build upon existing waiver and community services 
that will support transitioning consumers. 

Objectives/Activities 

 Develop a Community Transition Nursing (CTN) service for people with short-term nursing 
facility stays.  The grant-funded CTN will attend to matters of medical fragility of the project 
participants, once they return to community living, for up to 3 months following transition.  
The CTN will assist the consumer/family with a variety of medical matters, including 
identifying areas to train family members, as allowed in South Carolina’s Nurse Practices Act. 

 Incorporate appropriate mental health service package into the set of services available for 
transitioning residents.  Grant participants, who transition from the state mental health hospital, 
will be offered housing in a mental health community where residential and rehabilitative 
services are available to help clients integrate into the community while addressing their 
clinical needs. 
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 Perform a continuous program evaluation to add or delete services from the set available to 
transitioning residents, as needed.  

Goal.  Evaluate the success of the NFT project, South Carolina Home Again, and determine how 
to conduct this as an ongoing effort after the grant period.  

Objectives/Activities 

 During Year One of the grant, develop an internal evaluation instrument to assess which 
efforts are most successful. 

 Assess each consumer’s transition outcomes. 

 Assess the effectiveness of the transition services in meeting program objectives. 

 Develop a plan to continue statewide after the grant. 

 Amend HCBS waivers as needed to include services identified. 

Key Activities and Products  

 Begin dialogue with area nursing facilities to lay groundwork for successful participation. 

 Develop the comprehensive assessment instrument to be used in identifying and transitioning 
clients to the community. 

 Expand the dialogue with HUD and local housing authorities in the target areas and develop a 
housing database. 

 Initiate Community Transition Nursing and the mental health services package. 

 Expand housing partnerships to include new HUD grant recipients for additional 
commitments. 

 Use the comprehensive assessment instrument to identify potential transition clients. 

 Assist a projected 20 residents with community relocation. 

 Implement newly developed transitional services as needed and identified in the care plan. 

 Conduct a year-end evaluation to determine progress and success. 

Consumer Partners 

 The Olmstead Task Force comprises various state government members, the South Carolina 
Housing Authority, provider groups, advocacy representatives and individual consumers.   

 The statewide Grant Advisory Committee includes state agency representatives from the 
Department of Health and Human Services, Department of Mental Health, Department of 
Disabilities and Special Needs, and the Department of Social Services, as well as 
consumers/advocates representing the SC Spinal Cord Injury Association, SC Brain Injury 
Association, Continuum of Care for Emotionally Disturbed Children, Independent Living 
Centers, Alzheimer’s Association, Mental Health and Mental Retardation Association, the 
nursing facility industry and senior advocacy groups. 
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Consumer Partners and Consumer Involvement in Planning Activities 

The Olmstead Task Force was charged with developing the South Carolina long-term plan in 
response to the Olmstead decision.  In addition to subgroup and committee work, public forums 
were held to attract and respond to the opinions and needs of consumers and their families.  The 
Olmstead Task Force assisted with this grant process, and the grant application is a direct response 
to the Task Force recommendations.  Update:  This task force is no longer active. 

Consumer Partners and Consumer Involvement in Implementation Activities 

The statewide Grant Advisory Committee was created to provide ongoing involvement during 
grant development, implementation and evaluation. 

Public Partners 

 Public housing authorities in pilot areas. 
 South Carolina Department of Mental Health (DMH). 
 South Carolina Department of Disabilities and Special Needs (DDSN). 
 South Carolina Governor’s Office of Ombudsman. 
 University of South Carolina, Center for Disability Resources. 
 University of South Carolina, School of Public Health. 

Private Partners and Subcontractors 

 Community Transition Nurse—a registered nurse contracted to provide community transition 
and some telehomecare activities. 

 South Carolina Health Care Association. 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public Partners 

The workgroup for the Nursing Home Transitions Grant includes staff from DHHS, representing 
the Bureau of Senior Services, the two Divisions of Community Long-Term Care, the 
Ombudsman Office, and the Division of Community and Facility Services.  Also participating are 
staff from DMH, including the administrator of one of the DMH long-term care facilities and staff 
from the DDSN representing the Head and Spinal Cord Injury Division.  This group identified 
nursing facility transition needs for this grant application.   

Private Partners 

None were involved. 
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Public and Private Partnership Development/Involvement in Implementation  

Public Partners  

 Three housing authorities in South Carolina are located in the initial target areas; two have 
agreed to assist in identifying housing options for transitioning individuals. 

 South Carolina Department of Disabilities and Special Needs has agreed to enroll up to eight 
transitioning individuals per year in the HASCI waiver.  

 The Ombudsman Office agreed to assist with distribution of information and other outreach 
activities.   

 The University of South Carolina, School of Public Health will perform an independent 
evaluation of grant activities.  

 The University of South Carolina, Center for Disability Resources will contract with the 
transition nurse and telehomecare grant activities. 

Private Partners 

South Carolina Health Care Association has verbalized its support of the grant activities which 
includes forming “bed-hold” agreements for transitioning individuals. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

The activities proposed are coordinated and linked to both existing home and community 
programs and to other proposals South Carolina is developing.   

 South Carolina will use existing Medicaid waiver programs as the primary source of services 
to consumers.   

 Working in collaboration with the previously approved Real Choice for Systems Change 
Grant, the nursing home transition project plans to utilize “South Carolina Access” and “South 
Carolina Choice.”  “South Carolina Access” will be a statewide information and referral 
system database.  “South Carolina Choice” is a demonstration waiver to test an enhanced 
method of offering self-directed care to clients served by Community Long-Term Care in the 
Spartanburg area.  It will provide greater options with regard to the types of services and 
providers allowed to receive Medicaid reimbursement.   

Oversight/Advisory Committee 

An oversight committee will not be utilized; instead grant oversight will be conducted internally.  

Formative Learning and Evaluation Activities 

Using the state’s case management software, data will be collected to track consumers’ status 
before and after transition.  Data collected includes medical diagnosis, treatment and therapies, 
current medications, functional information and information regarding the client’s psychosocial 
behavior.  The information gathered is used to determine the client’s current level of care.  This 
data will also be used for an evaluation of how well the project activities are meeting goals and 
objectives, completed by project staff as part of their overview of the grant activities.  The purpose 
will be to identify changes necessary to achieve successful transitions and enact those changes. 
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Evidence of Enduring Change/Sustainability 

 Proposed infrastructure changes include the introduction and provision of new community 
supports such as CTN.  If the cost analysis supports a cost savings, then South Carolina will 
consider implementing this service statewide. 

 Services identified as helpful in the transition process will be incorporated into the waivers, 
allowing the continuation of this effort beyond the immediate grant period. 

 A single comprehensive assessment instrument will be developed and be implemented at a cost 
that can be sustained on a permanent basis. 

 The state hopes to make the bed hold transition agreement an enduring change. 

 Expansion of current case management software to track nursing facility transition activities 
will be permanent, providing the information technology structure to perform and measure this 
activity after the grant. 

 Expansion of the state’s newly developed and implemented CareCall telephone verification 
system to submit and track transition service expenses by client.   

 A sustainability plan to continue grant activities will be developed in Years Two and Three of 
the grant. 

Geographic Focus 

Two geographic areas will be targeted, covering nine counties in South Carolina in the 
Greenville/Spartanburg region and the Columbia region.  Both areas contain a mix of rural and 
urban areas. 
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UTAH 

Identified Problems with the State’s Long-Term Care System 

 Lack of skills and knowledge among people living in nursing facilities who want to move back 
into the community and who are often isolated. 

 Inadequate infrastructure and fragmentation of community services and supports necessary to 
support transitioning residents. 

 Lack of coordination and knowledge among the people who need to be integral players in 
reintegrating transitioning consumers into the community. 

Perceived Strengths 

 The partnership of the six state Independent Living Centers (ILCs) provides coverage to 
transition consumers statewide. 

 Each ILC has expertise and knowledge of its local community services network and barriers 
that need to be overcome. 

Primary Focus of Grant Activities 

 Transition 260 people with primarily physical disabilities from nursing facilities to community 
settings. 

 Support transitioning consumers with skills training through peer mentorship. 

 Improve the community support infrastructure statewide. 

Goals, Objectives, and Activities 

Overall Goal.  Transition 260 people from nursing facilities to community living through 
partnership among the state’s six ILCs, with the ability to address and mitigate local barriers to 
transition, thus improving the community services and supports infrastructure. 

Goal.  Provide skills training statewide through a network of ILCs to 260 long-term care residents 
of nursing facilities.  

Objectives/Activities 

 Use local level experience to guide and customize outreach efforts to identify residents who 
want to transition. 

 Establish a peer network of volunteer mentors in each independent living service area 
comprising consumers who have successfully transitioned to community living. 

 Use the peer role mentoring model to provide skills training both before the consumer’s 
transition to community living and afterward during follow up. 

Goal.  Organize six local (voluntary) advocacy alliances to facilitate communications between 
state, local and advocacy organizations. 
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Objectives/Activities 

 The advocacy alliances will comprise the peer mentors, ILC staff, and local community 
services organizations. 

 The advocacy alliances will create a forum to share information and foster communication 
among participants in the transition project, and explore creative approaches to community 
integration for consumers. 

 A Transition Resource Guide, compiled and updated annually by the Association for 
Independent Living of Utah, will be a compendium of information gleaned through the six 
local advocacy alliances and will aid the ILCs in promoting a “no wrong door” approach.  

Goal.  Develop a single coordinating entity through which agencies can disseminate information 
to promote community integration. 

Objectives/Activities 

 The state’s ILCs can function as a coordinating entity through which a number of agencies can 
disseminate information, share view points, recruit membership, promote community 
integration, and problem solve difficult issues and scenarios. 

 Although outreach activities will be locally based through the six ILC partners, the grant will 
help procure the resources and personnel to coordinate such efforts both on the state level and 
in each of the individual ILCs.   

Key Activities and Products  

 Provide skill training statewide through a network of ILCs to 260 long-term care residents 
living in 78 nursing homes, both while they are in the nursing home and throughout their 
transition to community living. 

 Establish a peer network of volunteer mentors in each ILC service area comprising consumers 
who have successfully transitioned to community living. 

 Organize six local advocacy alliances, facilitating open communication between state, local, 
and advocacy organizations. 

 Develop a single coordinating entity through which agencies can disseminate information to 
promote community integration. 

 Develop a Transition Guide that presents lessons learned from the six alliances that facilitate 
transitions under the grant. 

Consumer Partners and Consumer Involvement in Planning Activities 

Consumers with disabilities comprise 74 percent of Utah ILC’s staff, including the Director.  Utah 
ILC was the lead organization in writing the Independent Partnership Grant application. 
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Consumer Partners and Consumer Involvement in Implementation Activities 

 Utah ILC will contract with the five other state ILCs to conduct transition services for 
consumers transitioning into community living.  By charter, every ILC staffing must comprise 
at least 51 percent people with disabilities. 

 The Transition Steering Committee is an oversight/advisory committee consisting of six CIL 
directors.  The group will also receive feedback for the local advocacy alliances and will 
advocate for change at the state level. 

Public Partners 

 Utah Department of Health, Division of Adult and Aging Services. 
 Utah Department of Community and Economic Development. 
 Utah Department of Workforce Services. 
 Utah Department of Human Services. 

Private Partners and Subcontractors  

 Options for Independence, Logan, UT ILC. 
 Tri-County ILC, Ogden, UT. 
 Central Utah CIL, Provo, UT. 
 Active Re-Entry, Price, UT ILC. 
 Red Rock Center for Independence, St. George, UT ILC. 
 Association for Independent Living of Utah. 
 Utah Work Incentive Coalition. 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public Partners 

None were involved. 

Private Partners 

Directors of the state’s six ILCs provided input in the writing of the Independent Partnerships 
Grant application. 

Public and Private Partnership Development/Involvement in Implementation  

Public Partners 

 Utah Department of Health manages the state’s 1915c Medicaid waivers and will partner with 
the ILCs to provide training to the ILC transition coordinators about the services available 
through the waivers and accessing the waivers.  The Utah Department of Health will also have 
regular communication with the grant’s Transition Steering Committee to provide cross-
disability advice and advocacy support.   
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 The Division of Aging and Adult Services will provide training to ILC transition coordinators 
on Protection and Advocacy services. 

 A coordinated effort will be undertaken with the Utah Department of Workforce Services to 
increase the pool of individuals wanting work as or training to become a personal attendant.   

 The Utah Department of Community and Economic Development will provide training for 
ILC staff on locating and accessing affordable housing for transitioning individuals. 

Private Partners 

 Each ILC will recruit peer mentor volunteers, consumers with disabilities who either have 
successfully transitioned into community living from nursing facilities and/or who use home 
and community services.  Each ILC will also provide staff to act as transition coordinators and 
will identify and transition a proportion of the grant’s goal to transition 260 individuals. 

 Six Advocacy Alliances, one created by each partner ILC, will include, as yet unspecified, 
local services and support organizations and advocacy organizations.  These Advocacy 
Alliances will target developing infrastructure through gathering information on resource 
allocation, housing, transportation, healthcare, and employment issues.  

 The Association for Independent Living of Utah will compile an annual Transition Resource 
Guide. 

 The Utah Work Incentive Coalition will provide training to ILC staff on Medicaid employment 
incentives such as the Ticket to Work program. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

The Utah Department of Human Services, which is implementing the state’s Real Choice Systems 
Change Grant, will coordinate with the Transition Steering Committee to avoid duplication of 
efforts.  For example, this grant will train transitioning individuals in recruiting and training 
attendants, while the Real Choice Systems Change Grant will develop attendant training programs. 

Oversight/Advisory Committee 

The Transition Steering Committee is an oversight/advisory committee consisting of six CIL 
directors.   

Formative Learning and Evaluation Activities 

The local volunteer peer mentors will help to identify and address individual needs as they support 
transitioning consumers and will be able to share this knowledge with the ILCs and the Transition 
Steering Committee to create a better, sustainable transitioning model.  The peer mentors will be 
identified from all areas of the state and will form an informal network.  
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Evidence of Enduring Change/Sustainability 

 The six staff members hired to coordinate grant activities will gradually teach and transfer 
their responsibilities to permanent local ILC staff to guarantee the program can continue after 
grant funding has ended.  

 The grant will develop a network of 18 volunteer peer mentors to support transitioning 
consumers, who will continue to work with ILCs after the grant.  The peer mentors will be 
volunteers.  Each CIL will make an individual decision based on their existing policies to 
reimburse or not for mileage and other incidental expenses.  

 Six public/private Advocacy Alliances developed in each of the ILC regions will continue to 
share information and foster more cooperation among the components of the long term care 
system.  

 The Transition Resource Guide, compiled and updated annually by the Association for 
Independent Living of Utah, will be a compendium of information gleaned through the six 
local Advocacy Alliances and will aid the ILCs in promoting a “no wrong door” approach.  

Geographic Focus 

Statewide. 
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WYOMING 

Identified Problems with the State’s Long-Term Care System 

 Lack of affordable, accessible housing. 

 Shortage of personal assistance workers. 

 Lack of resources for facilitating the transition process.  

 Lack of information for consumers about community options. 

 Lack of caregiver training and support. 

 Professional and familial resistance to transitions. 

 Lack of transportation services necessary for medical and other needs.  

 Lack of community alternatives for nursing home residents with dementia. 

 Lack of funding mechanisms to ensure funding follows the person during and after transition. 

Perceived Strengths 

 “Single point of entry” system:  the state’s access system for entry into the Medicaid-
sponsored long-term care services provides assistance to the state’s elderly and disabled 
populations in selecting the services that will best meet their needs.  

 Easy to partner with a variety of organizations and state agencies concerned with the welfare 
of the Medicaid recipient.  For the development of this project, there are 16 consumer-
oriented agencies. 

 Exceptional Public Health Nursing System (PHN) which provides communicable disease 
investigations and treatment, health status monitoring and health education.  

 LTC Nursing Home Ombudsman which promotes a statewide system addressing adults’ 
rights in the long-term care setting, elder abuse awareness and legal assistance.  

 All adults with disabilities or long-term illness in the state have access to a choice of 
coordinated services that enhance their lives, foster self-sufficiency, and maintain them in the 
least restrictive most cost effective environments.  

Primary Focus of Grant Activities 

 Transition ten individuals in a pilot project. 

 Develop an infrastructure for community services to support people once transitioned. 

 Identify barriers and costs associated with transition. 

 Develop proposals to improve funding for housing, transportation, and community health and 
support services.  

 Improve the quality of services and supports through training and education. 



Nursing Facility Transitions 

154 

Goals, Objectives, and Activities 

Overall Goal.  Develop a model to support nursing home residents who choose to transition to 
community living.  

Goal.  Develop the infrastructure for the nursing home transition project.  

Objectives/Activities  

 Facilitate the participation of multiple partners to assist in the creation of transition services 
and in planning for future service improvements. 

 A transition review team composed of some of the selected partners will be utilized as a 
vehicle for a grievance procedure, problem solving, and gathering information for the yearly 
assessment that will be conducted by the University of Wyoming.  

 The Wyoming Independent Living Rehabilitation, Inc (WILR) and the Western Wyoming 
Center for Independent Living (WWCIL) will conduct meetings to gather community input to 
address concerns and assess the resources of the two pilot project areas of the state. 

Goal.  Develop work plans at the two CILs.  

Objectives/Activities 

 Develop assessment tool for consumers and a database to track consumers in transition. 

 Transition 10 nursing home residents to communities during the pilot project. 

 Develop legislative initiatives which will ensure sustainability of the transition program.  

 Address housing issues surrounding transition.  

 Address transportation issues surrounding transition.  

 Work with PHN and home health agencies to determine methods to provide resource 
incentives for adequate and quality personal care services to those transitioning to 
communities from nursing homes. 

Goal.  Provide education and outreach to stakeholders. 

Objectives/Activities 

 Develop education and outreach materials in year one for consumer partners, transitioning 
individuals, vendors who may provide services to transitioning individuals, and public 
partners.  The “Going Home” brochure will be provided to consumer, private and public 
partners.  The “Moving Home” brochure will be available to nursing facility residents, their 
families, and social workers.  The Wyoming Resource Guide for Older Citizens, updated as 
part of the grant, is provided to any interested party.  

 Collaborate with the Wyoming Department of Health and the Aging Division’s Olmstead 
Coordinator to educate consumers, families and partners who provide services within 
communities.  

 Provide training for health professionals, hospital social workers and discharge planners in 
promoting person-centered planning and community inclusion.   
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Goal.  Develop an infrastructure for community services to support people once transitioned. 

Objectives/Activities 

 Strengthen adult protection services, in coordination with the State Ombudsmen program to 
ensure that transitioning elderly do not fall victim to abuse or exploitation, including lobbying 
for statute changes if necessary. 

 Expand the LTC/HCBS Medicaid waiver by adding 150 slots per year in 2003, 2005, and 
2007.  

 Train staff at senior centers regarding the needs of transitioning consumers. 

Goal.  Develop statewide transition services to prepare individuals for a change in placement.  

Objectives/Activities 

 Develop a transition profile for each participant based on their choices and an assessment of 
the consumer’s living situation, independent living skills training needs, and needed supports.   

 Utilize temporary stays, including daytime and overnight stays, in a home or community 
residential facility to assess the person’s ability to function independently.   

 Provide additional services as needed for individuals to maintain an independent lifestyle in 
the community. 

 Train community supports providers on the individual client’s needs prior to start of services.  

 Create a standard transition assessment form that will ascertain a participant’s readiness to 
transition into a community setting. 

Key Activities and Products  

 Conduct monitoring and Quality Assurance activities to be completed through a contract with 
the University of Wyoming. 

 Transition 10 nursing home residents to communities during the pilot project. 

 Training and education for all parties involved in transition.  

 Creation of standardized transition profile.   

 Develop legislative initiatives to ensure sustainability of the transition program and the 
expansion of community services. 

Consumer Partners and Consumer Involvement in Planning Activities 

Input from stakeholders included attendees of the community meetings and focus group meetings.  
Their input included listing barriers and strengths of the communities that they represented.   
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Consumer Partners and Consumer Involvement in Implementation Activities 

WILR has received a transportation voucher pilot program grant award from the Wyoming 
Governor’s Planning Council for Developmental Disabilities (50 percent of council are disabled), 
which will be evaluated prior to the implementation of the transportation program for the “Project 
OUT” consumers.  

Public Partners 

 Wyoming Department of Health, Community and Family Health Division, Public Health 
Nursing Unit. 

 Wyoming Housing Authority. 
 Casper Housing Authority. 
 University of Wyoming’s Wyoming Institute for Disabilities and Wyoming New Options in 

Technology. 
 Wyoming Long-Term Care Ombudsmen program.  

Private Partners and Subcontractors  

 Wyoming Independent Living Rehabilitation, Inc, (WILR). 
 Western Wyoming Center for Independent Living (WWCIL).   

Public and Private Partnership Development/Involvement in the Planning Phase 

Public Partners 

Casper Housing Authority provided input on the feasibility of using Section 8 vouchers for 
assistance in housing when transitioning residents.  

Private Partners 

 WILR and WWCIL were very involved in the development of the goals and objectives of the 
program, the methodology that will be utilized to address the major problems identified in the 
Grant, and the development of the work plan.  

 WILR collaborated with Casper Housing Authority to determine the feasibility of using 
Section 8 vouchers for assistance in housing when transitioning residents. 

Public and Private Partnership Development/Involvement in Implementation  

Public Partners 

 PHN is responsible for the initial consumer assessment determining medical necessity for 
long-term care, and will work with the grant to provide incentives for adequate and quality 
personal care services to those transitioning. 

 Wyoming Institute for Disabilities at the University of Wyoming will develop an evaluation 
tool that will measure and assess every milestone achieved in the program.  This instrument 
will measure the success and accomplishments of the program as well as its shortcomings. 
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 The State Long-Term Care Ombudsman will coordinate with Project OUT to ensure 
transitioning individuals do not fall victim to abuse or exploitation. 

Private Partners 

 WILR and WWCIL will work with the Wyoming Housing Authority to develop a procedure 
for transitioning individuals seeking Section 8 vouchers and will also collaborate to develop a 
Web-based database to advertise available housing.   

 WILR and WWCIL will also collaborate with other organizations to strengthen the 
infrastructure for transitioning individuals.  WILR and WWCIL will perform program 
outreach to eligible participants and their families.  They will develop and utilize ongoing 
consumer satisfaction surveys as well, which will be used to generate recommendations and 
changes suggested by the grant partners. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

Voucher transportation program.  WILR has received a transportation voucher pilot program 
grant award from the Wyoming Governor’s Planning Council for Developmental Disabilities, 
which will be evaluated prior to the implementation of this transportation program for the 
“Project OUT” consumers.  

Oversight/Advisory Committee 

 The Transition Review Team/Advisory Council is made up of Aging Division staff, the 
Director of the Governor's Planning Council on Developmental Disabilities, Home Health, 
Wyoming Department of Family Services, the State Health Office and the Wyoming 
Department of Transportation.  We are actively looking for consumer participation in 
conjunction with the CILs. 

 The Transition Review Team/Advisory Council will meet at least annually to advise and 
evaluate the program and assist the Aging Division with updating the plan and assessing the 
program.  They will also serve as the council for reviewing grievances and complaints.   

Formative Learning and Evaluation Activities  

 The Aging Division will review, analyze and make recommendations to the Project OUT CIL 
coordinators.  The Aging Division will also monitor the project.  

 Wyoming Institute for Disabilities at the University of Wyoming (WIND) will develop an 
evaluation tool that will measure and assess every milestone achieved in the program.  This 
instrument will measure the success and accomplishments of the program as well as its 
shortcomings.  The evaluation will measure consumer satisfaction and cost-effectiveness. 
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Evidence of Enduring Change/Sustainability 

 Funds from Wyoming Department of Transportation will allow for the continuation of the 
transportation voucher system after the grant period has ended.  

 The Alternative Financing Program (launched in September 2002) makes funding available 
for people to purchase assistive technology at lower interest rates and extends loan periods for 
low-income people.  Transitioned consumers will be able to participate in this program, and 
this program will be available after the grant period.  

 The CILs will continue to work with the Casper Housing Authority and HUD to develop 
procedures for institutionalized persons seeking Section 8 vouchers for housing.  These 
procedures and services will continue past the grant period.  

Geographic Focus 

Statewide, with particular focus in pilot areas:  the Casper metropolitan area and Landing 
metropolitan area.  

 
 
 



Real Choice Systems Change 

159 

ALASKA 

Identified Problems with the State’s Long-Term Care System 

 The criteria for assessing the need for long-term services are unclear, leading to inconsistency 
across regions and confusion among both providers and consumers.  CMS recently gave 
Alaska 90 days to improve its LOC determination process.   

 Lack of community awareness and understanding of Alaska’s LTC system, and lack of a 
Website or manual to provide information. 

 Alaska’s Service Principles lists self-determination as a value, but there is minimal effort to 
maximize individual control over services.  Alaska has no mechanism for consumers to 
personally direct their own services under the MRDD, CCMC, Senior, and Adults with 
Physical Disabilities Waivers. 

 Lack of training and technical assistance for providers, personal assistants, and consumers, 
regarding recent changes to the state’s Consumer-Directed Personal Assistance Services 
(CDPAS) program.  

 Difficulty recruiting and retaining qualified and committed personal care workers due to low 
compensation and a lack of opportunity for career advancement.   

 Lack of locally available and culturally competent community services.  There are 1,149 
people with developmental disabilities on waiting lists, and the average wait is 2 years.  

 Most care coordinators in the DD system are ill trained, often unresponsive to consumer 
needs, and employed by providers, which creates a potential conflict of interest.  

 There is no process for continually improving the quality of service across providers or at all 
levels of the service delivery system, including the state agency level.  There is also a lack of 
consumer participation in quality review activities, and under-representation of consumers in 
the state’s decision and policy-making process.  

 There has been little statewide systemic effort to develop housing, transportation, and 
assistive technology resources. 

Perceived Strengths 

 Alaska has worked hard to establish a cohesive and comprehensive system that meets the 
LTC community support needs of Alaskans and some of its efforts are nationally recognized.  

 Alaska is leading all but one state in successfully utilizing waivers to depopulate and close its 
Medicaid-funded intermediate care facilities.  Alaska is one of only two states to have no 
public or private ICF/MR facilities.  In 2000, 98 percent of those receiving residential services 
in Alaska were served in settings for six or fewer persons. 

 Alaska remains one of the top 10 states in terms of per capita placement in supported 
employment.  Recent employment statistics indicate that Alaska has the highest rate of 
competitive job closures for people receiving supported employment. 
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 Personal Care has always been part of Alaska’s Medicaid Program.  In October 2001, the state 
implemented a CDPAS program whereby consumers receiving PAS are now able to employ 
their care providers using private agencies as fiscal intermediaries and employers of record.  
The total number of people in Alaska receiving personal assistance is 2,157.  Of these 79 
percent use CDPAS.   

Primary Focus of Grant Activities 

 Increase consumer participation in systems change efforts. 

 Develop policy and advocacy strategies to assure that desired systems change occurs. 

 Integrate self-determination service approaches into current service delivery systems. 

 Improve access to services through new consumer-driven care coordination and case 
management systems. 

Goals, Objectives, and Activities 

Overall Goal.  To put in place a planning, capacity building, monitoring and advocacy structure 
that will enable enduring systems change. 

Goal.  Ensure that people with disabilities, including people with mental illness and persons age 
65 and older, participate in systems change efforts. 

Objectives/Activities  

 Expand the Consumer Task Force to adequately represent all regions, ethnicities, ages, and 
disabilities, and develop mechanisms to involve primary and secondary consumers in systems 
change activities. 

 Secure input from primary and secondary consumers, advocacy groups, consumer 
organizations, service providers and state agencies. 

Goal.  Develop strategies to implement desired policies and system changes. 

Objectives/Activities 

 Determine and prioritize policy options and develop plan to implement high priority options.  

 Coordinate Grant activities with related projects and initiatives, including the state’s Nursing 
Facility Transition and CPASS Grants. 

Goal.  Use project evaluation findings to inform systems change activities and advance the 
systems change agenda. 

Objectives/Activities 

 Develop the capacity to collect and maintain relevant data, and design and conduct formative 
and summative evaluations.  

 Identify key issues affecting systems change efforts and develop recommendation for 
removing barriers and using resources more effectively to effect real choice systems change. 
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Goal.  Advocate for real choice systems change with the Governor, the executive branch and the 
legislature. 

Objectives/Activities 

 Determine strategies to favorably influence policymakers, and hold Disability Summit to 
promote the real choice systems change agenda. 

Goal.  Integrate self-determined service delivery into current service delivery systems. 

Objectives/Activities 

 Pilot and evaluate an Alaskan self-determined model of service within the two DD waiver 
programs. 

 Create a policy environment favorable to self-determination while eliminating current system 
barriers to self-determination.  

 Build on what was learned to align relevant administrative, fiscal and service practices of self-
determination into the DD service delivery system; develop recommendations for change to 
Alaska’s self-determined service system, and integrate self-determination within the DD 
service delivery system.  

 Determine to what extent current Medicaid policy sanctions self-determination; advocate for 
clear policy guidelines from CMS regarding the use of waiver funds for self-determined 
services; develop a plan to phase in self-determination services statewide; and prepare and 
negotiate changes to the state Medicaid Plan and Medicaid waiver programs to integrate self-
determination services into service systems.  

 Based on findings of the evaluation of the DD pilot program, develop a plan to include self-
determination within the Older Alaskans and Adults with Physical Disabilities waivers, as 
well as the mental health system. 

Goal.  Improve access to services through new consumer-driven care coordination/case 
management systems.  The activities listed under this goal are not funded with CMS grant funds 
but with the required state match funds.   

Objectives/Activities 

 Develop and implement mechanisms to streamline access to services and supports, and 
standardize the eligibility determination process for DD waivers. 

 Develop a system of technical support information and assistance for DD providers. 

 Implement reforms within the DD system and determine the applicability of these reforms to 
the Adults with Physical Disabilities, the Older Alaskan waiver programs, and the mental 
health system, and make changes as indicated.  

 Design, implement and evaluate a consumer-driven care coordination system to be used as a 
single integrated system in the state’s four waiver programs.  

 Develop consumer-driven care coordination standards, certification and outcome measures; 
review and revise care coordination training curricula; and train care coordinators, provider 
and state agency staff, and primary and secondary consumers.  
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 Develop a Web-based system of ongoing technical assistance for care coordinators. 

 Design, implement and evaluate consumer-driven mental health case management system. 

 Review and revise current case management training curricula; train care coordinators, 
provider and state agency staff, and primary and secondary consumers; and update current 
Web-based system of ongoing technical assistance for case managers. 

 Change Medicaid regulations, including waiver regulations, to ensure the continuance of a 
consumer-driven case management system and phase-in statewide. 

Key Activities and Products  

 Conduct formative and summative evaluations. 

 Pilot and evaluate a self-determined model of service within the two DD waiver programs. 

 Design, implement and evaluate a consumer-driven care coordination system to be used as a 
single integrated system in the state’s four waiver programs. 

 Develop a Web-based system of ongoing technical assistance and information. 

 Develop consumer-driven care coordination standards, certification and outcome measures. 

 Provide revised care coordination training and case management training. 

 Prepare and negotiate changes to the state Medicaid plan and Medicaid waiver programs. 

Consumer Partners  

Consumers are actively involved in the Consumer Task Force, which includes consumers and 
family members selected by the State Independent Living Council (SILC), the Governor’s 
Council on Disabilities and Special Education, and the Alaska Commission on Aging.  The 
Consumer Task Force (CTF) also includes state and private agency representatives who actively 
participate in the state’s long-term care plan. 

Consumer Partners and Consumer Involvement in Planning Activities 

The state’s starter grant was used to pull together a CTF.  The CTF had three meetings to support 
and participate in the development and writing of the grant application.  CTF members provided 
input on grant goals and activities.   

Consumer Partners and Consumer Involvement in Implementation Activities 

Consumers and their families will be actively involved in developing, implementing and 
evaluating grant activities. 
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Public Partners 

 Alaska Commission on Aging. 
 Alaska Mental Health Board. 
 Developmental Disabilities Subcommittee of the GCDSE. 
 The Governor’s Council on Disabilities and Special Education (GCDSE).  
 The Center for Human Development (CHD) at the University of Alaska Anchorage.  
 The Division of Senior Services (DSS). 
 The Division of Medical Assistance (DMA). 

Private Partners and Subcontractors  

State Independent Living Council. 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public 

 The Governor’s Council on Disabilities and Special Education (GCDSE) received the starter 
grant and applied the funds to sponsoring the original Consumer Task Force and facilitating 
the subsequent RCSC Grant planning sessions.  The Council played a key role in the 
development of the grant application, coordinating input and writing the application.  

 Staff from the University of Alaska Anchorage partnered with the GCDSE to prepare the 
grant application. 

Private 

The SILC was an active participant in developing the grant application to address systems change 
across all beneficiary groups rather then being limited to the developmental disability community.  

Public and Private Partnership Development/Involvement in Implementation  

Public 

 The GCDSE will play a key role in supporting the Consumer Task Force and helping 
coordinate the Disability Summits.  GCDSE will also coordinate the Council’s input 
regarding HCBS waivers systems change activities.   

 The DSS will play a key role in project goals and objectives by assuring coordination between 
Alaska’s three Real Choice Systems Change Grants.  DSS will use the results of the pilot 
within the Developmental Disabilities service delivery system to inform the inclusion of self-
determination within the Older Alaskans and Adults with Physical Disabilities waivers 
operated by DSS.  DSS will also be involved in implementing reforms within the other two 
waiver programs and the mental health system. 
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 The Center for Human Development’s (CHD) Evaluation Unit will perform evaluation 
activities and provide technical assistance for the development and implementation of Web-
based data programs and services to support day-to-day tracking of project activities.  CHD 
staff will coordinate the design and implementation of the training curriculum for consumers, 
parents, and other family members.  

 The Department of Medical Assistance will provide technical assistance in planning for the 
implementation of self-determined/consumer driven services that will be feasible within 
Alaska’s agreements for Medicaid billing, and will cooperate in making necessary regulatory 
or methodology changes. 

 The Alaska Commission on Aging, the Alaska Mental Health Board, and the Developmental 
Disabilities Subcommittee will support the consumer task force in developing, implementing 
and evaluating grant activities and will be involved throughout all activities to provide 
guidance and public commentary for effective systems change. 

Private 

The SILC will support the consumer task force in developing, implementing and evaluating grant 
activities and will be involved throughout all activities to provide guidance and public 
commentary for effective systems change. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

 Currently the Developmental Disability Program and the DSS are being realigned as one 
organization, the Division of Senior and Disability Services.  This will strengthen the 
relationship among the grant’s partners in that all four waivers, the NFT Grant, and the 
Personal Assistance Program will be under the same management and use compatible 
management data systems.  Under consideration is a legislative proposal to include the CIL 
and the SILC in this realignment.  The realignment has been established in the FY 04 state 
operation budget that begins July 1, 2003.  Integration of staff functions, waiver procedures, 
and oversight will coordinate, support and create opportunities to implement grant activities. 

 There are multiple projects in progress around the state related to self-advocacy, 
deinstitutionalization, and other various systems change activities.  The key partners of the 
Real Choice Grant program will work with these other projects to utilize as many components 
as possible so that grant resources are maximized. 

Oversight/Advisory Committee 

The CTF will coordinate policy development for all three of the state’s Systems Change Grants.  
The CTF will meet quarterly to ensure that project activities support the design and 
implementation of effective and enduring improvements in community long-term support 
systems. 
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Formative Learning and Evaluation Activities 

 Mechanisms for tracking program goals, objectives and outcomes and incorporating feedback 
in the project will be accomplished through summative and formative evaluations to 
determine the impact and effectiveness of the project on systems change efforts. 

C Formative evaluations will be conducted to assess timelines and progress, and to facilitate 
continuous improvement in project activities.   

C An annual summative evaluation will be conducted to:  (1) determine accomplishments 
and the impact of those accomplishments on policies, procedures and practices; (2) 
determine the extent to which systems change is occurring; and (3) make 
recommendations for change in the following years.  A final comprehensive report will 
examine the type and extent of systems change and capacity building in Alaska at the state 
and community level over the life of the project.  

C Evaluation findings will be used to advance the systems change agenda by determining 
whether modifications in project activities are needed.  They will also assist in the 
identification of key issues affecting systems change efforts and the development of 
recommendations for removing barriers and using resources more effectively. 

C Position papers will be developed to outline critical issues and proposed strategies for 
dealing with them.  These papers will be disseminated widely to stakeholders.  

 Research and evaluation activities will also include data extraction, labeling and storage 
methodologies to combine necessary data elements from a variety of sources (e.g., state DMA 
data, local agency data, and satisfaction data).  The combined integrated data set will be 
utilized to continuously evaluate the project. 

Evidence of Enduring Change/Sustainability 

 The legislative and executive support for Alaska’s successful systems change efforts has 
created an environment receptive to making enduring systems change to its community long-
term support systems.  Individuals with disabilities and their families, advocates, service 
providers and state agencies are committed to bring about systems change.  A major 
impediment to implementation has been a lack of resources, which this project will provide.  

 Many grant activities are designed to ensure the sustainability of systems changes initiated 
under the grant, such as securing commitment from policymakers to incorporate desired 
changes into short-term and long-range plans and resource allocations, as well as assessing 
needed statutory and regulatory changes and working to bring them about. 

 Additionally, all grant activities aimed at change will modify or expand current processes and 
systems and will link to existing capacity building initiatives.  Grant activities will themselves 
bring about much needed systems changes including: 

C The implementation of consumer-driven care coordination/case management systems. 
C More timely eligibility determination and assessment processes. 
C Consumer-directed service options will be integrated into the service delivery system 

following the demonstration.   
C Two Disability Summits will provide key stakeholders with access to key policymakers, 

including legislators, who can help implement recommended changes. 
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C Training curricula will be packaged in accessible formats to increase sustainability 
(distance education, Internet and train-the-trainer formats).  The systems change 
coordinator and the self-determination coordinator will work with university programs to 
include the curricula into their course offerings.   

C Finally, Alaska’s strong tradition of pooling resources across a number of different public 
and private groups and organizations to leverage funding will help ensure the 
development of an enduring resource infrastructure to support community LTC systems.   

Geographic Focus 

Statewide. 
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CALIFORNIA 

Identified Problems with the State’s Long-Term Care System 

 Shortage of personal assistance workers due to low wages and lack of benefits. 

 Difficulty finding back up workers.  

 Consumers with mental health problems have difficulty fulfilling employer responsibilities in 
the consumer-directed service option consistently over time. 

 Mental health and acquired/traumatic brain injury assessment tools do not adequately evaluate 
consumer service needs. 

 Lack of consumer training to assume employer responsibilities:  recruitment, interviewing, 
training and supervising.  

Perceived Strengths 

 Flexible, consumer-directed social services to assist persons with disabilities to remain 
independent in their communities. 

 Family members may be hired to provide care, consistent with Medicaid regulations.  

 County-level public authority mechanism addresses In-Home Supportive Service (IHSS) 
program limitations.  For purposes of this grant, the program limitations potentially addressed 
by public authorities (PAs) and non-profit consortiums (NPCs) is the limitation on training.  
All PAs and NPCs are charged by statute with the responsibility of providing access to 
provider and recipient training.  Almost all California counties have chosen to deliver 
individual IHSS provider services through the PAs and NPCs.  This circumstance provides an 
excellent delivery vehicle for the tools that will be addressed under this grant, thus 
ameliorating one of the major existing program limitations. 

Primary Focus of Grant Activities 

Provide training resources to consumers and providers to improve the accessibility and quality of 
services. 

Goals, Objectives, and Activities 

Overall Goal.  Improve the IHSS consumers’ ability to manage their own care and improve the 
quality of care delivered by IHSS caregivers through enhanced training tools to be developed 
during this project.   

Goal.  Develop training, educational materials and other methods of support to empower IHSS 
consumers to better understand the IHSS program and strengthen their skills to self-direct their 
own care. 
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Goal.  Identify training and other support needs of IHSS caregivers and create materials, tools, 
and work aids that will enable those providers to improve the quality of care they render to 
consumers.  

Objectives/Activities (Activities span both grant goals) 

 Build a team that will develop the training tools as described above.  The consultant team will 
review the IHSS program to ensure an adequate understanding of the program to effectively 
conduct the project activities. 

 Conduct a needs assessment to identify key training and educational needs for IHSS 
consumers and caregivers. 

 Inventory and acquire relevant training and educational materials. 

 Prepare a cost-benefit report to describe the best ways of meeting previously unmet training 
needs. 

 Design, modify and test new and existing training resources. 

 Conduct statewide “training for trainers” sessions. 

Key Activities and Products 

 Conduct IHSS program review and needs assessment to identify key training and educational 
needs. 

 Inventory and acquire relevant existing training and educational materials and identify gaps. 

 Design, modify, and test new and modified training resources and dissemination methods. 

 Provide training for trainers. 

 Develop a final report and issue new materials and curricula for trainer’s manual. 

Consumer Partners  

 Half of the Long-Term Care Council’s membership are consumers with varying disabilities. 

 The Real Choice Task Force consists of representatives of consumers, caregivers, and 
governmental agencies that participate in LTC services for elderly and disabled populations.  

Consumer Partners and Consumer Involvement in Planning Activities 

The Long-Term Care Council conducted four public forums in different parts of the state to 
solicit input from consumers, family caregivers, and advocates about their issues, concerns, and 
local innovative LTC strategies.  Based on their input, the California Department of Social 
Services (CDSS) developed this grant application.  
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Consumer Partners and Consumer Involvement in Implementation Activities 

 The Real Choice Task Force will provide input to the CDSS and the project consultants 
during all phases of the grant program.  The Task Force, or its established subcommittees, 
will also review and provide input on all work plans and deliverables.  In addition, the 
consultant will provide information to the Task Force for feedback.  This cooperative process 
is to be followed throughout the term of the project. 

 Consumers will participate in the focus groups during the assessment phase. 

Public Partners 

 County Welfare Director’s Association representing county IHSS administrators and staff. 
 Statewide Public Authority Council. 
 California State Council on Developmental Disabilities. 
 California State Senate Subcommittee on Aging and Long-Term Care. 

Private Partners and Subcontractors  

 California Mental Health Planning Council. 
 Family Caregiver Alliance. 
 Independent Living Centers. 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public Partners 

The grant application was written by state staff and public partners provided ideas for 
implementation. 

Private Partners 

 Private partners provided feedback during the grant application process and also provided 
ideas for implementation. 

 Private partners also participated in the Task Force groups and provided technical assistance. 

Public and Private Partnership Development/Involvement in Implementation 

The key activity of the public and private partners is their participation on the Task Force.  This 
role is generally established in the grant materials, but in the March 26, 2003 meeting of the Task 
Force, members were given the opportunity to further define ways in which the Task Force could 
participate in and contribute to the project. 

Private 

 The Family Caregiver Alliance will provide access to and technical advice on consumer 
education materials, and paraprofessional training materials.   

 The California Caregiver Resource Centers are excellent local resources for training and 
dissemination efforts.  
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Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

 The Department has a strong working relationship with the California County Welfare 
Directors Association.  The CDSS staff will provide the counties with status reports on this 
project at their regularly scheduled meetings.  The CWDA is critical in the implementation of 
the IHSS program, since the county level is where the program is administered.  All of the 
tools created or adopted in this project will be made available to the consumers and providers 
at the county level.  The County Welfare Directors are instrumental in directing the local 
activities of program administration, and in negotiating the roles of the PAs and NPCs.  Also, 
the PAs have a mandate to provide training; this project will provide the PAs with quality 
training materials. 

 The most critical organizations, other than the counties themselves, are the PAs, NPCs and 
contracting providers.  The state can interact with the PAs through the California Association 
of Public Authorities, and through the counties.  The training requirement that exists for PAs 
and NPCs gives enormous leverage for the implementation of the training processes that 
utilize the tools developed through this grant. 

Oversight/Advisory Committee 

The Real Choice Task Force will serve in an oversight role for the grant.  It will review all steps 
of the consultant team’s activities, and will provide feedback on each component and phase of the 
process.  This steering function is vital in keeping the activities of the project focused on the 
legitimate goals and objectives of the project.  The Task Force will have scheduled meetings to 
discuss current work, review project timelines and discuss budget items, ensuring that the project 
stays on track.  

Formative Learning and Evaluation Activities 

 Regular Project Task Force meetings will be held to discuss project development, 
implementation issues, and status reports; receive reports from subgroups; obtain feedback; 
and provide input from Task Force members. 

 The contractor will submit monthly written status reports to CDSS.  

 CDSS, the contractor, and appropriate subcontractors will participate in regular (at least 
bimonthly) conference calls/meetings to discuss current work, review priorities and 
timeframes, and discuss any budget issues. 

Evidence of Enduring Change/Sustainability 

 The training activities will not be carried out until after the grant period.  The purpose of the 
grant is not to provide training, but is to create the training tools that will be used to provide 
training beyond the grant period.  

 The training will be carried out by the specific local organizations that have responsibility for 
the training.  There are four entities that will be involved in providing that training, counties, 
PAs, NPCs, and contractors who provide contract mode services.  As mentioned above, PAs 
have a mandate to provide access to training and the materials will be disseminated through 
this entity. 
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Geographic Focus 

Statewide. 
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COLORADO 

Identified Problems with Colorado’s Long-Term Care System 

 Lack of information about community-based, long-term care options, and difficulty qualifying 
for home and community services, leads to institutional rather than community placement. 

 Lack of consumer control over their services and supports. 

 Lack of capacity in community-based, long-term care system to provide high-quality, 
comprehensive long-term care services, cited by the state’s consumer and advocacy 
community. 

 An inadequate quality assurance system that does not utilize available incentives and 
sanctions, does not focus on consumer outcomes, and does not have a program to monitor the 
quality of home and community services. 

Perceived Strengths 

 Extensive system of home and community service options through nine HCBS (1915c) 
waiver programs and two Section 1115 waivers.  

 Single-entry point system that provides client assessment, care planning, service arrangement, 
and client monitoring. 

 There is strong consumer advocacy through the state’s Independent Living Centers (ILCs) to 
improve services and provide more consumer-directed, personal assistance services. 

 Innovative programs have helped build the state’s capacity to implement best practices in 
delivering home and community services. 

Primary Focus of Grant Activities 

 Identify service needs and gaps in the system. 

 Decrease fragmentation of the state’s long-term care systems. 

 Enhance quality assurance and quality improvement systems. 

 Increase consumer and provider knowledge of community-based, long-term care options. 

 Make policy recommendations to increase and improve community-based, long-term care 
options. 

 Develop an education awareness campaign about community-based service options for 
consumers and providers.  
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Goals, Objectives, and Activities 

Overall Goal.  Improve the existing long-term care system by expanding the number of and 
quality of community-based, long-term care options to enable consumers to live in the most 
integrated setting appropriate to their individual needs. 

Goal.  Identify service needs and gaps in the existing system, focusing on problems in the frontier 
and rural areas. 

Objectives/Activities 

 Compile and review current data and reports on long-term care in Colorado. 

 Review existing federal and state laws, rules, policies and practices in order to identify 
barriers to consumers receiving community support services.  Design and implement a 
statewide, service-capacity survey of all long-term care service providers to identify the need 
for and gaps in services. 

 Design and conduct a sample-based, statewide needs assessment for community care and 
support. 

 Use needs assessment data to identify key trends and issues, including what services are 
available, institutional bias and procedural barriers. 

 Prepare a comprehensive report on limitations and problems in current community care 
systems, and include recommendations to make the system more effective for consumers. 

 Analyze barriers and issues in recruiting and retaining long-term care support staff. 

Goal.  Decrease fragmentation of state systems involved in coordinating long-term care services. 

Objectives/Activities 

 Create Web-based forms and applications for long-term care services across state and local 
systems.   

 Conduct a one-day, cross-training workshop in eight regions for 100 case managers across 
systems on different program capabilities and new Website options. 

Goal.  Enhance the quality assurance and quality improvement systems for all community 
services throughout the state. 

Objectives/Activities 

 Review the existing quality assurance program for institutional long-term care and identify 
key elements for establishing a similar program for community long-term care. 

 Make policy recommendations to the Department of Health Care Policy and Financing and 
the Department of Human Services for an updated quality assurance program to be 
implemented statewide. 
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Goal.  Develop and implement new programs (demonstration or pilot programs) to increase 
community services and options for consumers. 

Objectives/Activities 

 Develop and implement a rural, seed-money grants program to develop community care for 
sparsely populated rural areas. 

 Develop a mental health client assessment tool to screen and identify consumers with mental 
illness residing in nursing facilities who may be better served in the community. 

 Train 30 Mental Health Assessment and Service Agency (MHASA) case managers on the 
new mental health-screening tool statewide. 

 Study the feasibility of developing community respite care. 

 Prepare a report to the department with proposals for alternative funding sources for Mental 
Health Community Treatment. 

Goal.  Develop an education and awareness campaign on community-based, long-term care 
service options for consumers and providers. 

Objectives/Activities 

 Identify best practices in programs delivering supportive services in Colorado and other states 
and include the information on the project Website. 

 Conduct a symposium on best practices in service delivery and potential for service 
consolidation in rural areas. 

Goal.  Develop a system that coordinates funding and resources so that funding remains with the 
client. 

Objectives/Activities 

 Hire a consultant to conduct an analysis of the multiple funding streams currently used by 
consumers with disabilities or chronic conditions in Colorado.  

 The consultant in conjunction with the consumer task force, will make recommendations to 
the department for implementing the concept of money follows the client. 

Key Activities and Products  

 Preparation of a comprehensive report on the limitations and problems in current community-
based care systems, which will include recommendations to make the system more effective 
for consumers. 

 The development of Web-based forms and service applications to be used across service 
delivery systems. 

 Recommendations and proposals for an updated quality assurance program to be implemented 
statewide. 

 Development of an education and awareness campaign for consumers and providers on 
community-based service options.  
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 Development and implementation of a rural, seed-money grants program to develop 
community-based care options for sparsely populated rural areas. 

 Development of a mental health client assessment tool to screen and identify consumers with 
mental illness residing in nursing facilities who may be better served in the community. 

 Identification of options for “money follows individual” consumer-directed services. 

 Identification of methods by which Mental Health Assertive Community Treatment may be 
provided with alternative funding sources. 

Consumer Partners  

 The Steering Committee comprising consumers, advocates and agency staff participated in 
the planning phase of the grant. 

 The Consumer Task Force is essentially the same group of people as the steering committee, 
but includes more participants. 

Consumer Partners and Consumer Involvement in Planning Activities 

The Steering Committee participated in the design of the grant application by attending planning 
meetings, providing input, and reviewing drafts.  

Consumer Partners and Consumer Involvement in Implementation Activities 

The Consumer Task Force will be involved in project implementation through participation in 
work groups, and the monitoring and evaluation of grant activities.  Activities will include 
providing guidance on implementation efforts, participation in major decision-making, and the 
hiring of key staff.   

Public Partners 

 Developmental Disabilities Services.  
 Mental Health Services.  
 Aging and Adult Services.  
 Department of Human Services. 
 Developmental Disabilities Planning Council.  

Private Partners and Subcontractors  

Center for Research Strategies LLC. 
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Public and Private Partnership Development/Involvement in the Planning Phase 

Public Partners 

The Colorado Department of Human Services has several representatives serving on the 
Consumer Task Force that have responsibility for administering Medicaid-funded waiver 
programs.  They attended planning meetings, provided input, and reviewed drafts for the grant 
application.  

Private Partners 

There are eleven private, nonprofit organizations represented on the Consumer Task Force, 
including service provider and advocacy organizations.  These organizations attended planning 
meetings, provided input and reviewed drafts for the grant application.  

Public and Private Partnership Development/Involvement in Implementation  

Public 

 The Colorado Department of Human Services, Mental Health Services Division will create a 
mental health assessment tool through an interagency agreement with the Department of 
Health Care Policy and Financing as part of the grant.  

 Public partners who serve on the Consumer Task Force will be involved with the 
implementation of grant activities as described above in Consumer Partners Involvement in 
Implementation. 

Private 

 The Centers for Research Strategies LLC is a private survey research firm subcontracted to 
conduct the grant’s first activity, which is to design and implement a provider capacity survey 
and a consumer needs assessment. 

 Private partners who serve on the Consumer Task Force will be involved with the 
implementation of Grant activities as described above in Consumer Partners Involvement in 
Implementation. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

Staff for the Real Choice Grant will provide policy analysis and data analysis to the CPASS 
Grant, the NFT Grant, and consumer-directed waiver programs. 

Oversight/Advisory Committee 

The Consumer Task Force will monitor and evaluate project activities.  Consumer Task Force 
members will review the grant’s work products (e.g., survey reports and proposals) for 
completeness, accuracy, and lessons learned, and review quarterly progress reports. 
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Formative Learning and Evaluation Activities 

 Grant staff will call meetings of the Consumer Task Force when the grant activities need to be 
reviewed and revised due to difficulties encountered in project implementation. 

 Grant staff will prepare quarterly progress reports and distribute them to the Consumer Task 
Force, workgroup members and other partners for their review. 

Evidence of Enduring Change/Sustainability 

 The report on limitations and problems in the current community care system will make 
recommendations for action and legislative initiatives, and provide a foundation for overall 
enduring systems-change initiatives to ensure the availability and adequacy of services in the 
long-term care system. 

 Cross training of case managers across systems on program options and new Website services 
will increase cross-system collaboration and improve coordination of long-term care services.  
The Department of Health Care Policy and Financing will fund Website maintenance when 
the grant period ends. 

 The development of a mental health client assessment tool will identify consumers with 
mental illness residing in nursing facilities who may be better served in the community.  The 
Colorado Department of Human Services will develop the tool through an interagency 
agreement with the Department of Health Care Policy and Financing. 

 Policy recommendations for revisions to improve Colorado’s quality assurance program and 
for an independent ombudsman program for community care will enhance the current quality 
assurance system. 

Geographic Focus 

Statewide. 
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COMMONWEALTH OF N. MARIANA ISLANDS 

Identified Problems with the State’s Long-Term Care System 

 Lack of data on the incidence of disabilities and long-term illnesses. 

 The Commonwealth lacks home and community services.  There are no HCBS waiver 
programs, no residential care for individuals with mental illness, and no direct services for 
individuals with developmental disabilities. 

 Federally imposed capitation on Medicaid funds and statutory matching rate of 50 percent 
contributes to the lack of services. 

 A limited number of voluntary organizations offering family supports and a lack of family 
support organization to address the needs of families. 

 Problems with recruiting and retaining qualified personnel, particularly special education 
teachers, psychologists, physical, occupational and speech therapists, interpreters and other 
specialized medical disciplines. 

 CNMI residents encounter major barriers in employing personal assistance workers from 
abroad due to CNMI immigration and labor policy, which sets high income thresholds that 
most persons who need specialist care cannot afford to pay.  There is also no domestic job 
category that specifically describes the duties of a personal care attendant. 

 Lack of private, for-profit personal assistance service (PAS) providers and only one private, 
non-profit PAS provider that work with persons with disabilities.  

 Due to lack of services, people who need services have to seek them off-island.  Once off-
island, they often lack family support due to inability to pay for air tickets.  

 Individuals not sent off-island for services are housed in disparate, isolated, family homes and 
the care provided is of widely varying quality. 

 Parts to repair specialized equipment for persons with disabilities can take weeks or months to 
obtain.  

Perceived Strengths 

 CNMI has a Council on Developmental Disabilities, the University Centers for Excellence at 
Northern Marianas College, the Northern Marianas Protection and Advocacy Systems, Inc., 
the Office of Vocational Rehabilitation Services and Special Education Services.  We are 
developing mental health policy to address the needs of children and families.  

 A recently constructed transition living center (TLC) provides independent living skills 
training and vocational rehabilitation services to enable persons with mental disabilities 
residing in a psychiatric ward to transition to community living and employment. 

 Parents of Children with Autism, a recently organized group, has begun a campaign to gain 
community support for improved services. 
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Primary Focus of Grant Activities 

 Establish three island centers to serve a diverse target population of people with disabilities 
and facilitate their integration with the larger community. 

 Devise and demonstrate a model personal assistance services project. 

 Develop local capacity for personal assistance services through education and training. 

 Provide technical assistance for improvements in personal assistance services. 

 Develop data collection and analysis capability. 

Goals, Objectives, and Activities 

Overall Goal.  Expand CNMI long-term care capacities, directed by consumers and innovative 
partnerships for systems change, and develop consumer access to, and control of, personal 
assistance services. 

Goal.  Enable individuals with disabilities of all ages to live in integrated community settings 
appropriate to their individual support requirements and preferences. 

Objectives/Activities  

 Establish community learning center and after-school summer program for students and youth 
with disabilities to provide organized leisure activities integrated with their peer groups. 

 Support existing groups, such as the Center for Independent Living, and establish other peer 
support groups, such as adults, students and families, to implement advocacy activities. 

 Establish one-stop resource information center to provide a venue for different kinds of 
agencies and to provide information, application forms, brochures, access to data, hotlines and 
other services.   

 Provide special services for transitioning consumers to the community after discharge from 
hospitals and mental health wards, including support for the families.   

Goal.  Create local capacity for personal assistant services through training and certification. 

Objectives/Activities 

 Develop and implement education and training, including an assistive care certificate 
curriculum, targeted to family caregivers and other local job-seekers to increase the local 
capacity to provide services, to be sustained after the grant through payment of fees. 

 Create eight PAS positions as a pilot project, and develop a fee-for-service structure to sustain 
and expand PAS after the grant period. 

Goal.  Develop a consumer-driven body which will have legal authority to advocate for services 
improvements through the legislature.  

Objectives/Activities 

 Provide training for consumers, service providers and professionals for systems change 
initiatives. 
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 Increase the number of self-advocates, and increase consumer control and consumer choice 
through participation in the Self-Advocacy-Partners in Policy Making Project. 

 Provide ADA Technical Assistance to educate consumers and family members about their 
rights. 

Goal.  Increase access to assistive technology devices and provide training for consumers and 
service providers. 

Objectives/Activities 

 Support a rotating 6-week lending program and augment the existing Assistive Technology 
demonstration facility by requisitioning additional equipment. 

 Develop an Independent Living Transitional Accessible Model Home Facility to serve as a 
demonstration and transitional center and a site for training in independent living skills for the 
DD population and people with other disabilities.  

Goal.  Promote positive change in individuals with disabilities and their families by improving 
physical, economic and social conditions. 

Objectives/Activities 

 Conduct needs assessment surveys and recommend accessible transportation services that will 
support community living. 

 Purchase three accessible vans:  one van to Saipan to expand existing service and the other 
two to the islands of Rota and Tinian to commence a public transportation program to provide 
services to people with disabilities and the elderly. 

 Facilitate procedures with Department of Labor and Immigration to hire non-resident workers 
as personal assistants. 

Goal.  Increase access to, expansion and improvement of social services and supports, economic 
development, community planning, and organization to enable individuals with disabilities and 
those with long-term illnesses to obtain access to adult education, job training, and quality of life 
activities. 

Objectives/Activities 

 Provide training for architects to achieve more ADA compliant residential and public and 
buildings. 

 Develop a data collection and analysis capability to document the size and conditions of the 
disability community, direct attention to relevant issues of community concern, justify 
resource allocation, and improve the focus of service programs. 

 Provide after-school program for remedial skills training.  
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Key Activities and Products  

 Implement centers on three islands to function as venues for coordination and delivery of 
PAS.  Each island will designate stand-alone facilities for dedicated center use. 

 Establish a community governance initiative supporting comprehensive systems change.  

 Design and implement a model PAS project with a sustainable fee-for-service structure. 

 Develop and implement PAS education and training to meet demand and address personnel 
shortages. 

 Collect and analyze data on the CNMI population with disabilities or long-term illness. 

Consumer Partners  

The Consumer Task Force for Systems Change comprises 12 primary and secondary consumers, 
including representatives from Saipan, Tinian, and Rota Parent Organization also known as 
STARPO (formerly Parents Association of Children with Autism). 

Consumer Partners and Consumer Involvement in Planning Activities 

 The Consumer Task Force organized and undertook a needs assessment process with service 
provider agency participation and support.  The process took place over 21 days and 
culminated in the 3-year grant workplan. 

 The Task Force determined appropriate budget allocations for each activity, and identified in-
kind support exceeding $400,000.  

 The consumers alone determined service priorities for each grant project. 

Consumer Partners and Consumer Involvement in Implementation Activities 

The Task Force will be responsible for program implementation either directly or through 
contractual partnerships, and will operate as the core leader of a community governance initiative 
involving the CNMI disabilities community.  The Task Force will participate in and/or direct: 

 Supervision and evaluation of work done on its behalf by subcontractors. 

 Program demonstrations and projects. 

Public Partners 

 Assistive Technology Project. 
 Department of Labor and Immigration. 
 Governor’s Office. 
 Medicaid Office.  
 Office of Vocational Rehabilitation. 
 Northern Marianas College (NMC)—University Center for Excellence (UCE). 
 Children’s Developmental Assistance Center. 
 Public School System Special Education and Head Start. 
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 Office of the Mayor. 
 Office on Aging. 
 Community Guidance Center—Transition Living Center. 
 Northern Marianas Housing Corporation. 

Private Partners and Subcontractors  

 Center for Independent Living. 
 Saipan Call-a-Ride. 
 AssistGuide, Inc.  
 Northern Islands Company.  

Public and Private Partnership Development/Involvement in the Planning Phase 

Public 

 Public School System Special Education and Head Start, Children’s Developmental 
Assistance Center, the Medicaid Office, the Office of Vocational Rehabilitation, Northern 
Marianas College University Center for Excellence and the Office of the Mayor organized 
and undertook a needs assessment process with the Consumer Task Force.  

 The public partners identified technical issues pertaining to infrastructure needs, barriers and 
model approaches. 

Private 

 Saipan Call-a-Ride undertook a needs assessment process with the Public Partners and the 
Consumer Task Force.  

 Northern Islands Company, a consultant, was subcontracted to write the grant application. 

Public and Private Partnership Development/Involvement in Implementation 

Public 

 Office of Aging will be involved with the creation of the one-stop information and referral 
centers on Tinian Island and Rota Island. 

 Northern Marianas College will provide direct technical assistance to each island center. 

 NMC will develop and implement education and training services to increase the local 
capacity to provide services. 

 NMC-UCE will develop a data collection and analysis capability to document the size and 
conditions of the disabilities community, direct attention to relevant issues of community 
concern, justify resource allocation, and improve the focus of service programs. 

 The Department of Labor and Immigration will facilitate the employment of non-resident 
workers to provide PAS. 

 Northern Marianas Housing Corporation will provide training on accessible housing. 
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Private 

 AssistGuide, Inc. will collaborate with NMC-UCE to develop a data collection and analysis 
capability. 

 The Center for Independent Living will operate, manage and assist with training in 
independent living skills at the future Independent Living Transitional Model Home Facility. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

Under the Real Choice Grant, the existing CNMI Council on Developmental Disabilities’ 
Assistive Technology Project will expand its activities and play a major role in assisting with the 
design and purchase of assistive technology devices for accessible homes to be housed at the 
Independent Living Transitional Model Home Facility, and provide assistive devices for limited-
term use through an inter-island equipment lending program.  

Oversight/Advisory Committee 

The Consumer Task Force will direct and evaluate subcontractor work products, progress and 
outcomes, and interface with the lead agency, the CNMI Council on Developmental Disabilities. 

Formative Learning and Evaluation Activities 

 The basic approach is a check and balance system, which will incorporate the time frames, 
milestones, expected outcomes for each partnership, adaptive measures to make program 
adjustments, and consequences of inadequate performance.  

 The Task Force will evaluate and report on the work of the contractual partners in a formative 
learning process, primarily using quarterly consumer satisfaction surveys with progress 
reporting by the subcontractor partnerships. 

 The service provider agencies affiliated with the Task Force will evaluate Task Force 
performance in governance, the three centers, demonstration projects and subcontractors work 
components of the program.  This internal cross-assessment process will enable the 
recognition of problems and provide a regular forum to address solutions, program 
refinements and substantive changes throughout the grant program period. 

Evidence of Enduring Change/Sustainability 

 The creation of physical locations (the island centers) where agencies and consumers can 
meet together as a community will encourage consumers to take active roles in obtaining 
services and directing improvements in the social services network of the community. 

 The island centers will provide both a venue and coordination of services for providers which 
will be self-sustaining. 

 Capacity development will include the development of an assistive care certificate curriculum 
that can be used after the grant period ends. 

 The first-time availability of services resulting from the Real Choice Grant program will 
demonstrate significant cost savings over the current practice of obtaining services outside the 
CNMI, and represents fundamental systems change. 
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 The basic CNMI Medicaid program changes underway will provide coverage for on-island 
home health care for the first time.  Sources of funding for PAS will includeMAPand possibly 
a waiver, which is now being considered.  Medicare would pay for home care services as well 
as assistive technology equipment/durable medical equipment. 

 Representations to Congress to remove the federal Medicaid services cap and adjust the 
statutory matching rate from 50 percent to 77 percent, if successful, will result in more 
funding for home health care and PAS. 

Geographic Focus 

CNMI-wide. 
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CONNECTICUT 

Identified Problems with the State’s Long-Term Care System 

 Lack of a comprehensive and coordinated system of information regarding services and 
supports at both the state and community level. 

 Providers need training, technical assistance and support to foster self-determination through 
consumer-driven best practices. 

 Lack of interagency coordination.  

 Critical shortage of personal assistants to support individuals with disabilities. 

 The existing system is not responsive to the needs of consumers or their families. 

 In some cases it is easier for individuals to qualify for Medicaid coverage in a nursing facility 
than it is to get care at home. 

 The state has given little attention to the interaction and interdependency between state policy 
and programs and the less formal network of systems at the community level. 

Perceived Strengths 

 In response to the Olmstead Supreme Court decision, the state developed a comprehensive 
community integration plan, spearheaded by a Community Options Task Force comprising 
individuals with disabilities and family members.  There is strong consumer involvement in 
long-term care policy development. 

 The state has a Long-Term Care Planning Committee addressing the needs of all individuals 
who need long-term care, regardless of age or diagnosis. 

 Some state policy makers are committed to enhancing and expanding community service 
options for all persons with disabilities, regardless of diagnosis or age. 

 The state is using a comprehensive planning approach to increase options for individuals with 
disabilities to live in more integrated community settings. 

 The state has many groundbreaking initiatives that support individuals with disabilities across 
the life span.  Federal, state and local policymakers and grants are targeting areas for system 
change, including transition, employment and mental health services. 

Primary Focus of Grant Activities 

 Improve access to and understanding of the long-term support system. 

 Provide training to influence agencies to give individuals more choices. 

 Create a strategy to build a workforce to meet the demand for quality home care support. 

 Demonstrate models of support for opportunities and choices in three communities. 
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Goals, Objectives, and Activities 

Overall Goal.  Build the capacity to support informed decision making, independent living, and a 
meaningful quality of life for persons with disabilities across their lifespan. 

Goal.  Assess the extent to which persons with disabilities are able to receive an inclusive 
education, participate in community life, seek and obtain employment and housing, and generally 
access the supports and services they need in a manner that enhances their fullest community 
participation and independence.  

Objectives/Activities 

 Develop surveys and other methods of data collection to learn how persons with disabilities 
and their families access the full range of services they need to live in the community. 

 Explore existing sources of current information regarding accessibility and inclusion, 
including surveys and studies from state and other entities such as the Department of 
Education, the Office of Protection and Advocacy, and the Council on Developmental 
Disabilities. 

 Produce reports based on data collection activities, summarizing the opportunities and barriers 
experienced by persons with disabilities and their families across the state. 

 Develop an inventory of public and private agencies and resources that are promoting the shift 
towards decision making, inclusion, and independence for persons with disabilities.  The 
inventory will be broken down by community/town and periodically updated. 

 Distribute the inventory to human service organizations for general information and referral. 

Goal.  Facilitate the development of an expanded workforce to meet the needs of persons with 
disabilities in Connecticut. 

Objectives/Activities 

 Collaborate with the Connect to Work Grant (Medicaid Infrastructure Grant) and the 
Connecticut Association of Personal Assistants (CTAPA) in their efforts to increase the work 
force of personal assistants.  

 Develop recruitment and outreach materials for use in high schools, community colleges and 
other educational venues, and recruit workers from various employment programs. 

Goal.  Enhance the capacity of state agencies to provide services by including persons with 
disabilities and their families as partners and decision makers in service design and delivery. 

Objectives/Activities 

 Design and develop print and video materials to train state agency employees and policy 
makers on consumer-driven best practices. 

 Provide technical assistance to state agencies to help them incorporate training information, 
materials, and activities within state agency orientation and training, and collaborate with 
training coordinators on revising existing training systems. 
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 Sponsor forums for state legislators on the current status of services and supports for persons 
with disabilities relative to national trends and ongoing state needs, and provide information 
on the need to increase consumer choice and decision-making in all aspects of service design 
and delivery. 

Goal.  Develop and disseminate information and resources for the general public on the Real 
Choice Systems Change Grant, and increase public awareness of inclusion in the community. 

Objectives/Activities 

 Seek opportunities to disseminate information about grant activities, values, and goals to local 
newspapers and other publications. 

 Develop handouts or question-and-answer sheets addressed to the general public as the need 
for education is identified on specific topics (e.g., accessible housing, inclusive schools, 
independent living). 

 Develop a media tool kit for persons interested in advocating within their own communities or 
statewide, including concise information about the Olmstead case and other legal milestones, 
sample “letters to the editor,” and phone listings for agency, legislative, and other contacts. 

 Develop a training module targeted at local professionals including attorneys, teachers, 
doctors, employers, social workers, dentists, and hospital discharge planners.  

 Develop and maintain an interactive, accessible Website on project activities and findings to 
provide an inventory of identified resources at the state and community level.  

Goal.  Assist three communities in Connecticut to become models of support for opportunities 
and choices for persons with disabilities across their lifespan. 

Objectives/Activities 

 Assess areas of need in each selected community, in part through the conduct of focus groups 
of community members who have disabilities to identify specific barriers in their community. 

 Develop a community action plan. 

 Facilitate expansion of the present workforce of paraprofessional support staff in the model 
communities.  The model communities will serve as a testing ground for the statewide 
workforce development effort. 

 Develop peer support networks in each of the model communities.   

 Provide targeted training to disseminate information and resources to community leaders and 
other community members.  Training will be conducted using a variety of formats, including 
workshops, long-term seminars, Web-enhanced instruction, and teleconferencing. 

Key Activities and Products  

 Collaborate with the Connect to Work Grant (Medicaid Infrastructure Grant) and CTAPA in 
their efforts to increase the work force of personal assistants. 

 Work with state agencies to enhance their capacity to provide services by including persons 
with disabilities and their families as partners and decision makers in service design and 
delivery.   
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 Develop training materials and provide technical assistance to state agencies regarding 
embedding the training information, materials, and activities within state agency orientation 
and training.   

 Collaborate with training coordinators on revising existing training systems.   

 Develop and disseminate information and resources for the general public on the Real Choice 
System Change Grant, including handouts or question-and-answer sheets, a media tool kit for 
persons interested in advocating within their own communities or statewide, and an 
interactive, accessible Website on project activities and findings. 

Consumer Partners  

 The Olmstead Coalition, a group formed in response to the Olmstead Supreme Court decision, 
comprises members from Connecticut’s disability and family support communities. 

 The members of the Community Options Task Force, comprising individuals with disabilities 
and family members, formed the base of the Real Choice Task Force and other individuals 
were added to assure a broad and diverse representation.   

 A Steering Committee made up of many of these same individuals will act as the governing 
body for the duration of this grant.  At least 51 percent of the Steering Committee will be 
composed of persons with disabilities, family members, and advocates, representing 
Connecticut’s disability community. 

Consumer Partners and Consumer Involvement in Planning Activities 

In preparing the grant application, consumers, private and public partners had similar roles and 
responsibilities, including identifying problems, developing solutions, and writing and editing 
drafts. 

 In collaboration with several other partnering organizations, the Olmstead Coalition hosted an 
all-day forum for 140 participants to identify issues to be addressed in Connecticut’s Real 
Choice Systems Change Grant applications.  The group represented state- and local-level 
agencies; integrated community service providers; consumers, including those presently 
living in nursing facilities; and parents of children with disabilities.  Seventeen focus groups 
were held, composed primarily of consumers, family members and advocates.  The common 
themes identified by these focus groups are the foundation of this application. 

 The Real Choice Task Force worked with the state agencies in the development of this grant 
application.  A process was developed to maximize consumer participation throughout the 
development and writing of the application.  Small workgroups were formed to draft and 
review projects.  Large group meetings were held and consensus was reached on all aspects of 
this application. 

 The Real Choice Task Force held an outreach meeting to obtain input from minority 
communities about issues for persons with disabilities. 
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Consumer Partners and Consumer Involvement in Implementation Activities 

 The Real Choice Task Force will retain a leadership position and will appoint members to the 
Steering Committee, which will have decision-making authority.  The Steering Committee 
will work in collaboration with the University of Connecticut’s A.J. Pappanikou Center for 
Excellence (UCE), the Independent Living Centers, and Co-op Initiatives. 

 Workgroups will include the expertise of public and private partners as well as experienced 
consumers to assure that the most knowledgeable team is created:  a team respecting and 
valuing the various perspectives of experts in the state system, experts in the private network, 
and experts who have real life experience using both. 

 The conference structure proposed in this grant is one example of outreach to assure a broad 
base of feedback and involvement, hosted by the Steering Committee and the Task Force.  
The conference will assure that the state obtains real-world information from people who rely 
on long-term support services, and encourage a broad base of consumer involvement in all 
aspects of the service delivery system.  It will also provide a forum beyond the workgroups 
involved in the actual development of the projects for extended involvement and input of a 
broad base of public and private partners. 

 A review panel to select the three model communities will include members of the Real 
Choice Steering Committee, as well as other representatives as needed, such as city or town 
government representatives. 

 Each selected model community will assess areas of need, in part through the conduct of 
focus groups of community members who have disabilities, asking them to identify the 
specific barriers in their communities. 

Public Partners 

 ADA Coordinators. 
 Area Agency on Aging. 
 Commission on Aging. 
 Connecticut Council on Developmental Disabilities.  
 Department of Transportation. 
 Department of Labor. 
 Department of Mental Retardation. 
 Long Term Care Advisory Council. 
 Long Term Care Ombudsman Program.  
 The Office of Policy and Management. 
 Office of Protection and Advocacy.  
 University of Connecticut’s Center on Aging. 
 University of Connecticut’s A.J. Pappanikou Center for Excellence in Developmental 

Disabilities Education, Research, and Service (UCE). 
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Private Partners and Subcontractors  

 American Association of Retired Persons (AARP). 
 Connecticut Association of Centers for Independent Living.   
 Connect-to-Work Center.  
 Nursing Facility Transition Grant Steering Committee.  

Public and Private Partnership Development/Involvement in the Planning Phase 

 In preparing the grant application, consumers, private and public partners had similar roles 
and responsibilities including identifying problems, developing solutions, and writing and 
editing drafts.  Partnership involvement is described above in the section on Consumer 
Involvement.  

 The grant application was developed with input from all state agency partners.  

Public and Private Partnership Development/Involvement in Implementation 

 Collaborate with town planning officials, local building planners, realtors and others to 
increase the availability of affordable, accessible and safe housing in the model communities. 

 Collaborate with Connect to Work and Nursing Facility Transition staff to ensure 
coordination of resource utilization across the projects and avoid duplication of efforts. 

 Build collaborative partnerships between the communities and state agencies and 
organizations to assist with implementation. 

 The Steering Committee, which includes private an public partners, will meet monthly to 
guide the project’s implementation.  Individual activities within the grant will be designed, 
implemented and evaluated in conjunction with the Steering Committee and workgroups 
comprised of Steering Committee members and representatives from Connecticut’s disability 
community, including providers, organizations and advocacy groups. 

 Groups, including the Long-Term Care Advisory Council, the Office of Protection and 
Advocacy, and AARP, have offered to assist with the Website development and design.  The 
Office of Policy and Management is the host of the Website. 

 The selected communities’ task force will include consumers, families, and representatives of 
the public sector, and the private for-profit and non-profit sector.   

 The project will be subcontracted to, and managed by, the University of Connecticut’s A.J. 
Pappanikou Center for Excellence in Developmental Disabilities Education, Research, and 
Service (UCE).  This center (formerly the University Affiliated Program) will supply the 
fiscal and administrative infrastructure for all project activities. 
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Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

 The work of the Community Options Task Force, convened to collaborate with Department of 
Social Services and the Long-Term Care Planning Committee on the design and development 
of the state’s Community Integration Plan, will be linked to grant activities.  

 An advocacy project of the Council on Developmental Disabilities (the Council) increases 
awareness of state legislators and other key people about the need for policy change.  The 
advocacy project will address policy change initiatives which support grant activities.  The 
link with the Council and their community integration projects provided an organizational 
framework which created a springboard for this grant. 

 Grant activities will build on existing volunteer networks.  

 The State Independent Living Council hired a public relations firm to develop a marketing 
plan to raise awareness of successful community integration.  This activity will be planned in 
coordination with grant activities related to workforce development to maximize the impact of 
the marketing plan and resources. 

 Co-op Initiatives will continue the Accessible Housing Registry to catalogue and make 
available information on accessible units around the state.  The work of this group will be 
linked to the grant’s housing activities.  

Oversight/Advisory Committee 

 Members of the Real Choice Task Force, which was put in place to develop Connecticut’s 
initial Real Choice Grant application, and other consumers and entities who are available and 
appropriate, will serve on the Steering Committee.  The Committee will be composed of 
fifteen members; at least 51 percent will be persons with disabilities, advocates, and/or family 
members, with the rest of the members coming from state agencies. 

 The Steering Committee will provide leadership, oversee grant activities and coordinate 
efforts among other grants and state community integration projects.   

Formative Learning and Evaluation Activities 

 The key staff of the project will formally monitor all objectives and activities on a monthly 
basis.  Modification of the project’s plan of operation will occur as needed. 

 The Project Director and Steering Committee will review the success with which the project 
has met its objectives on a quarterly basis. 

 Because a major focus of the project is on the implementation of model communities, case 
study methodology will also be used to gather qualitative information from families, persons 
with disabilities, and others who participate in the project. 

 An Evaluation Coordinator will oversee all evaluation activities, both formative and 
summative, as well as research conducted on project activities, including the case studies. 
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Evidence of Enduring Change/Sustainability 

 The Commission on Aging has indicated a willingness to host the Website on project 
activities and findings, thereby ensuring sustainability of the site, and the opportunity to build 
further partnerships with foundations, corporations and community organizations. 

 The state will continue to work with communities that put together applications for “Model 
Community Development” but were not selected, to assist in the replication of model 
communities after the grant has ended. 

 Targeted professional development will lead to an understanding of the philosophy of 
Independent Living, Self Determination and Social Role Valorization and will influence 
decision makers to move away from the current institutional bias in the system. 

 Housing pilots demonstrating best practices resulting in new partnerships with developers and 
lenders will provide more housing for individuals with disabilities within the model 
communities. 

Geographic Focus 

 Plan and coordinate statewide conference to promote awareness of the project and share 
findings as well as increase public awareness of inclusion in the community.  The workforce 
development initiative is statewide.  

 Three model communities. 
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DISTRICT OF COLUMBIA 

Identified Problems with the State’s Long-Term Care System 

 Lack of coordination among decision-makers and stakeholders. 

 Reliance on institutional care for individuals with disabilities and long-term illness. 

 Barriers to accessing the LTC system include the lack of a coordinated system of services and 
supports and the lack of a streamlined eligibility determination process. 

 The current HCBS and Medicaid state plan service delivery models are agency-based and do 
not foster consumer control over the recruitment, delivery, and management of services,  nor 
do they allow for an integrated system change effort covering the range of needs across the 
life span from institutionalization to self-sufficiency. 

 Insufficient HCBS infrastructure. 

 Lack of flexibility in “family-centered” service delivery. 

Perceived Strengths 

 Consolidation of long-term care responsibilities in the Office on Disabilities and Aging. 

 Increased services and expanded eligibility through amended HCBS waivers. 

 Improved long-term care service system through system changes and the development and 
implementation of a Quality Assurance (QA) and Continuous Quality Improvement (CQI) 
Plans.  The QA and CQI efforts assist in identifying the educational needs of consumers and 
service providers, areas of service delivery needing improvement, and the strategies and 
educational programs to be implemented for resolving the problems.  

Primary Focus of Grant Activities 

 Develop a single point of entry for home and community services. 

 Establish a care coordination system that incorporates financial incentives, improves quality 
of life and care, and controls costs. 

Goals, Objectives, and Activities 

Overall Goal.  Create the necessary infrastructure to build a cost-effective HCBS system. 

Goal.  Coordinate policy decision-making across government agencies. 

Objectives/Activities 

 Convene an Advisory Committee comprising consumer, provider, and various government 
agency representatives to work with stakeholder groups to prioritize needs, and to develop 
strategic action plans for addressing the identified needs; to provide decision-making 
regarding policies and procedures, training, and quality assurance; to recommend changes in 
policies, including the eligibility determination process, to institute and maintain innovation; 
and to ensure that goals and objectives are met. 
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 The Committee will also develop a coordinated system of information regarding services and 
supports to increase public awareness of inclusion in the community. 

Goal.  Improve the dissemination of HCBS information to consumers and streamline the 
eligibility determination process. 

Objectives/Activities 

 Create a Resource Center to provide counseling about long-term care options and to 
determine eligibility for publicly funded programs.  

Goal.  Develop an accessible continuum of services that will allow for an integrated system 
change effort covering the range of needs and services across the life span from 
institutionalization to self-sufficiency. 

Objectives/Activities 

 Amend the elderly waiver to include non-elderly persons with physical disabilities ages 18 to 
64 years.  

 Amend the elderly waiver to expand services to include an independent provider/consumer-
directed attendant care option. 

 Expand the elderly waiver services to include assisted living, targeted case management for 
particular populations and provide broader coverage for assistive technology under the 
Medicaid state plan coverage.  

 Hire a recruitment specialist for the new HCBS Elderly and Physical Disabilities (EPD) 
waiver case management and personal assistance providers and continue rate-setting analyses 
to ensure that the rates are adequate to attract sufficient providers.   

 Rates will be quantitatively and qualitatively compared to those in contiguous states to 
determine their adequacy and fiscal impact on the district’s budget for implementation 
thereof.  Grant funds will be used to expand existing initiatives. 

Goal.  Construct the infrastructure to ensure an adequate pool of qualified providers, a menu of 
services for meeting the consumer’s needs, and measurement of performance outcomes to 
determine the quality and utilization of services. 

Objectives/Activities 

 Develop a long-term care information systems software package with the capability to 
determine levels of service utilization, and to measure performance outcomes and service 
costs. 

Key Activities and Products  

 Coordinate policy decision-making across government agencies through a Real Choice 
Systems Change Advisory Committee that is composed of consumers, providers, and various 
representatives of district government agencies.  

 Develop and implement a resource center or single point of entry for home and community 
services that provides long-term care options counseling, self-determination, Medicaid and 
other publicly-funded eligibility assessment, channeling of individuals to the most effective 
and medically appropriate setting, and effective management of cost of services. 
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 Expand services to include assisted living, targeted case management for particular 
populations, an independent provider/consumer directed form of attendant care services, and 
expanded coverage of assistive technology.   

 Recruit new waiver providers, include non-elderly persons with physical disabilities in the 
waiver, and continue current rate-setting analyses. 

 Develop a long-term care information systems software package that also has the capability to 
determine the levels of service utilization and to measure performance outcomes and service 
costs to assist in improving the quality of care.  

Consumer Partners  

The Advisory Committee will comprise consumers, providers, advocates and various government 
agency representatives.  Consumer partners are: 

 University Legal Services (ULS), the District’s advocacy group that represents consumers. 

 DC Coalition on Long-Term Care. 

 Alzheimer’s Association. 

 Paralyzed Veterans of America. 

 District of Columbia Center for Independent Living.  

 ADAPT. 

Consumer Partners and Consumer Involvement in Planning Activities 

The consumer partner organizations participated in meetings; conducted needs assessment of 
individuals with disabilities; worked with national and local disability rights organizations; 
assisted in the development and prioritization of goals and action plans; reviewed draft policies 
and regulations; recommended changes in policies and regulations to institute and sustain 
innovations; and assisted in mapping a work plan for achieving the goals and objectives of the 
grant. 

Consumer Partners and Consumer Involvement in Implementation Activities 

 The Advisory Committee will develop and oversee the planned Resource Center. 

 A subset of the Advisory Committee, known as the Governing Council, will oversee the 
operations of the Resource Center.  Responsibilities of the Governing Council include 
reviewing and refining the operations model of the Resource Center, approving policies and 
procedures, reviewing reports and making recommendations, and monitoring and maintaining 
quality control of the Resource Center’s operations. 
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Public Partners 

 Medical Assistance Administration. 
 Health Regulation Administration. 
 Office of the General Counsel. 
 Office of Policy Management. 
 Office on Aging. 
 Rehabilitation Services Administration. 
 Mental Retardation/Developmental Disabilities Administration. 
 Adult Protective Services. 
 Income Maintenance Administration. 
 DC Housing Authority. 

Private Partners and Subcontractors  

 DC Health Care Association.  
 St. John’s Community Services.  
 Howard University Hospital—Geriatrics Department. 
 District of Columbia Hospital Association.  
 DC Primary Care Association. 
 The ARC of DC, Inc. 
 Home Care Partners. 
 Long-Term Care Coalition. 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public 

Representatives from all of the above public partners contributed substantially to the planning 
process and are members of the Advisory Committee.  The public partners attended meetings and 
provided input and technical support for the grant application.  Input included history of the long-
term care and HCBS systems and data concerning the long-term care and HCBS systems and 
enrolled consumers; current and projected funding levels and expenditures of HCBS and long-
term care services; statutes and rules authorizing the EPD waiver and Medicaid state plan 
services; Medicaid eligibility standards and processes; long-term care service and HCBS 
limitations; capacity and barriers to access to HCBS and long-term care services; plan of care 
development and oversight; recommendations on the goals and activities of the grant 
applications; and review of the grant application. 

Private   

 Office on Disabilities and Aging staff involved three provider associations affected by the 
long-term care delivery system to ensure that the District’s plan effort was synchronized with 
providers’ strategic plans.  They are St. John’s Community Services, The ARC of DC, Inc., 
and Home Care Partners. 
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 The private partners attended meetings and provided input and technical assistance for the 
grant application.  Input included data concerning long-term care and waiver programs and 
enrolled consumers; analysis of the existing system of consumer inclusion and consumer 
education regarding sources of services and supports; analysis of the adequacy of gatekeeper 
functions for individuals currently residing in the community and in institutions who are 
seeking waiver services; analysis of provider supply, the factors contributing to provider 
shortages, and the options available for increasing the supply of qualified providers; capacity 
and barriers to access HCBS and long-term care services; plan of care development and 
oversight; recommendations on the goals and activities of the grant application; and review of 
the grant application. 

Public and Private Partnership Development/Involvement in Implementation  

The public and private partners listed above will be members of the Advisory Committee, which 
will develop and oversee the Resource Center.   

Public 

Major public partners will convene special topic forums on issues such as community inclusion 
and supports and services, Medicaid eligibility determinations, affordable and accessible housing, 
access to care givers, workforce employment, and transition issues. 

Private 

Key private partners and potential subcontractors will participate in special topic forums and 
community fairs to display their array of services and supports; to provide education to the 
consumers on the definition of the services and supports; and to accommodate consumers’ 
preferences and choices in the selections of services and supports and providers. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

Partnerships have been formed with the following state and local agencies and private 
organizations to create linkages among key stakeholders that will result in coordination of 
services: 

 Department of Mental Health to promote and coordinate long-tem care changes and services 
that enhance the inclusion of all persons into the community and education of the community 
regarding informed decision-making and independent living. 

 Department of Housing to oversee the creation of safe, affordable, appropriate, and accessible 
housing options in partnership with local communities to allow individuals to be integrated 
into community settings of their choice. 

 Rehabilitation Services Administration to provide vocational rehabilitation to individuals with 
physical disabilities; to assist in matching consumer needs with existing services; and to assist 
in identifying consumer needs and services for transitioning individuals into community life. 

 Medicaid Infrastructure grant project to facilitate the development of an expanded workforce 
to meet the needs of individuals with physical disabilities. 

 Long-term Care Coalitions and organizations to facilitate access to services and supports; to 
provide training and education of the personal assistance and professional workforce; and to 
identify and examine barriers to access to services and delivery of services. 
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Oversight/Advisory Committee 

The Advisory Committee or its subcommittees will oversee all Grant activities.  The following 
subcommittees were formed:  (1) Case Management; (2) Resource Center Oversight; 
(3) Consumer-directed Services; (4) Coordination; (5) Mentoring and Community Support; and 
(6) Peer Mentoring Support. 

The Advisory Committee is responsible for reviewing, revising, and approving all subcommittee 
recommendations.  The Advisory Committee will then submit the recommendations to the Office 
on Disabilities and Aging (ODA) for final review and approval. 

Formative Learning and Evaluation Activities 

ODA proposes to retain the services of a consultant to: 

 Provide real-time feedback about the growth and development process in place for planning, 
implementing, monitoring, evaluating, and revising the goals and activities. 

 Present an annual assessment of the implementation phase of the program.   

 Advise members of the Advisory Committee in their periodic planning assessment on the 
advantages and disadvantages of pursuing or modifying the established activities, the specific 
features and processes that present a barrier or disincentive to program success, and the 
District’s capacity to remove the barriers and streamline the program. 

Evidence of Enduring Change/Sustainability 

 Services will be maintained by funding key components of the infrastructure through District 
funds and matching federal funds under the Medicaid program. 

 ODA will use grant funds to hire staff and consultants and to supply resources to facilitate 
community advocacy and involvement in the redesign of the long-term care system.  Once the 
grant period ends, the District will fund these positions as Medicaid administrative costs in the 
2005 budget and onward.   

Geographic Focus 

Districtwide. 
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GEORGIA 

Identified Problems with the State’s Long-Term Care System 

 Nursing facility admissions have increased by 30 percent in the past 5 years and occupancy 
rates remain relatively high.  Institutional placement often conflicts with the wishes of service 
recipients. 

 Relatively few, if any, community service provider options are available in many of Georgia’s 
counties. 

 Numerous access barriers include:  lack of a uniform intake and evaluation process, delays in 
eligibility determination; lack of information on choice, and inadequate data for data-based 
decision making. 

 Numerous systems barriers include:  (1) Medicaid waiver program inflexibility; (2) 
inadequate funding in general and the inability for dollars to follow consumers; (3) lack of 
integrated services; (4) lack of affordable and accessible housing; (5) inadequate workforce 
development and a shortage of workers; and (6) inefficient and redundant monitoring.  

 Lack of communication regarding current initiatives among Georgia’s large number of 
diverse stakeholders results in inadequate collaboration. 

 Inadequate and inconsistent emphasis on consumer-directed planning, programs and services.  
Innovative initiatives are sporadic, target only specific issues, and involve specific disability 
and advocacy groups, and tend to terminate when their initial funding ends. 

Perceived Strengths 

 The state has several programs offering “core” home and community services such as service 
coordination, personal assistance, home health services, emergency response systems, and 
respite care. 

 An Olmstead Planning Committee, established by the Governor, guides the Departments of 
Human Resources and Community Health in developing a set of recommended action plans 
for implementation by the state.  The committee consists of providers, families, consumers, 
and advocates. 

 The Governor appointed a Blue Ribbon Task Force on Home and Community-Based Services 
comprising 17 individuals representing consumers, parents, advocates and professionals with 
a broad range of knowledge and expertise to make recommendations. 

 The FY 2002 budget expanded the number of slots in current home and community service 
programs by over 1,200 and increased provider rates by 4 percent.  

 The state is evaluating the feasibility of a Medicaid buy-in for working people with 
disabilities and the fiscal impact of including personal care services in the Medicaid State 
Plan. 

 The state’s efforts to address the need for supported employment have been nationally 
recognized.  
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 There is a strong, active consumer empowerment and self-advocacy movement.   

 Georgia’s Council on Aging recommends legislation, serves on committees and task forces, 
and provides leadership to the Coalition of Advocates for Georgia’s Elderly (CO-AGE).  
Council members include ten consumers at least 60 years of age, and ten service providers, 
representing minorities, low-income, rural, urban and public and private organizations. 

 Georgia’s “Unlock the Waiting Lists” Campaign is a partnership between different long-term 
care constituency groups.  Started by parents and consumers, the Campaign has quickly 
gained momentum and created public awareness of the need for home and community 
services. 

 A growing Independent Living Network comprises seven local, consumer-controlled non-
profit Centers for Independent Living (CIL) and the Statewide Independent Living Council of 
Georgia. 

Primary Focus of Grant Activities 

 Address system barriers to community integrated living. 

 Improve the quality and availability of the workforce that supports elderly persons and people 
with disabilities in community-integrated settings. 

 Develop an enduring mechanism for consumer involvement in all aspects of the integrated 
community service delivery system. 

 Develop effective communication and collaboration to enhance planning and implementation 
of integrated community services system changes. 

Goals, Objectives, and Activities 

Overall Goal.  Build state capacity to improve the accessibility and availability of home and 
community services for elderly people and people with disabilities. 

Goal.  Address system barriers to community integrated living. 

Objectives/Activities  

 Develop strategies to recruit, retain and improve the workforce that supports elderly persons 
and people with disabilities in community-integrated settings.  

 Implement a pilot program to develop curricula and provide training for personal assistance 
workers who provide direct care to people with mental illness and developmental disabilities. 

 Evaluate the training pilot and revise curricula as necessary.  

 Support the development of a single point of access for people with mental illness and 
developmental disabilities as specified in HB 498.   

 Develop a certification program for administration of medications in specified community 
residential settings. 
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 Partner with the Center for Mental Health Services Olmstead Housing Coalition in a housing 
demonstration project that will transition 50 individuals with severe mental illness from 
Mental Heath institutions.  The RC Grant will fund the training and evaluation components of 
the project. 

Goal.  Develop an ongoing mechanism for consumer involvement in all aspects of the integrated 
community service delivery system for elderly people and people with disabilities. 

Objectives/Activities 

 Develop training programs for consumers to enhance informed consumer choice regarding the 
transition from institutional to community services.  

 Using the system’s current peer support specialists, implement pilot training programs for 
consumers, evaluate, and revise training curricula as necessary. 

Goal.  Develop a process for effective communication and collaboration to enhance planning and 
implementation of integrated community services system changes. 

Objectives/Activities 

 Review current policies and procedures to make recommendations for improved information 
sharing and collaborative relationships among state agencies.  

 Run focus groups to obtain stakeholders input to make recommendations for improved 
communications between state agencies and elderly persons, people with disabilities and 
family members. 

Key Activities and Products 

 Develop a medication administration certification program for adoption by the Division of 
Mental Health, Developmental Disabilities and Addictive Diseases. 

 Develop strategies that will enhance the ability to recruit, retain, and improve the personal 
assistance workforce that supports elderly persons and people with disabilities in community-
integrated settings. 

 Evaluate the effectiveness of supported housing for adults with serious mental illness. 

 Develop training programs for peer supporters to enhance transition of individuals from 
institutions to community-integrated settings. 

 Develop and implement actions for improved communication with elderly persons, people 
with disabilities, and family members and advocates, and to improve communication and 
coordination among state agencies. 

 Support the development of a single point of access for people with mental illness and 
developmental disabilities. 
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Consumer Partners  

The Stakeholders Group comprises consumers, family, members, representatives of state agencies 
and advocates. 

The Consumer and State Task Force that will oversee this project includes a wide range of 
stakeholders, including:  

 Consumers and their families.  

 Statewide consumer disability and aging organizations include the Governor’s Council of 
Developmental Disabilities, Georgia Mental Health Consumer Network, People First of 
Georgia, Statewide Independent Living Council of Georgia, Disability Link, and the Georgia 
Council on Aging. 

 A representative from each of the two Nursing Facility Transition Grant projects. 

Consumer Partners and Consumer Involvement in Planning Activities 

The Stakeholders Group, the original planning group, developed the Real Choice Systems 
Change Grant.  They reprioritized the goals of the original grant application, selected key 
outcomes to indicate success, and added strategies to accomplish each goal.   

Consumer Partners and Consumer Involvement in Implementation Activities 

The Consumer and State Task Force will play an active role in analysis, planning, 
implementation, monitoring and evaluation activities.  The Task Force will use evaluation results 
to recommend modifications to the state’s existing long-term care system (e.g., strengthening 
existing programs and/or developing additional ones).  Specifically, Task Force members will 
provide oversight and guidance to accomplish the projects defined in the grant and will serve on 
work groups for each of the six defined projects.   

Public Partners  

 Area Agencies on Aging. 
 The Department of Community Health (Georgia’s Medicaid agency). 
 The Department of Labor. 
 The Department of Community Affairs.  
 Albany Technical College (possible subcontractor). 
 Valdosta State University (future subcontractor). 
 The University of Georgia (possible subcontractor). 
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Private Partners and Subcontractors  

 Community Friendship. 
 Albany ARC.  
 Independent Living Centers.  
 Janet Rechtman and Associates.  
 Ellen Mazer Consultancy. 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public and private partners were part of the original Stakeholders Group and were involved in the 
activities described under the section Consumer Involvement in Planning.  Staff from the 
Department of Human Resources and Ellen Mazer Consultancy wrote the grant application.   

Public and Private Partnership Development/Involvement in Implementation  

Public Partners 

As members of the Consumer and State Task Force, public partners will be involved in the 
activities described under the section Consumer Involvement in Implementation.  Specifically, 
public partners will be participate as follows:  

 The Department of Community Affairs is providing affordable housing for the Supported 
Housing project.   

 The Department of Labor will work with local providers to assess consumers for possible 
employment, train and prepare consumers for employment and assist in job placement.   

 Valdosta State University will lead the evaluation of the Supported Housing project.   

 Albany Technical College is piloting a personal assistance worker training program that can 
lead to certification.   

Private Partners 

 Janet Rechtman and Associates will facilitate the Medication Administration project 
stakeholders meetings.  

 Community Friendship will provide staff to serve on the workforce development project. 

 Albany ARC will cooperate with the technical college to run training projects for personal 
assistance workers and will be involved in the medication certification project. 

 Independent Living Centers are members of the Consumer and State Task Force and will 
participate in work groups for all the grant activities. 
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Existing Partnerships That Will Be Used to Leverage or Support Project Activities 

 The grant will build on existing consumer empowerment initiatives, such as Partners in Policy 
Making, Peer Centers, Self-Advocacy and Consumer Leadership by developing new curricula 
for peer support training for people with Developmental Disabilities, mental illness and 
physical disabilities; by conducting regionally based training; and by investigating the options 
for peer supports for people who are elderly. 

 Coordinate with the Department of Community Affairs (DCA), which will provide DHR with 
200 Section 8 vouchers for people with disabilities.  Fifty of these vouchers are tied to the 
Real Choice Systems Change Grant.  

 Collaborate with a CMS Olmstead grant to extend supported housing training to personal 
assistance workers not involved in the Olmstead Housing Coalition planned demonstration 
project on supported housing.  The Olmstead Grant funds will pay for the training while the 
Real Choice Grant funds will pay for the curriculum development. 

Oversight/Advisory Committee 

The Consumer and State Task Force, with the active participation of people with various 
disabilities, will provide the project’s oversight and guidance; review the project’s evaluation 
information/data; and document and justify the need for any continuation resources for the 
project’s various initiatives.   

Formative Learning and Evaluation Activities 

A comprehensive evaluation process will be conducted to increase the effectiveness of the 
project’s management and administration, by identifying the need for modifications to the work 
plan, documenting that objectives have been met, and determining the overall effectiveness of the 
project.  

Evidence of Enduring Change/Sustainability  

 The state will have the capacity to generate data reports critical to long-term care service 
planning. 

 Intake and evaluation procedures will be standardized.  

 Information on available resources and services will be maintained by the Department of 
Human Resources. 

 A formalized peer support process for consumer information and guidance will support 
consumer choice-making. 

 The continuation of the Consumer System Change Network (that began with the starter grant) 
will provide real world information from people who rely on long-term support services. 

 The development of an infrastructure for effective communication and collaboration on 
system changes among consumers, state agencies and other stakeholders will ensure 
continuous quality improvement of the long-term care services system. 
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 The establishment of a Consumer and State Task Force may create an ongoing process to 
address barriers to community-integrated living, although given the current economic crisis, it 
is impossible to predict if the Task Force will continue or what processes will be in place. 

 The establishment of a training and certification program for medication administration. 

 The establishment of training programs in area technical colleges for personal assistance 
workers. 

Geographic Focus 

Rural and urban areas in seven regions of the state. 
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INDIANA 

Identified Problems with Indiana’s Long-Term Care System 

 Lack of a unified vision across state agencies to support community integration. 

 Limited funding for community services.  

 Lack of focus on consumer choice and control. 

 Inadequate quality assurance mechanisms, prompting the need for improvements in licensure 
and certification, ongoing monitoring, system-wide oversight, and consumer access to 
ombudsman services and complaint procedures. 

 Variability in the systems’ ability to provide services to non-elderly persons with disabilities.   

Perceived Strengths 

 A well-designed community services program that includes the IN-Home Services Program, a 
locally and nationally recognized program.  

 The state is one of a few states in the county with a public/private partnership long-term care 
(LTC) insurance program.  Indiana has made LTC insurance a pretax insurance option for all 
employees.  LTC insurance coverage includes both home and community services and 
nursing home coverage. 

 Seven home and community-based services (HCBS) waiver programs. 

 Established the Bureau of Quality Improvement Services to improve quality-focused 
activities. 

 In September 2000, prior to the award of this grant, then Governor Frank O’Bannon signed an 
Executive Order to ensure that Indiana moves forward on its plans for assuring community 
integration for every individual who can benefit from it.  

Primary Focus of Grant Activities 

 To develop community capacity in the areas of community living arrangements, housing, 
transportation, supported employment, and caregiver support.   

 To develop systems that support consumer choice and consumer-directed care. 

 To develop innovative approaches to systems change through mini-grants. 

Goals, Objectives, and Activities 

Overall Goal.  Create an enduring infrastructure to support consumer-directed and controlled 
community services and supports for all persons with disabilities who desire to live and 
participate in their communities. 

Goal.  Address barriers to community integration and consumer control. 
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Objectives/Activities 

 Conduct a best practices study of community integration and consumer direction initiatives. 

 Conduct a study—jointly with major transportation providers—of counties’ transportation 
accessibility, and develop transportation options as needed. 

 Develop accessible housing through implementation of the Assisted Living Waiver Marketing 
plan and the implementation of Adult Foster Care certification standards. 

Goal.  Bring stakeholders together to develop a plan for changing the current LTC system to 
foster community integration for people of all ages with all types of disabilities.  

Objectives/Activities 

 Create and support a Governor’s Commission on Home and Community-Based Care, which 
will develop recommendations in four broad areas:  (1) rebalancing the LTC system, (2) 
removal of barriers, (3) creating community capacity, and (4) addressing children at risk. 

Goal.  Involve consumers in the state’s quality assurance restructuring initiative. 

Objectives/Activities 

 Meet with consumers and include them in discussions regarding the development of HCBS 
provider standards.    

Goal.  Identify innovative ways to deliver home and community services and supports.  

Objectives/Activities 

 Award mini-grants to develop and implement innovative approaches. 

 Based on the reports of mini-grantees, identify approaches that can be replicated throughout 
the state.  

 Assist mini-grant project award winners in identifying resources to fund mini-grant projects 
when the grant ends. 

Goal.  Improve access to information about HCBS for consumers, families, providers, and other 
stakeholders.  

Objectives/Activities 

 Make resources available for advocacy groups to implement a software system—DANIC—
that will enable consumers and families to access information regarding providers, services, 
and supports.  

Key Activities and Products  

 Facilitation of regional systems change demonstration projects through mini-grant awards. 

 Development of an information system about HCBS for consumers and their families, 
providers, and other stakeholders.  

 Recommendations for legislative and policy changes. 
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Consumer Partners  

Consumers will serve on the grant’s Consumer Advisory Committee, which is a subcommittee of 
the Governor’s Commission on Home and Community-Based Care.  Participation on the 
committee will ensure consumer input and involvement in grant activities.  

Consumer Partners and Consumer Involvement in Planning Activities 

Consumers provided input and wrote letters of support for the grant application.  

Consumer Partners and Consumer Involvement in Implementation Activities 

Consumers will be involved in grant activities in several capacities.  They will:  

 Serve on committees and workgroups. 

 Serve on the mini-grant selection and review teams. 

 Provide input in developing initial and long-term goals for the Commission’s report.  

 Serve as peer mentors/trainers as mini-grant practices are propagated across the state.   

 Provide input in the quality assurance process through Consumer Satisfaction Surveys. 

Public Partners 

 Division of Family and Children, the Division of Disability, Aging, and Rehabilitative 
Services, and the Division of Mental Health Administration. 

 State Department of Health. 
 Department of Transportation. 
 Education Department. 
 Housing Finance Authority. 
 Department of Commerce. 
 Department of Workforce Development. 
 Commission for Higher Education and the Civil Rights Commission.  
 Other public partners who are serving on the Governor's Commission include members of the 

Indiana Legislature, a county prosecutor, a city mayor, and executive officers representing a 
fiscal policy institute. 

Private Partners and Subcontractors  

 Area Agencies on Aging.  
 Centers for Independent Living. 
 The membership of the Governor's Commission on Home and Community-Based Care 

includes representation of local community entities such as executive officers and presidents 
of a private university, a hospital corporation, a United Way organization, a local mental 
health center, a community foundation, a physician, a minister, and private citizens who are 
advocates. 

 The grant subcontractor is Health Evolutions, Inc., a consulting company that will staff the 
Commission and its subcommittees. 
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Public and Private Partnership Development/Involvement in the Planning Phase 

Public Partners 

Public partners did not participate in the development and planning phase of the project.  They 
did not provide input for the RCSC Grant application.  The Division of Disability, Aging, and 
Rehabilitative Services worked with private partners to develop the grant application. 

Private Partners 

Several consultants worked with the Bureau of Developmental Disabilities to write the grant 
application.  They reviewed the application and were involved in meetings to discuss the project.   

Public and Private Partnership Development/Involvement in Implementation  

Representatives from all of the public and private entities listed above will participate in the 
activities of the Governor’s Commission on Home and Community-Based Care.  Those listed 
above are members of the Commission and/or consultants to the Commission. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

Several divisions of the Family and Social Services Administration will support the Division of 
Disability, Aging, and Rehabilitative Services in implementing the goals of the Real Choice 
grant.   

Oversight/Advisory Committee 

The Governor’s Commission on Home and Community-Based Care will provide oversight and 
monitoring of the Real Choice Grant.   

Formative Learning and Evaluation Activities 

 State staff and consultants will evaluate the current data available for tracking grant activities, 
create a mechanism and process for compiling this information for the Commission’s use, and 
identify areas where additional development of data collection and tracking are needed.  

 The State of Indiana and the Commission will review reports from the mini-grantees to 
identify innovative practices that can be replicated statewide. 

Evidence of Enduring Change/Sustainability 

The Commission will prepare a report for the Governor with recommendations for legislative and 
policy changes that will bring about enduring systems change. 

Geographic Focus 

Statewide. 
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KANSAS 

Identified Problems with the State’s Long-Term Care System 

 Reliance on institutional care for individuals with disabilities and long-term illness. 

 Lack of involvement by individuals with disabilities or long-term illness in the development 
of LTC policy and regulation, and service system design. 

 Lack of choice and control over LTC services and supports. 

 Lack of individual needs-based systems of support that build upon existing natural supports. 

 Insufficient supply of personal care attendants. 

Perceived Strengths 

 The state has developed more appropriate services for individuals with disabilities or long-
term illness by providing a number of person-centered community services through various 
waivers and by increasing funding for community services. 

 The state received a grant from the Robert Wood Johnson Self-Determination Project, which 
was used to identify strategies for increasing self-determination of individuals with 
developmental disabilities.  

Primary Focus of Grant Activities 

 Improve access to home and community services for persons with disabilities or long-term 
illness.  

 Enhance discharge planners ability to divert patients into their community upon discharge 
from a hospital. 

 Increase availability of services.  

 Improve quality assurance system. 

 Improve service providers knowledge of community services. 

Goals, Objectives, and Activities 

Overall Goal.  Make home and community services as accessible as institutional care to 
individuals with disabilities or long-term illness. 

Goal.  Develop a strategic plan to guide future systems change. 

Objectives/Activities 

 Convene a strategic planning task force of relevant stakeholders to develop a 3-year action 
plan to articulate a philosophy and direction for systems change. 
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Goal.  Investigate the potential of improved screening instruments for functional eligibility 
determination and de-institutionalization.  Ensure screening instruments adequately address 
physical needs issues and provide consumer choice for community or institutional living options. 

Objectives/Activities 

 Develop, field test, and implement new or modified level-of-care screening instruments for 
persons with serious and persistent mental illness (SPMI). 

 Test screening instruments for use with other populations, such as individuals with autism. 

Goal.  Develop a 2-year Diversion Pilot Project whereby short-term case management services 
will be provided to divert individuals who are at risk of institutional placement at the time of 
discharge from a hospital. 

Objectives/Activities 

 Establish common goals with the Kansas Hospital Association. 

 Educate two case managers contracted for the 2 years of the pilot on the goals of the project, 
expected outcomes, and the restorative or rehabilitative home care model. 

 Collect and analyze information pertaining to diversion issues and the effectiveness of case 
managers with specialized training in developing plans to overcome barriers to the consumer 
living in the community. 

Goal.  Provide technical assistance to expand capacity to deliver community services based on 
currently identified needs and needs articulated in the strategic plan. 

Objectives/Activities 

 Provide a technical assistance pool to local service providers and develop a statewide network 
of providers.  

 Provide a handbook cataloging the resources available in various communities.   

Goal.  Develop and present effective education materials among the broad range of service 
providers and other long-term care stakeholders, including physicians, hospital discharge 
planners, nurses, social workers, and others with the ability to influence long-term care decisions   

Objectives/Activities 

 Identify potential target audiences.  

 Identify potential cosponsors including professional associations, regulatory authorities, and 
educational agencies to extend the access to professionals and increase the credibility of the 
continuing education. 

 Develop curriculum for at least six education programs for different target populations with 
varying topics pertaining to community services and resources. 

 Obtain continuing education certification from appropriate licensing or regulatory authorities. 

 Conduct at least 12 development/continuing education programs for various stakeholders. 
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Key Activities and Products  

 Develop a strategic plan to guide future systems change. 

 Provide technical assistance to local service providers. 

 Develop, test, and implement new or modified level-of-care assessment tools. 

 Institute a pilot program to divert patients who are at risk of institutional placement upon 
discharge from a hospital. 

 Conduct professional development and continuing education programs aimed at changing 
referral patterns from institutional dependence to the fullest participation in the community. 

Consumer Partners  

 The Consumer Task Force comprises consumers from around the state.  Task Force members 
were identified by contacting advocacy agencies and requesting that they convey the 
invitation to their members.  Many, if not most of the consumers on the Task Force represent 
multiple constituencies as staff of consumer run organizations, ILCs and other advocacy 
organizations.  Some state agencies also participate on the Task Force. 

 The Real Choice Systems Change Strategic Planning Committee comprises primarily 
consumers.  Several members of the Committee are also members of the Consumer Task 
Force.  The Strategic Planning Committee includes representatives from consumer-run 
organizations, ILCs, advocacy organizations, agencies on aging, and various state agencies.  
One purpose of the Committee is to help the state analyze and modify the system of long-term 
care. 

Consumer Partners and Consumer Involvement in Planning Activities 

The Consumer Task Force oversaw the development of this application and identified the issues 
that needed to be addressed to make long-term care truly responsive to individuals with 
disabilities or long-term illness.  Consumers attended meetings, provided input and reviewed 
drafts of the grant application. 

Consumer Partners and Consumer Involvement in Implementation Activities 

The Strategic Planning Committee will oversee the implementation of grant activities.  
Responsibilities include being involved in the strategic planning process and implementation of 
the action plan.  Strategic Planning Committee members will play an essential role in reviewing 
bids, awarding contracts and monitoring the progress of grant activities.   
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Public Partners 

 Kansas Department of Social and Rehabilitation Services. 
 Kansas Department on Aging. 
 Wichita State University. 
 Kansas State University. 
 Kansas Ryan White C.A.R.E. Program of the Kansas Department of Health and Environment. 
 Kansas Long-Term Care Ombudsman. 
 Kansas Health Care Association. 
 Kansas Department of Human Resources. 
 Kansas Department of Transportation. 

Private Partners and Subcontractors  

 Kansas University Affiliated Program. 
 Kansas Council on Developmental Disabilities. 
 Kansas Association for the Medically Underserved. 
 Area Agencies on Aging. 
 Keys for Networking. 
 Statewide Independent Living Council of Kansas. 
 Kansas Association of Centers for Independent Living. 
 Kansas Advocates for Better Care, Inc. 
 Brain Injury Association of Kansas and Greater Kansas City. 
 American Association of Retired Persons. 
 Self-Help Network of Kansas. 
 Families Together, Inc. 
 The ARC of Kansas. 
 National Alliance for the Mentally Ill. 
 Topeka Independent Living and Resource Center. 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public Partners 

The following participated as members of the Consumer Task Force and provided input into the 
development of the grant application: 

 Wichita State University. 
 Kansas University. 
 Kansas Department on Aging. 
 Kansas Ryan White C.A.R.E Program. 
 Office of the State Long-Term Care Ombudsman. 
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Private Partners 

The following participated as members of the Consumer Task Force and provided input into the 
development of the grant application: 

 Johnson County Commission on Aging. 
 Self Advocates Coalition of Kansas. 
 Kansas Alliance for the Mentally Ill. 
 High Plains Independence. 
 Spirit III, Inc. 
 P.O. Club, Inc. 
 LINK, Inc. 
 North Central-Flint Hills Area Agency on Aging. 
 American Association of Retired Persons. 
 Kansas Association of Centers for Independent Living. 
 Topeka Independent Living Resource Center. 
 Sunshine Connection, Inc. 
 ConnectCare. 
 Keys for Networking. 
 Kansas Advocates for Better Care, Inc. 
 Brain Injury Association of KS and Greater KC. 
 The ARC of Kansas. 
 Self Help Network of Kansas. 
 Families Together, Inc.  

Public and Private Partnership Development/Involvement in Implementation  

Public Partners 

Representatives from various state agencies will serve on the Strategic Planning Committee.  It is 
expected that selected state-funded educational institutions will be assigned key roles in many of 
the activities upon approval from the Strategic Planning Committee.  

Private Partners 

Representatives from various advocacy organizations, consumer run organizations, coalitions and 
ILCs will participate in the development of the strategic plan and 3-year action plan.  Some 
members of the Strategic Planning Committee will review bids and award contracts to complete 
the activities of this grant.  Various private partners will review and evaluate the progress of 
contractors in the completion of set goals. 

Oversight/Advisory Committee 

The Strategic Planning Committee will provide oversight for all grant activities.  The Project 
Director will present monthly reports on all subcontracted activities to the Committee for 
evaluation and feedback.  In addition, semiannual reports to CMS will be provided to members of 
the Strategic Planning Committee for their review. 
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Formative Learning and Evaluation Activities 

The status of each activity will be provided on a monthly basis to the members of the Strategic 
Planning Committee.  The activities will be reviewed and evaluated to determine any necessary 
revision to the original planning. 

Evidence of Enduring Change/Sustainability 

The intent of this application is not to engage in activities which will require ongoing support, but 
rather to develop the strategic plan for continued support of a system of long-term care in Kansas 
which makes in-home and community services as accessible as institutional long-term care 
services.  All activities under this project are intended to be temporary activities which develop 
the capacity of the state to sustain ongoing change processes. 

 Maintenance and implementation of the strategic plan after the project period will be 
accomplished as a routine part of program operations.   

 Capacity building activities are intended to be interventions which include building the 
capacity of the state to define and develop necessary services to meet the needs of individuals 
with disabilities to remain in their communities.   

 Testing of screening instruments will not be ongoing beyond the project period.  If the results 
of the Hospital Diversion Project are positive, institutionalizing the practices will not require 
ongoing support.   

 Ongoing modification and updating of educational materials can be absorbed into existing 
program costs following the development and initial concentrated presentations during the 
project period. 

Geographic Focus 

Statewide. 
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LOUISIANA 

Identified Problems with the State’s Long-Term Care System 

 Institutions are utilized more than community services. 

 Lack of community housing alternatives. 

 Uncoordinated access across LTC programs. 

 Difficulties recruiting and retaining personal assistants. 

 Insufficient funding for current waiver programs. 

 Lack of consumer direction of caregivers. 

Perceived Strengths 

 Creation of a Disability Services and Supports System Planning Group (DSSSPG) and a 
Consumer Task Force (CTF) to design and implement effective and enduring change in 
community long-term supports systems.  The CTF functions as the steering committee for the 
larger DSSSPG.  The activities of these groups will be largely funded with Real Choice grant 
funding but are also supported by in-kind from participating state agencies. 

 Louisiana has very involved and active stakeholders from all perspectives—consumers, 
providers, state agencies, legislators, community leaders—who are committed to improving 
the long-term care system of services and supports. 

 The Department of Health and Hospital’s vision is to move towards a continuum of long term 
care services, which will increase the availability of community-based services for the elderly 
and individuals living with disabilities.  Support of this vision has been demonstrated by 
increased funding from the legislature for home and community-based waiver services—an 
average annual expenditure growth rate of about 29 percent from FY95–96 to FY02–03.  

 Dedication of a portion of interest earnings on a trust fund to increasing community-based, 
long-term care services and supports.   

Primary Focus of Grant Activities 

 Support the planning process of the CTF and DSSSPG. 

 Develop and implement consumer-direction in HCBS waivers. 

 Develop and implement a Workforce Development Project. 

 Develop and implement Housing Pilot Projects. 
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Goals, Objectives, and Activities 

Overall Goal.  Identify and implement enhancements to the LTC infrastructure that will 
dramatically move the state away from a reliance on institutional care, by demonstrating cost 
efficiencies, improved consumer satisfaction and outcomes, and increased integration of a full 
continuum of long-term care services. 

Goal.  Support the planning process of the CTF and DSSSPG. 

Objectives/Activities 

 Provide CTF and collaborators with information regarding Louisiana’s long-term care 
services and supports and community-based, long-term care initiatives in other states that may 
be applicable in Louisiana for planning purposes.  This information will be obtained from 
CMS, other states, conferences, Real Choice technical assistance grantees and other sources. 

 Conduct public forums to both inform consumers about the options for long-term care 
systems change and to obtain their input into the planning process. 

 Develop an annual report of recommendations to be submitted to the Secretary of the 
Department of Health and Hospitals (DHH) and other applicable entities to improve the long-
term services and supports system.  Evaluate recommendations annually and update as needed 
to reflect objectives achieved or modified. 

Goal.  Develop and implement Consumer Direction in HCBS waivers. 

Objectives/Activities 

 Develop and implement training materials to enhance consumer self-determination (e.g., 
hiring, firing, supervising) in employing frontline workers. 

 Develop and implement project evaluation materials to enable implementation of consumer 
direction in HCBS waivers. 

 Adapt HCBS waiver administrative processes to allow use of fiscal agents. 

Goal.  Develop and implement a Workforce Development Project. 

 Establish methods for assessing the impact of the proposed project on professionalization of 
the Direct Support Specialist (DSS) workforce.   

 Develop a competency-based DSS curriculum reflecting stakeholder input.   

 Recommend a “career ladder” framework that ties demonstrated competency to wage and 
benefit increases based on a proposed system of credentialing. 

 Conduct outreach and training to raise consumer/family awareness of proposed DSS 
credentialing system and enhance their self-determination, knowledge, and responsibilities 
(e.g., selecting, training, supervising) related to DSS. 

 Host a DSS “Summit” to share information and establish consensus on key issues among 
stakeholders. 
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Goal.  Develop and implement Housing Pilot Projects. 

 Establish partnerships between housing stakeholder groups in three regions. 

 Conduct housing needs assessments. 

 Develop how-to procedures for publication describing best practices. 

 Ensure consumers are aware of, and have access to, housing options. 

 Conduct a Statewide Housing Summit in collaboration with and funded by the Medicaid 
Infrastructure grant.   

 Establish a housing network in three regions of the state and develop collaborative 
partnerships to identify and implement strategies to overcome housing barriers. 

 Establish a Statewide Housing Network to identify and overcome housing barriers in 
Louisiana’s rural communities, whose activities will be similar to those of the Regional 
Housing Networks. 

Key Activities and Products  

 Provide staff, meeting space, educational opportunities, and consultants to support and inform 
the CTF and DSSSPG as they continue to recommend programmatic direction.   

 Hold a series of public forums in all regions of the state to both inform consumers about the 
options for long-term care systems change and to obtain their input into the planning process.   

 Develop and implement administrative processes including systems programming, training 
materials, and project evaluation materials to enable implementation of consumer direction in 
HCBS waivers. 

 Develop competency training curriculum and career ladder recommendations aimed toward 
professionalizing personal assistance workers. 

 Develop guidelines for establishing local coalitions to address housing issues. 

 Establish three regional housing networks, as well as a statewide housing network for rural 
communities, and develop collaborative partnerships to identify and implement strategies to 
overcome housing barriers. 

Consumer Partners  

 The Consumer Task Force (CTF) comprises 22 members, including six consumer 
representatives (for the elderly and each disability group—developmental disabilities, mental 
illness, physical disabilities) as well as numerous advocacy groups, three state agencies, two 
legislators and providers.  

 DSSSPG is the larger group for which the CTF serves as steering committee.  This larger 
group consists of consumers, family members, advocates, interested citizens, state staff, 
providers, facility administrators, etc.  The participants vary from meeting to meeting, but 
generally include more than 40 individuals. 

 Consumer Direction Workgroup includes several waiver consumers, advocates and state 
agency staff as well as DHH contractors.   
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Consumer Partners and Consumer Involvement in Planning Activities 

 The DHH sponsored several public forums for consumers, providers, and other stakeholders 
to solicit information on current needs, perceptions of gaps in the system, and response to 
DHH’s vision for improving Louisiana’s LTC system.  This information was then 
incorporated into DHH’s vision for a community-based, LTC system to reduce the reliance on 
institutions. 

 The Louisiana People’s Olmstead Planning Group (LaPOP) and its subcommittees convened 
a series of meetings to identify consumer concerns about Louisiana’s LTC system and 
consumer-preferred options for LTC reform.  Consumer input was reflected in prioritizing 
which goals would be pursued under the grant.   

 Some members of the Consumer Direction Workgroup assisted in developing the CD 
component of the grant application. 

 Consumers also helped draft the grant and reviewed the application.  

 The original grant was reworked for the second round opportunity with direction, review and 
approval from the CTF/DSSSPG. 

Consumer Partners and Consumer Involvement in Implementation Activities 

 A consumer-driven process will guide all planning activities of the project.  This process will 
utilize the DSSSPG, under the direction of the CTF, which includes individuals with 
disabilities and/ or chronic illness who rely on long-term services and supports, as well as 
other stakeholders.  These groups’ activities will be identifying opportunities for improving 
the LTC system as well as continuing to participate in and monitor grant activities.   

 Consumers will be actively involved in the design, implementation, evaluation, and reporting 
of project activities through their involvement in demonstration projects and with the public 
forums that will be conducted under this grant.   

 The Consumer Direction workgroup is now assisting DHH in developing criteria and 
processes for Consumer Direction and will monitor the pilots in the three regions.  It is also 
anticipated that the consumer members of the group may be participants in the pilot and that 
the advocates and other state agencies will assist in recruiting other participants for the pilots.   

Public Partners 

 Disability Services and Supports System (DSSS) Planning Group. 
 Governor’s Office of Disability Affairs (GODA). 
 Governor’s Office of Elderly Affairs (GOEA). 
 LSU Health Sciences Center—Human Development Center (LSU HDC). 
 Department of Social Services—Louisiana Rehabilitative Services (LRS). 
 Department of Transportation and Development—Elderly and Disabled Program. 
 Department of Labor.  
 Department of Education—Special Populations. 
 Public Housing Authorities. 
 Vocational-Technical Schools. 
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 State Planning Developmental Disabilities Council. 
 Louisiana Technical Assistance Network (LaTAN). 
 Legislators. 

Private Partners and Subcontractors  

 The ARC of Louisiana and local ARCs. 
 Supervised Independent Living Center. 
 Mental Health Association of Louisiana. 
 National Alliance for the Mentally Ill. 
 AARP. 
 Center for Independent Living. 
 Louisiana Citizens for Action Now (LaCAN). 
 Brain Injury Association of Louisiana. 
 Alliance of Louisiana Schools for the Mentally Retarded. 
 Citizens Care. 
 Louisiana Nursing Home Association. 
 Families Helping Families. 
 Local Councils on Aging. 
 Case Managers Association. 
 Ramps, Rails and Renovations. 
 St. Francis House (ADHC). 
 Independent Living, Inc. 
 Community and Residential Services Association (CARSA). 
 Home Health agencies. 
 Mental Health Advocacy Service. 
 Advocacy Center. 
 Louisiana Assisted Living Association. 
 PACE of Louisiana. 
 Multiple Sclerosis Society. 
 Alzheimer’s Association.  

Public and Private Partnership Development/Involvement in the Planning Phase 

Public 

Lead agency staff as well as staff of the Governor’s Office of Disability Affairs, the State 
Planning Council on Disability Affairs and the LSU HSC Human Development Center utilized 
information obtained in the public forums noted above and developed original drafts for the grant 
projects and the application. 

Private 

A small group of stakeholders, including LaCAN, the ARC of Louisiana, the Advocacy Center, 
AARP and Citizens Care, collaborated with the public partners in developing the concept of the 
grant and identifying and prioritizing goals and objectives.  A series of meetings were held to 
review and discuss the drafts among the stakeholders. 
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Public and Private Partnership Development/Involvement in Implementation  

Public 

 Public partners will participate in the CTF/DSSSPG by providing information, discussing 
ideas from other states and identifying opportunities for improvements in their own agency’s 
operations.   

 Governor’s Office of Disability Affairs will support the operation of the CTF/DSSSPG. 

 LSU HSC Human Development Center will conduct the workforce development pilot and the 
housing network pilots.  

Private 

 Private partners will participate in the CTF/DSSSPG by providing information, discussing 
ideas from other states and identifying opportunities for improvements in the long-term care 
system in Louisiana.   

 Private partners will be involved in the Workforce Development Pilot and in assessing all 
other grant activities.   

 The contractors will provide necessary support to the Consumer Direction project, including 
the financial aspects related to being an employer. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

 Some existing housing networks for the mentally ill will be used as a base for the regional 
housing networks. 

 Existing partnerships with vocational/technical schools will be used as a base for the 
workforce development pilot.   

 Existing partnerships among state agencies and stakeholders will be utilized and expanded to 
support the activities of the CTF/DSSSPG.  

 DHH is the grantee for both the Medicaid Infrastructure Grant and for the Real Choice 
Systems Change Grant.  One of the Real Choice activities will be to conduct a statewide 
Housing Summit in collaboration with and funded by the Medicaid Infrastructure Grant. 

Oversight/Advisory Committee 

The CTF comprises individuals representing elderly persons, adults with disabilities, persons with 
developmental disabilities or mental health diagnoses, state agencies, legislators, advocacy 
organizations, provider organizations and other stakeholders.   

 The CTF will participate in pilots included in grant activities and will have opportunities to 
make further recommendations relating to the pilots. 

 Periodic reports on grant activities and reports of grant expenditures will also be presented to 
the CTF. 
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Formative Learning and Evaluation Activities 

Each demonstration will include data collection activities.  Analysis of the data collected, as well 
as feedback from pilots and public meetings, shall be utilized to evaluate project activities and 
shape future planning and further implementation of the pilots, or to identify needed 
modifications. 

Evidence of Enduring Change/Sustainability 

 Consumer direction will be incorporated into existing waivers.  Consumer direction pilot 
activities are intended to put the necessary systems in place to permit consumer direction 
options in all of the waivers.  This includes system changes as well as creation of fiscal agents 
and administrative processes to support individuals opting for consumer direction in the 
provision of community-based long term care services.  Fiscal agent costs will be borne out of 
the costs currently paid as part of providers’ overhead costs. 

 The Workforce Development initiative will be incorporated into vocational/technical training 
programs and provider training programs via the curriculum developed. 

 Housing networks will be sustained through the involvement and education of local housing 
authorities, consumers and community leaders. 

 The CTF and demonstration projects will utilize continuous quality improvement systems to 
ensure an on-going assessment, planning and evaluation of long-term care services.   

 Because the CTF and DSSSPG are legislatively authorized through June 30, 2005, it is 
anticipated that the recommendations developed annually and potentially implemented by the 
affected agencies will continue beyond grant funding.   

Geographic Focus 

 Statewide for CTF/DSSSPG and the Workforce Development initiatives.   

 Three regions for the Consumer Direction pilots and three regions for the housing coalitions 
(one region per year). 
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MISSISSIPPI 

Identified Problems with the State’s Long-Term Care System 

 Need for a more person-centered and hands-on approach by case managers and therapists as 
part of the community support system. 

 Need for improvements in the quality of supports, to be based on individual preferences.   

 Inadequate transition support for individuals discharged from state psychiatric hospitals and 
crisis centers. 

 Gaps in services for individuals with serious mental illness and dual diagnosis.  

 Lack of collaboration with family members. 

 Inadequate advocacy on behalf of individual mental health clients. 

 Concerns about losing SSI, SSBI and other financial assistance for mental health clients who 
undertake work. 

 Lack of support in accessing safe, affordable housing.  

 Lack of flexible funding for support services that otherwise can not be accessed.   

Perceived Strengths 

 Strong long-term administrative leadership as well as legislative and gubernatorial support of 
community-based continuity of care.   

 Strong interagency collaboration with the Division of Medicaid.   

 The Department of Mental Health (DMH) is actively involved in the Mississippi Access to 
Care Plan (House Bill 929), a comprehensive ten year plan to address the needs and expand 
service options for persons with disabilities.  These include persons with mental illness, 
mental retardation/developmental disabilities, and physical disabilities, as well as elderly 
persons with disabilities.   

 DMH is committed to establishing and maintaining partnerships with consumers and families 
as reflected through participation by consumer and family members as chair persons and 
members of several task forces and coalitions throughout the state, and as participants in the 
peer review process of the Mental Health Association’s regular monitoring program.  

Primary Focus of Grant Activities 

 Improve quality of life for adolescents and adults with severe mental illness or dual diagnosis. 

 Train stakeholders in the Person Centered Planning (PCP) process in three selected mental 
health regions. 

 Collaborate with current support systems to demonstrate the PCP process. 

 Document the individual-level cost effectiveness of the PCP process. 

 Document improvements in the quality of supports based on the PCP model. 
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Goals, Objectives, and Activities 

Overall Goal.  Introduce the PCP process to Mental Illness Management and Intensive Case 
Management (MIMS) services to reduce the need for unnecessary hospitalization and improve 
quality of life for adolescents and adults with serious mental illness or dual diagnosis. 

Goal.  Review MIMS and Intensive Case Management services and introduce the PCP process. 

Objectives/Activities 

 Identify current supports and key stakeholders in three Community Mental Health Regions.   

 Select co-facilitators for the PCP process from each pilot region (the MIMS provider, the 
Intensive Case Manager, a Regional Support Coordinator, and a peer specialist). 

 Make initial modifications to the existing developmental disabilities PCP process for use with 
adolescents and adults with mental illness or dual diagnosis, based on evaluation by the Real 
Choice project evaluator, Advisory Committee recommendations and input from peer 
specialists.  

 Conduct introductory workshops for Community Mental Health professionals on how to use 
the PCP process in a regional mental health center. 

 Conduct multiple demonstrations of the PCP process and two annual follow-up trainings for 
the staff of the three pilot centers, as well as members of the Advisory Committee.  

 Provide the selected peer specialists with training, support and technical assistance.  

Goal.  Implement the PCP model in participating Community Mental Health Regions and 
conduct ongoing evaluation of model effectiveness. 

Objectives/Activities 

 Conduct PCP meetings with four individuals with mental illness and staff in each of the three 
pilot centers in order for staff to thoroughly understand the PCP process.   

 Document staff activities and individual outcomes to make recommendations for systems 
change.  An activity log will be used by every staff person involved with each of the four 
individuals at each of the three centers.  

 Implement evaluation methods and the PCP survey instrument, to be used annually with all 
participants to collect anecdotal information on the use of PCP. 

 Conduct process evaluation of the impact on PCP participants, including consumers and 
service providers, and incorporate evaluation findings into the model.  

 Document the individual-level cost effectiveness of the PCP process. 

 Analyze community support systems in the three pilot Mental Health Regions regarding the 
availability of services and gaps in services identified by the PCP process.  

 Develop recommendations directed to the Department of Mental Health and the Division of 
Medicaid for using the PCP process as an alternative to the current Comprehensive Treatment 
Plan. 

 Develop a final product that would include instructions for use and anecdotal information 
designed to help other professionals implement the PCP model. 
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Goal.  Publish and disseminate findings on the implementation of the model. 

Objectives/Activities 

 Prepare PCP co-facilitators at the pilot project sites to train others in the process. 

 Publish and present PCP process and project findings, including quality of services and cost 
effectiveness data, at state and national conferences. 

Key Activities and Products  

 Review the MIMS and Intensive Case Management systems and introduce the PCP process to 
meet the needs of adolescents and adults with mental illness or dual diagnosis.  

 Train professionals and peer specialists from each of the three participating Community 
Mental Health Regions to use the PCP model. 

 Implement the PCP model in the three participating Community Mental Health Regions and 
conduct ongoing evaluation of the effectiveness of the model. 

 Incorporate evaluation findings into the model and revise as necessary. 

 Publish and disseminate findings of the implementation of the model at state and national 
conferences. 

Consumer Partners  

 Peer specialists and consumers from the three pilot projects. 

 Mental Health Association of Mississippi (MHAM) is an advocacy organization that is 
consumer driven and operated.  

 National Association of Mental Illness (NAMI) is an advocacy organization that includes 
consumers and their families. 

 The Advisory Committee for the Real Choices Grant will include consumers.  

Consumer Partners and Consumer Involvement in Planning Activities 

MHAM and NAMI reviewed the grant application and were involved in meetings to discuss the 
project activities and proposed outcomes. 

Consumer Partners and Consumer Involvement in Implementation Activities 

 Peer specialists at each of the regional mental health centers will be involved in implementing 
the PCP process, monitoring the progress of individuals, and evaluating the model for 
potential systems change. 

 Consumer partners will be involved in initial training during Year One of the project.  During 
Year Two, consumer involvement will increase with the evaluation and planning processes 
for reviewing project goals and developing recommendations for systems change. 
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Public Partners 

 Mississippi Council on Developmental Disabilities (MS-CDD). 
 Department of Rehabilitation Services. 
 The University of Southern Mississippi—The Institute for Disabilities Studies, Home of Your 

Own Program. 
 The University of Southern Mississippi—Department of Curriculum, Instruction and Special 

Education. 
 The University of Mississippi—Department of Psychology. 
 Office of Medicaid. 

Private Partners and Subcontractors  

 Mental Health Association of Capital Area (MHAC). 
 The Mental Health Association of Mississippi (MHAM). 
 National Association for the Mentally Ill (NAMI). 
 Mississippi ARC (Association for the Rights of Citizens with Disabilities). 
 Employment for All. 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public 

 The University of Mississippi and the University of Southern Mississippi co-authored the 
Grant application and provided the structure for implementation activities, training content, 
and project evaluation procedures.  

 Council on Developmental Disabilities, Office of Medicaid, and USM-Home of Your Own 
advised and recommended procedures for Grant implementation strategies. 

Private 

 MHAM and NAMI reviewed the grant application and were involved in meetings to discuss 
the project activities and proposed outcomes. 

 ARC, Employment for All and NAMI also provided technical assistance in the form of 
recommendations for project implementation strategies.  

Public and Private Partnership Development/Involvement in Implementation  

Public 

 The Department of Rehabilitation Services will provide the necessary contact with Ticket to 
Work staff and attend the PCP meetings at the three pilot centers to advise individuals on next 
steps towards employment.   

 The Home of Your Own program staff at the University of Southern Mississippi will supply 
linkages to housing options as requested by individuals involved in the PCP process.  

 The Council on Developmental Disabilities’ Executive Director will assist with training and 
demonstrations of the PCP process, and will be involved in an advisory capacity in studying 
evaluation results and making systems change recommendations. 
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 The University of Southern Mississippi—Department of Curriculum, Instruction and Special 
Education and The University of Mississippi—Department of Psychology will provide staff to 
implement the project, evaluate the project and assist in making systems change 
recommendations.  

 The Office of Medicaid will be involved in the evaluation of unique activities in 
implementing the PCP process as used by staff of the three pilot centers. 

Private 

 The MHAM will provide input regarding the PCP process and outcomes, both for the 
individual and the system, through MHAM advisory committees and MHAM-sponsored 
conferences. 

 Employment for All, a private nonprofit, and MS ARC will provide training and technical 
assistance to the three centers. 

 NAMI will conduct family training events, incorporating PCP awareness training into the 
schedule, and will provide peer specialist training.  Trained peer specialists will work 
collaboratively with the pilot centers staff. 

 Mental Health Association of Capital Area (MHACA) will conduct provider training and will 
be involved in monitoring and evaluation.   

 There will be collaboration on training and awareness efforts throughout the project among 
MHACA, MHSM, and NAMI.  

Oversight/Advisory Committee 

The Advisory Committee comprises approximately 30 members, including representatives from 
the three pilot centers (staff, administration and consumers), peer specialists, representatives from 
the public partners (MS-CDD, USM,  UM, Medicaid) and the private partners (MS-ARC, 
Employment for All, NAMI). 

 Reports will be provided to the Advisory Committee documenting the impact of the pilot 
project on the quality of services, which will include feedback from both the providers and 
consumers.  

 The Advisory Committee will meet biannually to review and evaluate project activities and 
make recommendations for next steps and changes in the use of the PCP process. 

 The Advisory Committee will develop recommendations targeted to the Department of 
Mental Health and the Division of Medicaid concerning systems change needs that may be 
indicated as a result of the PCP pilots.  

Formative Learning and Evaluation Activities 

 Evaluation of the project will occur at every PCP meeting, both the initial meetings and the 
follow-up meetings, to determine if targeted outcomes for the individuals are being reached.   

 The Advisory Committee will receive reports, review and evaluate project activities, and 
make recommendations for any necessary changes in project strategies. 
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Evidence of Enduring Change/Sustainability 

 Lower costs of care will benefit the community and the mental health system.  Most 
importantly, it will serve as a demonstration for statewide, long term reform in community 
mental health services. 

 The new Medicaid funding stream, Mental Illness Management Services and intensive case 
management, is expected to provide permanent funding of case management positions at 
community mental health centers that can maintain the use of the PCP process and implement 
a new reimbursement mechanism for the unique activities suggested by the PCP process.  

 Throughout the piloting process of PCP, the mindset of everyone involved is shifting towards 
viewing individuals with mental illness as capable individuals, willing and able to contribute 
to their home communities.  

Geographic Focus 

Three Community Mental Health Regions:  Regions 6 (Greenwood), 13 (Gulfport), and 15 
(Vicksburg). 
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MONTANA 

Identified Problems with the State’s Long-Term Care System 

 Transportation needs of persons with disabilities are not being fully met, which is a 
fundamental barrier to employment, social activities, and medical appointments. 

 Consumers (persons with disabilities, seniors, other transportation disadvantaged) have not 
been actively invited or involved in the process to increase transportation resources. 

 State agencies want to assist in providing coordinated planning and services, but lack 
comprehensive statewide data. 

Perceived Strengths 

 The Montana Department of Public Health and Human Services, Developmental Disabilities 
Planning and Advisory Council, Montana Vocational Rehabilitation (MVR) Program, the 
Statewide Independent Living Council (SILC) and Independent Living Centers (CILs) have 
developed a coalition of partners called the Montana Transportation Partnerships (MTP).  
MTP has been meeting for over two years to develop a plan to encourage systems change in 
the area of transportation. 

 Montana Home Choice Coalition has been meeting for one year and is dedicated to providing 
affordable, quality housing for seniors, adults, children and families with disabilities. It 
includes the following agencies and organizations: Developmental Disabilities Service 
Providers, Governor’s Council on Disabilities, Mental Health Association of Montana, 
Montana Children’s Initiative, Department of Commerce Housing Division: HOME Program,  
Montana Department of Public Health and Human Services Disability Services Divisions: 
Developmental Disabilities, Senior and Long Term Care, and Addictive and Mental 
Disorders. 

Primary Focus of Grant Activities 

 Develop and implement a coordinated and efficient transportation system. 

 Modify the long-term care system to create a service delivery system that empowers choice 
and enables individualized funding portability.  

 Support consumers, their families and providers with information, training, and technical 
assistance for their participation in the new system. 

 Increase accessible and affordable housing for people with disabilities.  

Goals, Objectives, and Activities 

Overall Goal.  Make enduring changes in the state’s transportation systems, create affordable 
rental and homeownership opportunities for people and families with disabilities, and promote 
and strengthen partnerships between families, consumers, service providers and state 
Developmental Disabilities program staff. 
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Goal.  Increase transportation options for people with disabilities. 

Objectives/Activities  

 Build or support two coordinated transportation models, which will be implemented as a pilot.  
The pilot will be then evaluated to determine if that project can be replicated in other 
communities statewide.  

 Identify Intelligent Transportation Systems technologies and other coordination tools and 
develop system requirements for a statewide transportation computer system. 

 Develop and implement a coordinated transportation system in two communities in Montana.  
The system will provide transportation services to all persons with disabilities and will 
provide a replicable model for the state. 

Goal.  Increase housing options for persons with disabilities. 

Objectives/Activities 

 Strengthen the Home Choice Coalition, which includes consumers with disabilities; disability 
advocates; affordable housing providers; housing officials; disability related and other service 
providers; officials directing publicly funded disability related services; local, state, and 
federal government public officials; and the banking and housing finance industry.  

 Establish and adopt formal structure for Coalition leadership and participation to ensure that 
all stakeholders participate in decision making. 

 Establish HomeChoice Mortgage Home Ownership Pilot project in Bozeman, Butte, Helena, 
and Missoula. 

 Formalize links to existing home ownership networks around the state, and to Section 8 
homeownership vouchers programs and to Individual Development Accounts, Family Self-
Sufficiency, and HomeStart savings accounts programs where available. 

 Identify existing specialized homeownership curriculum materials to meet unique needs of 
people and families with disabilities, or develop such materials and disseminate them to 
exiting home ownership networks. 

 Provide direct education and training through presentations at three Department of Public 
Health and Human Services disability-related divisions’ annual conferences, and the Montana 
Board of Housing Affordable Housing conference. 

 Provide housing development specific trainings targeted to the disability community in three 
geographic regions of the state:  western, central, and eastern Montana. 

 Maintain and document general telephone and email technical assistance to disability 
community to provide guidance on general housing practices and regulation, referral to other 
resources, and linkages to relationships and partnerships between housing, service, and 
finance communities. 

 Complete statewide housing needs study of people and families with disabilities in 
coordination with Montana Department of Commerce Housing Division Consolidated Plan, 
and the Montana Department of Public Health and Human Services. 
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 Develop a minimum of sixteen community housing opportunities for people with disabilities 
each year. 

 Assist at minimum 10 individuals/families with disabilities to obtain home ownership by 
partnering with existing home ownership networks. 

 Advocate and promote Coalition initiatives within housing, service, and finance communities 
to foster partnerships and to educate policy makers. 

 Provide annual data regarding the housing needs of people with disabilities to entities that 
have a role in creating subsidized housing, including the state consolidated plan, the low-
income housing tax credit allocation process, the Section 8 program annual plan, and local, 
community level housing needs processes. 

Goal.  Promote and strengthen partnerships between Families, Consumers, Human Service 
Providers, and State Developmental Disabilities Program Staff. 

Objectives/Activities 

 Establish Project Advisory Committee consisting of project staff, family members, consumers 
and others. 

 Establish curricula committee to make curricula revisions. 

 Develop plan for collaborative project activities with key contact persons. 

Goal.  Revise existing curricula to reflect current changes in the Montana Developmental 
Disability Program and provide training geared toward parents, advocates and self-advocates. 

Objectives/Activities 

 Revise curricula which is designed specifically for Montana Self-Advocates. 

 Develop and implement a 3-year plan for participant recruitment across all regions. 

 Educate parents, advocates, and self-advocates throughout the state resulting in more 
informed choice regarding systems change and “individualized services.” 

Goal.  Promote project sustainability through technical assistance and information dissemination 
to provider agencies and other interested persons, which may result in continued training 
availability. 

Objectives/Activities 

 Develop materials to be used for recruitment and public awareness. 

 Place program description and information on STEP, Inc. Website and link with other 
available related Websites. 

 Provide personal presentation to interested statewide committees for recruitment and 
information dissemination. 

 Explore options and develop plan for the continued availability of ongoing training sessions 
following grant completion. 
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Goal.  Develop a new software program to enable the state to provide individualized services. 

Objectives/Activities 

 Design and develop new software system. 

 Train consumers, advocates, and providers in the operation of the new system. 

Key Activities and Products  

 Redesign Montana’s contracting and billing system to promote individualized funding and 
choice in service delivery and rewrite Oracle software program to meet these requirements.  

 Revise existing curricula for parents, advocates, and self-advocates to reflect changes in the 
Montana Developmental Disability Program and provide training and technical assistance in 
its use.  

 Establish HomeChoice Mortgage Home Ownership Pilot project in four cities.  Assist at least 
10 individuals/families with disabilities to obtain home ownership through partnering with 
existing home ownership networks. 

 Identify existing homeownership curriculum materials to meet needs of people with 
disabilities or develop such materials, and provide to existing home ownership networks.  

 Develop at least 16 community housing opportunities for people with disabilities annually.  

 Provide training and technical assistance on the housing development process, supportive 
housing concepts, home buying assistance, universal design, and housing advocacy.  

 Assist two communities in developing coordinated transportation plans that meet the specific 
needs of the disabled population and other persons with transportation problems.  

 Plan for and build or support two coordinated transportation models that can be replicated 
statewide.  

 Identify Intelligent Transportation Systems technologies and other coordination tools and 
develop system requirements for a statewide transportation computer. 

Consumer Partners  

 The Consumer Task Force comprises consumers and their families, self-advocates and 
representatives of independent living centers.  

 Consumers are members of Montana Transportation Partnerships and the Montana Home 
Choice Coalition.  

 The Grant’s Empowering Project Advisory Committee consists of consumers, family 
members, project staff, and public agency staff. 

 The Individualized Services Committee consists of public agency staff, private providers, 
consumers and family members. 
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Consumer Partners and Consumer Involvement in Planning Activities 

Public partners, private partners, the MTP, the Montana HomeChoice Coalition, the Empowering 
Project Advisory Committee and the Individualized Services Committee members who worked 
on the initial application also worked on the revised application. 

Consumer Partners and Consumer Involvement in Implementation Activities 

 Consumers and advocates will participate in grant activities in their roles as members of the 
Montana Home Choice Coalition, the MTP, the Empowerment Project Advisory Committee, 
and the Montana Individualized Services Committee.   

 The Empowerment Project Advisory Committee provides vision and direction to the staff 
developing the curricula and implementing the training of those curricula. 

Public Partners 

 Montana Transportation Partnerships (MTP). 
 Montana Department of Transportation. 
 Western Transportation Institute (WTI). 
 Montana Home Choice Coalition.  
 Montana Department of Commerce Housing Division Consolidated Plan. 

Private Partners and Subcontractors  

 Independent Living Centers are members of MTP and the Montana Home Choice Coalition.  
 A.W.A.R.E. Inc., a nonprofit incorporated in the state of Montana, will serve as the contractor 

and fiscal agent. 
 STEP, Inc., a non-profit provider of services in Montana. 

Public and Private Partnership Development/Involvement in the Planning Phase 

Partners who worked on the initial application also worked on the revised application. 

 The MTP and the Montana Transportation Institute were responsible for completing the 
revision to their transportation project.  

 The Montana HomeChoice Coalition developed the housing project proposal, its timelines, 
budget revisions and named its coordinator. 

 The Empowerment Advisory Group met with the contractor and revised their initial proposal 
to fit the reduced funding level. 
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Public and Private Partnership Development/Involvement in Implementation 

 The MTP, the Montana HomeChoice Coalition, the Empowerment Advisory Committee and 
the Individualized Services Committee continue to meet regularly to be apprised of the grant 
progress, to advise project staff and to work in small groups to accomplish the goals of their 
projects. 

 The Montana HomeChoice Coalition has divided into small work groups that will focus on: 
coalition structure and maintenance; resource development, universal design and project 
design; and training, advocacy, technical assistance and education.  

 The Individualized Services Committee works with the MT DDP to develop a structure that 
will allow for individualizing services.  That structure is nearly complete and the Committee 
will begin working with providers of services to develop a statewide rate structure. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

Montana HomeChoice Coalition Partnerships to date include:  

Consumers with Disabilities; Consumer Credit Counseling; Developmental Disabilities Service 
Providers; Fannie Mae Montana State Partnership Office; Governor’s Council on Disabilities; 
Homeownership and Counseling Networks; HUD; Human Resource Development Councils; 
Independent Living Projects; Mental Health Association of Montana; Mental Health Service 
Providers; Montana Board of Housing; Montana Children’s Initiative; Montanans Concerned 
About Disabilities; MT Department of Commerce Housing Division: HOME Program, Single 
Family Program, Multi-family Program; Olmstead Planning groups; MT Department of Public 
Health and Human Services Disability Services Divisions:  Developmental Disabilities, Senior 
and Long Term Care, and Addictive and Mental Disorders; private banks; and the MT 
Association for the Blind.   

Relationships and partnerships become self-sustaining as they meet mutual needs.  The 
demonstrated effectiveness of these relationships and partnerships fostered by the Coalition will 
help to secure future funding from private and public grant resources.  Seeking such funding will 
be part of the Coalition’s efforts during the 3-year Systems Change Grant term. 

Oversight/Advisory Committee 

The Consumer Task Force has membership in the advisory committees for each of the four grant 
projects while the project staff and key public partners have oversight for all four of the projects. 

Formative Learning and Evaluation Activities 

 The project will identify problems, record them, track their status, and resolve them. 

 The Housing Coalition includes state officials who set policy on disability services as well as 
housing policy, thus enabling the Coalition partners to be well informed about pending 
changes in systems that could have negative impacts upon Coalition initiatives, and enabling 
early problem identification and solutions development to adapt to new conditions. 
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 Progress Reports regarding the achievement of Coalition goals and outcomes will be a regular 
agenda item at Coalition meetings.  Problems as well as successes will be identified and 
Coalition expertise and input will be sought to solve problems. 

 The Developmental Disabilities Program (DDP) plans to meet monthly with the 
Individualized Services Committee to obtain feedback on progress towards goals.  

 The DDP Grant Coordinator and the Individualized Services Specialist will meet at least 
monthly for the first year to review feedback and review constructive suggestions for 
modifying the current plan for development. 

Evidence of Enduring Change/Sustainability 

 MTP and WTI will provide a planning model for other Montana communities to replicate.  
The transportation system that is developed by WTI and the proposed statewide reporting 
improvements can serve as a foundation for a statewide coordinated transportation system that 
can improve services between communities. 

 WTI will evaluate the system and develop a sustainability report to determine if the 
transportation project is successful.  The sustainability report will outline how to continue the 
project and how to replicate successful portions elsewhere in communities in Montana.  
Funding sources for continuation or implementation will be included.  A turnover plan, for 
both the personnel component and the technological components, will be developed. 

 Building the sustainability of Coalition activities is an integral part of the Coalition’s work.  
No state general fund dollars will be needed to support the Coalition activities when the grant 
period ends.  The Montana HomeChoice Coalition has been coming together for the year prior 
to the awarding of the grant with the goal of creating additional affordable housing choices for 
all people in Montana with disabilities. 

 Resources developed with Grant funds will create permanent housing opportunities both in 
community living rentals and homeownership.  These housing opportunities will serve the 
housing needs of Montanans well beyond the 3-year term of this grant.  Permanency of the 
housing solution will be a major criterion in selecting specific projects. 

 Development activities, particularly those utilizing Low Income Housing Credits in multi-
family new construction and major rehabilitation, will generate developer fees of 10 percent 
to 15 percent of eligible project costs.  A portion of these fees will be available to fund future 
development activity after the grant funding ends.  The grant will create a sustainable housing 
development capacity that will continue after the term of the grant. 

 Training, technical assistance, and advocacy Coalition activities will endure beyond the grant 
period because they will build a permanent knowledge base and capacity for the disability 
community to effectively engage in housing development, and advocate for housing resources 
at the local and state level in the public housing needs identification processes. 

 Specific technical assistance and education components of Coalition activities will be targeted 
to acquire additional federal and private grant support.  The federal Department of Housing 
and Urban Development has a number of technical assistance grant categories that will be 
explored for future funding of these categories of activity. 
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Geographic Focus 

 The Transportation project will be implemented in two communities in Montana.  The 
technological component will be available to any community that chooses to replicate the 
project. 

 Housing development specific trainings targeted to the disability community will be provided 
in three geographic regions of the state:  western, central, and eastern Montana. 

 The Empowering Curricula and training will be conducted statewide. 

 Individualizing the state system of service delivery will affect services statewide. 
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NEVADA 

Identified Problems with the State’s Long-Term Care System 

 Lack of single agency responsibility for assessment, referral, and follow-up for families of 
Children with Special Health Care Needs (CSHCN), and lack of a single entry point (SEP) for 
community services, making it difficult for families to navigate the state’s fragmented system. 

 Lack of statewide comprehensive resource planning for CSHCN and no statewide approach to 
ascertain their medical and social service requirements. 

 Systems for collecting, analyzing, and disseminating data on CSHCN are inadequate or 
nonexistent. 

 Inadequate access to CSHCN programs, services, and supports are particularly acute in rural 
and frontier areas of the State, where specialized care and family-centered services are poorly 
developed or nonexistent. 

 Gaps in private and public insurance coverage for the unique medical care and service needs 
of CSHCN and their families. 

 Persistent shortage of health care professionals, human service workers, and care givers for 
CSHCN, made worse by a medical malpractice crisis. 

 The goal to improve community services and supports for CSHCN competes with other health 
care issues, public health priorities, and human service programs for limited state funding 
support.  (There is no state income tax.) 

 Limited state and local funds for adaptive/assistive technology and equipment for CSHCN 
and their families, such as electric wheel chairs and communication devices. 

 Lack of financial assistance for non-medical needs and services required by CSHCN and their 
families, such as respite care, transportation, and recreational activities. 

Perceived Strengths 

 A broad range of services and supports for CSHCN, including specialized clinical services, 
are increasingly available in the state’s two major urban areas, Las Vegas and Reno. 

 Targeted case management services, which assure continuity of medical care and related 
services, are increasingly available to CSHCN and their families. 

 Recently passed legislation (AB 513) supports the development of a comprehensive strategic 
plan for services to persons with disabilities.  

 Nevada’s underdeveloped public sector permits a greater degree of inter-agency collaboration 
and access by advocacy groups than is the case in most states. 

 Regional networks of organizations and groups dealing with CSHCN issues are small in 
number, yet represent an important, growing base upon which meaningful, statewide planning 
and collaboration can be built. 
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Primary Focus of Grant Activities  

Improve community-integrated, family-focused services and supports for CSHCN in Nevada. 

Goals, Objectives, and Activities 

Overall Goal.  Produce enduring improvements in the statewide system of integrated community 
services and supports for CSHCN and their families. 

Goal.  Complete a comprehensive, statewide needs assessment of the nature and magnitude of 
challenges facing CSHCN and their families. 

Objectives/Activities  

 Coordinate project data collection and needs assessment with similar activities undertaken by 
state agencies and task forces. 

 Develop the project’s overall action plan and related activities in conjunction with current 
state strategic planning efforts and the input of CSHCN families and advocates. 

 Prepare preliminary report on the major findings of the needs assessment for distribution to 
the CSHCN advisory council and key policymakers. 

 Prepare a final report for distribution to the public, key policymakers, and stakeholders. 

 Identify ongoing data collection and systems monitoring strategies, and continue CSHCN 
needs assessment data collection, surveillance, and interagency collaboration for project 
Years Two and Three. 

Goal.  Evaluate other states’ service delivery models and statewide planning approaches for 
CSHCN. 

Objectives/Activities 

 Complete data collection and evaluation of other states’ service-delivery and resource-
planning systems. 

 Coordinate analysis of service-delivery and planning-approach evaluation with similar 
activities undertaken by state agencies and task forces. 

 Prepare preliminary report on the major findings of evaluation and disseminate to the CSHCN 
advisory council and key policymakers. 

 Prepare a final report for distribution to the public, key policymakers, and stakeholders , and 
coordinate data dissemination with the state executive and legislative staff. 

Goal.  Develop a comprehensive set of public policy recommendations, proposals, and strategies 
aimed at improving community services and supports for CSHCN and their families. 

Objectives/Activities 

 Complete a final report—Strategic Plan for Children with Special Health Care Needs in 
Nevada—with findings and recommendations based on the comprehensive needs assessment 
and service-delivery evaluation completed in Year One.  Disseminate report to the public, key 
policymakers, and stakeholders.  
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 Establish budgetary requirements for proposed changes in service delivery and resource 
planning for CSHCN, including a request for incorporation into the executive budget. 

 Develop legislative strategy and proposals for the 2003 session of the state legislature, 
including recommendations for regulatory changes, changes in current financing-
reimbursement, and related fiscal impacts. 

 Establish an overall time frame for achieving the project’s goal of a coordinated, community-
integrated, and family-focused system of care and support for CSHCN and families. 

Goal.  Establish a Nevada Advisory Council on Children with Special Health Care Needs to 
guide project activities and serve as an ongoing forum for issues affecting CSHCN once the 
funding period of the proposed project has been completed. 

Objectives/Activities 

 Identify all CSHCN stakeholders and potential council members.  Council members will be 
selected by the Health Division in consultation with representatives of parent organizations 
such as Parents Encouraging Parents and Family Ties and the Maternal and Child Health 
Advisory Board, which includes consumer representation.    

 Conduct advisory council meetings—disseminate the results or outcomes of these meetings to 
stakeholders across the state. 

 Prepare evaluation report on “lessons learned” from the advisory council activities and their 
impact on real systems change for CSCHN. 

Goal.  Implement a statewide media campaign on issues and challenges facing CSHCN and their 
families. 

Objectives/Activities 

 Develop a CSHCN Website and CSHCN-related public service announcements and outreach 
in conjunction with the Nevada Broadcaster’s Association. 

 Evaluate the statewide media campaign and its impact on real systems change for CSCHN. 

Goal.  Implement three pilot projects to include an urban northern Nevada community, an urban 
southern Nevada community, and a rural frontier community. 

Objectives/Activities 

 Design and implement three pilot demonstrations based on the needs assessment, service-
delivery evaluation, and advisory council activities initiated in Year One of the project. 

 Evaluate pilot projects and their impact on real systems change for CSCHN. 

 Disseminate findings from pilot project evaluation to key policymakers and stakeholders. 

Key Activities and Products  

 Develop permanent data collection system that allows state policymakers, service providers, 
advocates, and families of CSHCN to evaluate service delivery models and planning 
approaches developed in other states and regions on an ongoing basis. 
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 Develop public policy initiatives, financing strategies, and a long-term strategic plan that 
provides concrete solutions to the medical care and service needs of CSHCN. 

 Implement a statewide multimedia campaign to raise awareness of issues affecting CSHCN 
and their families and improve outreach. 

 Establish a permanent statewide advisory council to guide project activities and serve as an 
ongoing forum for issues affecting CSHCN once the funding period of the proposed project 
has been completed. 

 Design, implement, and evaluate a three-community demonstration based on the findings of 
the needs assessment and advisory council activities in Year One of the project. 

Consumer Partners  

 The development of this application and the activities described in this proposal reflect the 
input and deliberation of families and advocates of children with special health care needs.  

 The Nevada Advisory Council on Children with Special Health Care Needs will include 
family members of CSHCN and disabilities advocates from across the state.   

Consumer Partners and Consumer Involvement in Planning Activities 

Proposed project activities were developed with the broad, collaborative input of parents of 
CSHCN and advocacy groups.  Consumers were involved as full partners in every step, from the 
initial meeting to the final product, including developing the initial concept, the goals, reviewing 
drafts and approving the final product.   

Consumer Partners and Consumer Involvement in Implementation Activities 

CSHCN families and advocates will participate with program staff in developing the project’s 
overall action plan and related activities.  

 The Advisory Council will help to develop, coordinate and implement the activities identified 
in the Strategic Plan, and will assist program staff and subcontractors with the establishment 
of project outcome and performance measures. 

 Parents, families, and other CSHCN-relevant stakeholders will actively participate in the 
development and implementation of the pilot demonstration.  

Public Partners 

 Division of Health Care Financing and Policy.  
 Division of Mental Health and Developmental Services.  
 Community Connections. 
 Department of Employment, Training, and Rehabilitation.  
 University of Nevada School of Medicine Office of Rural Health and Rural Clinics 

Community Outpatient Services. 
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Private Partners and Subcontractors  

 Developmental Disabilities Planning Council.  
 Nevada Disability Advocacy and Law Center. 
 Nevada Hispanic Services. 

Public and Private Partnership Development/Involvement in the Planning Phase 

The application was prepared by a committee comprising the public and private partners listed 
above and consumers, all of whom had full participation in the process.  They attended every 
meeting, provided input into the plan, reviewed drafts, and approved the final application that was 
submitted.   

Public and Private Partnership Development/Involvement in Implementation 

Public and private partners including those listed above will play a major role in the 
implementation of the project, as it is their services that must be pulled into a seamless system.  
They will be identified and surveyed and otherwise consulted through the needs assessment 
process, will provide input through the Advisory Committee, and will have key roles in 
establishing the sustainability of the project.  

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

 The development of a permanent data collection system for CSHCN will be linked with 
ongoing data collection and planning activities undertaken by the Nevada Department of 
Human Resources and will be coordinated with similar efforts being developed and 
implemented by the current Governor’s Task Force on Disability. 

 The development and implementation of the project’s pilot studies will also be informed by 
the needs and model approaches identified by the Governor’s Task Force on Disability. 

 The CSHCN Website and related public service announcements and outreach will be 
developed in conjunction with the Nevada Broadcaster’s Association, which has previously 
collaborated with the State Health Division to create awareness of public health issues and 
medical care issues affecting vulnerable populations in Nevada.  

Oversight/Advisory Committee 

The Nevada Advisory Council on Children with Special Health Care Need will be established 
during the first budget year and will include family members of CSHCN and disability advocates 
from across the state.  During the project period, the primary charge of this Council is to guide the 
development and implementation of activities undertaken by program staff and contractors.  At 
the completion of the proposed project, the Council will provide the foundation for a permanent, 
statewide forum for advocacy and policy development on issues affecting CSHCN and their 
families. 
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Formative Learning and Evaluation Activities 

 The Nevada Health Division will build CQI principles into the project design to ensure that 
feedback is incorporated into the project’s ongoing operations. 

 The success of the statewide media campaign will be gauged by a number of measures 
including change in the number of website hits, expenditures and case loads in existing 
programs and services for CSHCN, and the utilization of medical care and social services by 
the families of CSHCN.  

 The Advisory Council will provide corrective feedback and project monitoring during the 
entire course of the project. 

Evidence of Enduring Change/Sustainability 

 Initial systems change activities focused primarily on state agencies are likely to yield 
immediate improvements in community services and supports for CSHCN. 

 The Nevada Advisory Council on Children with Special Health Care Need will serve as an 
ongoing forum for issues addressing community based services and supports for CSHCN 
once the funding period of the proposed project has been completed. 

 Evaluation activities will identify additional resources and/or redistribution of resources to 
meet the projected service requirements of CSHCN in the coming decades. 

 Partnerships between stakeholders, providers, and state agencies that were initiated by the 
planning and development of the grant application will be developed and expanded and will 
endure beyond the grant period. 

 The recently emerging disability coalition, characterized by a greater degree of cooperation 
over scarce resources and attention by state policymakers, will be strengthened.  

 Inter-agency collaboration on issues affecting disabled persons in general, and CSHCN in 
particular, will be improved. 

Geographic Focus 

Statewide and three demonstration sites (an urban northern  community, an urban southern  
community, and a rural-frontier community).  
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NEW MEXICO 

Identified Problems with the State’s Long-Term Care System 

 High turnover among community service and health care workers. 

 Lack of affordable housing. 

 Lack of transportation for elderly and disabled persons.  

 Lack of consumer-directed services in the HCBS program.  

 Long waiting lists and difficulty providing services in remote areas. 

 Underdeveloped outreach to nursing facility residents regarding community service options. 

 Persons who need long-term care services must navigate a disjointed system of acute, long-
term care and social services that are managed and provided through an extensive list of state 
and federal government programs, private and non-profit providers, and charitable groups.   

 Information available from those entities is inconsistent in quality and scope and is not 
available in an organized or centralized manner. 

Perceived Strengths 

 The Medicaid Personal Care Option Program offers personal assistance options and 
consumer-directed services. 

 Medicaid buy-in provides health insurance for disabled persons who want to work. 

 HUD Access Housing 2000 Initiative vouchers have been awarded to New Mexico.  

 Existing collaborative relationship between the State Department of Human Services and 
Albuquerque Housing Services. 

 The Medical Assistance Division (MAD) recently implemented a long-term care centralized 
intake and screening system, called LTC Linknm to establish a standard method of gathering 
individual information for program and service planning.  It facilitates accurate and in-depth 
assessment of individual needs, eliminates unnecessary duplication of assessments and 
promotes sharing of information across programs and agencies. 

 MAD has submitted a conceptual paper to CMS for a Medicaid 1115 Global Funding waiver 
to demonstrate that combining Medicaid funding for nursing home services and Medicaid 
home and community-based services for persons who are elderly or disabled will facilitate 
provision of services in the most integrated setting. 

Primary Focus of Grant Activities 

 Assist consumers, caregivers, and providers to maximize utilization of social support services 
in combination with medical services. 

 Empower consumers to become systems change advocates. 
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Goals, Objectives, and Activities 

Overall Goal.  Provide individuals with resources, information and training on how to access 
services and make choices about their living environment and their provider of services, and 
provide an advocacy and leadership training program for individuals with disabilities to lead 
systems change. 

Goal.  Establish a statewide Service Delivery Options Training Program (SDOTP) to provide 
individuals with resources and information on how to access services and make meaningful 
choices about their living environment and their provider of services. 

Objectives/Activities 

 Conduct a review of the literature and analyze the results of any needs assessment previously 
conducted to determine information and training needs of consumers, caregivers, and 
providers.   

 Plan, conduct and analyze any additional needs assessments necessary to fill the gaps of 
knowledge as identified by the first activity. 

 Develop training curricula based on input and assistance from the various task force members 
and other state agencies involved in long-term care. 

 Recruit participants for the train the trainers initial training from a broad range of consumers, 
caregivers, and advocates.  These trainers will reflect the demographic, disability, cultural, 
and geographic make-up of the state.   

 Prepare new materials to meet the needs of trainers and participants and incorporate existing 
material as appropriate.  Training materials will be bilingual, screened for cultural sensitivity, 
and available in alternate formats as needed to allow individuals with disabilities to fully 
participate in the training. 

 Each step of the SDOTP will include an evaluation component to assess the quality of the 
training materials and trainers’ skills, knowledge gained by participants, and consumer 
satisfaction on the overall success of the training. 

Goal.  Establish a statewide Network for Long-Term Care Policy Change (NLTCPC) program to 
provide consumers, family members and other advocates with the skills necessary to help create 
and sustain systems change through a training program. 

Objectives/Activities 

 Recruit at least one team with five members from each of the five regions in New Mexico to 
form regional NLTCPC Development Teams comprising consumers, family members and 
advocates from various disability populations. 

 Develop curriculum to include History and Philosophy of Disability, Public Policy (including 
the philosophical underpinnings of self-directed and community supports), State Policy 
Systems (including the State Legislature), Current Service Delivery and Available Resources, 
and Community Development and Organizing Strategies. 

 Teams will participate in a 1-week Train the Trainers Academy, using the developed 
curriculum, and will conduct a community assessment to determine available resources in 
their communities. 
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 Each team will participate in a 3-day statewide meeting to practice training in preparation for 
conducting regional training, and to report on community assessments, discuss lessons learned 
in community assessments, prioritize each team’s regional issues and develop a regional 
training and continuation plan. 

 Each team will begin implementation of the plan to recruit regional support and build Policy 
Partners’ capacity through regional training to consumers, family members and advocates. 

 Each team, under the guidance of the contractor, will provide written reports concerning the 
number of trainings or presentations, the number of persons trained, the number of persons in 
the regional Policy Partners, and regional support for continuation efforts. 

 Training materials will be bilingual, screened for cultural sensitivity, and available in alternate 
formats as needed to allow individuals with disabilities to fully participate in the training. 

 Each step of the NLTCPC will include an evaluation component to assess the quality of the 
training materials and trainers’ skills, the knowledge gained by participants, consumer 
satisfaction on the overall success of the training, and the changes made in state policy, 
regulation, or statute initiated by Policy Partners. 

Key Activities and Products  

 Develop training curriculum to help consumers, caregivers and providers to maximize 
utilization of social support services in combination with medical services. 

 Create a train-the-trainers model with core curriculum that includes information on current 
systems and processes as well as new models of service delivery.  

 Train individuals on self-directed care and management of providers and services. 

 Develop a curriculum to train consumers, families, and other advocates throughout the state 
with skills to help create and sustain systems change. 

 Conduct outreach activities and identify participants for the program. 

 Conduct program evaluation. 

Consumer Partners  

The Individual Choices Task Force includes individuals with disabilities or long-term illnesses, 
state agencies and the following consumer and advocate entities:  

 Challenge New Mexico—Serving the Mentally and Physically Challenged. 

 American Association of Retired Persons. 

 Consumer and Family Volunteers. 

 The ARC of New Mexico. 

 Independent Living Centers (ILCs). 
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Consumer Partners and Consumer Involvement in Planning Activities 

The Individual Choices Task Force was created as part of the planning process for the Real 
Choice Grant project.  The Task Force participated in planning meetings, assisted with the 
development of project goals and activities, and reviewed drafts of the original grant application.  
They also helped to write the reprioritized grant and worked out the budget. 

Consumer Partners and Consumer Involvement in Implementation Activities 

 The Individual Choices Task Force will monitor the progress of grant activities, conduct 
evaluations, and assist in the development of training, leadership, and advocacy programs. 

 The train the trainer program will be implemented through the project staff and the Task 
Force.  They will identify trainees who will conduct the local training programs in 
communities selected by the Task Force, to include of all geographical areas of the state.  

Public Partners 

 State Agency on Aging. 
 The Governor’s Commission on Concerns of the Handicapped.   
 Division of Vocation Rehabilitation. 
 Developmentally Disabled Planning Committee. 
 Albuquerque Housing Authority. 
 Public Transit. 

Private Partners and Subcontractors  

 Independent Living Resource Center. 
 San Juan Center for Independent Living. 
 The Arc of New Mexico. 
 People First. 
 AARP. 
 Project Succeed. 
 Protection and Advocacy. 
 Parents Reaching Out. 
 Center for Development and Disability.  
 Service Provider Associations. 
 The program will be implemented through one or more contracts with an organization or 

individual with expertise in consumer training. 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public 

The Governor’s Commission on Concerns of the Handicapped, the State Agency on Aging, and 
the Developmentally Disabled Planning Committee are members of the Task Force and were 
involved in all aspects of planning the Real Choice Grant project (see Consumers Involvement in 
Planning). 
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Private 

ILCs, the Arc of New Mexico, Challenge New Mexico, and AARP are members of the Task 
Force and were involved in all aspects of planning the Real Choice Grant project (see Consumers 
Involvement in Planning). 

Public and Private Partnership Development/Involvement in Implementation 

The public and private partners listed above, and other similar organizations, will provide input 
and expertise and/or assist in conducting the training for the SDOTP and the NLTCPC 
Development Teams. 

Oversight/Advisory Committee 

The Individual Choices Task Force will monitor the progress of grant activities and conduct 
evaluations.  They will also assist in various other quality assurance and improvement activities. 

Formative Learning and Evaluation Activities 

 Evaluation of the project’s stated goals and objectives, to be conducted by a professional 
evaluator, will allow for appropriate modification and continuous refinement.  

 The NLTCPC contractor will organize two statewide meetings during the second year of the 
grant.  The first meeting will be to report on progress of the regional plans, including areas of 
concerns and development of best practices.  The second meeting will be to provide additional 
opportunity to exchange knowledge gained, receive technical assistance and make 
adjustments in the regional plans for the upcoming year’s activities. 

Evidence of Enduring Change/Sustainability 

 Each region will form an organizational structure, based on the support of regional 
organizations and businesses, to develop resources (dollars and other resources) that will 
assure the continuation of the NLTCPC regional Policy Partners program.  

 The NLTCPC project will dovetail with the SDOTP and incorporate the training of 
consumers, caregivers, and advocates into the activities of the NLTCPC Development Teams, 
to be supported by regional organizations and businesses. 

 Each team will carry out regional and state-level activities with policy makers and the 
legislature to impact identified policies and regulations. 

 Recruitment activities and regional trainings will strengthen and expand the regional Policy 
Partners network. 

 Training curricula and materials for both initiatives will be used after the grant period ends. 

Geographic Focus 

Statewide.  
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NEW YORK 

Identified Problems with the State’s Long-Term Care System 

 Although New York’s long-term care system is comprehensive in scope, the number and 
diversity of funding and administrative structures creates a complex environment that can 
often serve as a barrier to service access. 

 Separate and independent silos of LTC information that target discrete populations acts as a 
barrier to consumers with care needs that cross multiple systems. 

 Forms and processes involved in the program application and assessment process often 
intimidate consumers, caregivers and long-term care professionals. 

 Lack of uniform and consistent provision of comprehensive, unbiased information and 
assistance in accessing desired long-term care programs and services. 

 Lack of adequate consumer advocacy to effectively cover the multiple points at which 
consumers enter the long-term care system.   

Perceived Strengths 

 Federal, state and local governments, as well as the private sector, have generously invested in 
the creation of a multitude of programs and services to serve the needs of special populations. 

 Twenty-year history of developing community organizations whose functions include service 
planning for consumers with the dual goals of avoiding nursing home admission and 
maximizing the use of community resources and public programs. 

 Office of Mental Retardation and Developmental Disabilities (OMRDD) has the continuing 
commitment of state policy makers to the expansion of its system, and to the consistent 
movement in the direction of greater choice and individualization of services, including a 
practical means of self-determination in which consumers control their own budget for 
services. 

 OMRDD has forged partnerships with a variety of entities engaged in making affordable 
housing available to person with disabilities.  These include both traditional and 
nontraditional not-for-profit organizations, state and municipal housing agencies and public 
housing authorities (PHAs). 

 Quality assurance is a key component in the success of OMRDD’s service system as a whole, 
as well as its HCBS waiver program. 

Primary Focus of Grant Activities  

 Promote consumer independence and freedom of choice. 

 Improve access to long-term care services by creating local single points of entry for 
information, assistance and advocacy (IA&A). 

 Identify and implement strategies to address barriers to community living. 
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 Foster collaboration between long-term care stakeholders in the community. 

 Divert individuals who can live in the community from nursing home care and transition 
persons with developmental disabilities from intermediate care facilities (ICFs). 

Goals, Objectives, and Activities 

Overall Goal.  Provide long-term care stakeholders, e g. consumers, families, caregivers, hospital 
discharge planners, providers, the aging network and local social services districts, with timely 
assistance in determining and securing the resources and supports that would enable consumers to 
return to or continue to lead lives in the community. 

Goal.  Divert from nursing home care individuals who can live in the community. 

Objectives/Activities 

 Inform people about their rights under the ADA and the Olmstead decision, through outreach 
activities and the use of Websites and other materials.  

 Provide IA&A in securing timely community services through the creation of local single 
point-of-entry systems. 

 Develop and/or implement screening tools, processes and protocols that will be used to 
identify and divert individuals from institutional care. 

 Improve the ability of consumers and caregivers to make informed independent choices when 
accessing long-term care services by providing accurate information about those services. 

 Develop and implement public awareness initiatives and outreach campaigns. 

Goal.  Develop partnerships that foster collaboration between long-term care stakeholders 
involved in advocating, arranging for, or providing long-term care services. 

Objectives/Activities 

 Promote coordination of care across funding and service systems through case management 
services and advocacy. 

 Design and implement processes to ensure appropriate long-term care stakeholders’ full 
participation in developing local strategies. 

 Through collaboration of community stakeholders, identify individuals at risk of 
institutionalization who could benefit from community services and connect those individuals 
with the services necessary to avoid nursing facility placement. 

Goal.  Promote consumer independence, freedom of choice and the ability to live in the most 
integrated setting appropriate to their needs. 

Objectives/Activities 

 Develop new or enhance existing IA&A systems which will provide consumers, caregivers 
and human services professionals with accurate and impartial information and assistance in 
accessing New York State’s broad spectrum of long-term care services. 
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 Develop materials to provide information regarding consumers’ rights and to increase 
consumers’, caregivers’ and human services professionals’ awareness of the availability of 
services and supports that assist individuals with disabilities to live in the most integrated 
settings appropriate to their needs.  

 Develop and disseminate resource materials for nursing home diversion to be shared with 
long-term care stakeholders for use in outreach campaigns. 

Goal.  Identify barriers that impede individuals from living in the most integrated settings 
appropriate to their needs and develop recommendations for systems change. 

Objectives/Activities 

 Collect information to support recommendations that address identified barriers to community 
living. 

 Identify best practices, as they are developed through the demonstration projects, that 
effectively remove barriers and have the potential for replication.     

Goal.  Develop and implement a process for educating ICF residents about community living and 
transitions. 

Objectives/Activities 

 Identify ICFs for participation in the Real Choice Project.   

 Identify and train outreach teams to provide information and peer mentoring to residents of 
ICFs selected to participate in the project.  

 Engage residents, families and others in the person-centered planning process for each 
resident interested in exploring community-living options. 

 Explore residential alternatives with identified residents of participant ICFs. 

 Identify barriers to effective outreach, identification of interested residents, use of the person-
centered planning approach and achievement of individualized residential outcomes, and 
develop and implement strategies to address those barriers. 

 Develop, test, and finalize a curriculum based on project experience.  This will include 
training in outreach and mentoring for self-advocate mentors and a template for training and 
team building of facility-specific implementation teams. 

Key Activities and Products  

 Fund consortiums of long-term care stakeholders who will provide consumers, caregivers, and 
professionals, regardless of payer source, with comprehensive and unbiased information on 
available LTC services and programs. 

 Provide assistance to consumers in obtaining needed services. 

 Develop community awareness materials and information regarding consumer rights. 

 Provide advocacy services when needs are not being appropriately met. 
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 Partner with the Self-Advocacy Association of NYS to provide information and peer 
mentoring to residents of participating ICFs/DD.   

 Help ICF residents, who so choose, to transition to more integrated community settings 
through a person-centered planning process. 

Consumer Partners  

 Consumers, family members and legally mandated advocates. 

 The Long Term Care Workgroup comprises a broad spectrum of consumer and provider 
advocates and is currently working with state agencies to address Olmstead issues.   

 The Self-Advocacy Association of NYS, Inc. (SAA) is a consumer-led non-profit 
organization that works on the local, regional and statewide level to help people with 
disabilities to advocate for themselves individually and collectively. 

Consumer Partners and Consumer Involvement in Planning Activities 

 The SAA was a full partner in preparing the OMRDD portion of the grant application and in 
planning grant activities.  Essential pieces of the project design, including peer mentoring and 
curriculum development, were brought forward by SAA. 

 Individual consumers and parent advocates participated in early planning meetings and have 
maintained their involvement throughout.  

 The Long-Term Care Workgroup participated in the grant planning meetings and provided 
input and feedback.   

Consumer Partners and Consumer Involvement in Implementation Activities 

 Each demonstration site selected for the Department of Health’s project will include 
significant consumer participation in its various workgroups and structures.  

 The SAA has primary responsibility for developing the training for self-advocate mentors and 
will collaborate with OMRDD staff in development of the curriculum/template for the 
replication of the outreach and education activities piloted under the grant.   

 The SAA’s network of local self-advocacy groups, along with OMRDD’s regional 
Developmental Disabilities Services Offices (DDSOs), will provide the foundation for the 
outreach teams that will be established under this grant. 

 Consumer and parent members of the OMRDD Real Choice advisory group will continue in 
that capacity to provide guidance and oversight to the project. 

 Evaluation and selection of proposals for demonstrations submitted in response to the Request 
for Applications (RFA) will be conducted by a team that includes representatives of 
consumer-controlled or consumer-directed groups, providers, state staff and local 
governments.   
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 The Long Term Care workgroup will be consulted on the RFA and evaluation design, and 
will be involved in the problem-solving process as demonstration awardees identify access 
problems and issues.  The Workgroup’s experience and insight into these issues will be 
essential to understanding and resolving the problems. 

Public Partners 

 Alternative Service Agencies. 
 Area Agencies on Aging. 
 Bureau of Hospital and Primary Care Services. 
 Commission on Quality Care for the Mentally Disabled. 
 Office of Mental Health. 
 Office of Mental Retardation and Developmental Disabilities (OMRDD). 
 Office of the Advocate for Persons with Disabilities. 
 State Office on Aging (SOFA). 

Private Partners and Subcontractors 

 New York State Association of Community and Residential Agencies (NYSACRA).  
 Parent-to-Parent of NYS. 
 Independent Living Centers. 
 Person-centered planning consultants. 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public 

 OMRDD, a full partner in the Real Choice Grant, prepared OMRDD’s portion of the grant 
application.  

 The Department of Health (DOH) partnered with Commission on Quality Care for the 
Mentally Disabled, Office of the Advocate for Persons with Disabilities, and local district 
service providers to develop the grant application.  The State Office on Aging (SOFA) was 
also involved in developing grant activities and were the primary writers with the lead agency. 

Private 

 New York State Association of Community and Residential Agencies (NYSACRA) was 
involved in early planning meetings.  

 Parent-to-Parent Network was consulted to obtain support from its regional staff and the 
participation of individual parents in the activities of the project. 
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Public and Private Partnership Development/Involvement in Implementation  

Public 

 OMRDD will focus on transitioning persons with developmental disabilities from ICFs to 
residential settings. 

 Evaluation and selection of proposals for demonstrations submitted in response to the RFA 
will be conducted by a team to include Area Agencies on Aging, Alternative Service 
Agencies, and other public partners listed above. 

 SOFA will be involved in the problem-solving process as demonstration sites identify access 
problems and issues through the monthly meetings of the lead agency’s Real Change 
Workgroup, and will be instrumental in the coordination of the grant. 

 A range of other state agencies such as the Office of Mental Health, the Office of the 
Advocate for Persons with Disabilities, OMRDD, and the Commission on Quality Care for 
the Mentally Disabled will provide valuable information and experience in the delivery and 
coordination of community long-term care services.  

 OMRDD’s regional DDSOs, along with the SAA’s network of local self-advocacy groups 
(see Consumer Partners), will provide the foundation for the outreach teams that will be 
established under this grant. 

 Bureau of Hospital and Primary Care Services, responsible for licensure, certification and 
quality assurance and policy development for hospitals and primary care providers, will 
participate in demonstration activities on an ad hoc basis. 

Private 

 Evaluation and selection of proposals for demonstrations submitted in response to the RFA 
will be conducted by a team to include ILCs.  

 Representatives of NYSACRA serve on OMRDD’s Real Choice advisory group.  

 Consultation on person-centered planning will be made available through the grant to each 
OMRDD outreach team and participating ICF to assist them in working with the support 
network of individual residents. 

 Outreach teams will facilitate contact with the local Parent-to Parent Network to engage 
parents and other family members and enable them to support transitioning individuals. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

A long-standing partnership with the NYS Developmental Disabilities Planning Council (DDPC) 
has enabled OMRDD to undertake a number of innovative initiatives to expand the housing 
opportunities of persons with developmental disabilities.  The DDPC’s support of both the 
OMRDD and DOH portions of the Real Choice Grant will be essential to achieving the goals of 
transitioning individuals from ICFs to the community and preventing institutionalization of others 
at risk.  
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Oversight/Advisory Committee 

 Each RFA applicant will be expected to form its own advisory board to guide the 
development process.  This board must include appropriate local and, if appropriate, regional 
long-term care stakeholders. 

 The DOH Real Choice Systems Change team will be chaired by the principal investigator and 
comprises project staff and staff and division directors from several state agencies.  The team 
will meet periodically with representative consumers and their advocates, local social services 
districts and provider representatives to obtain meaningful input.  The team will facilitate 
resolution of issues transcending individual initiatives. 

 The OMRDD Real Choice advisory group, comprising self-advocates, parents of persons with 
developmental disabilities, representatives of NYSACRA, and OMRDD central office staff 
provide essential input to and oversight of OMRDD’s portion of the Real Choice grant 
activities. 

Formative Learning and Evaluation Activities 

 The DOH will develop mid-course corrections with demonstration projects in Years Two and 
Three. 

 The principal investigator will meet monthly with project staff to ensure that goals and 
activities of the grant are coordinated, critical information is communicated, and input from 
advocates, consumers and agencies is integrated into project activities. 

 The Person Centered Planning contractor will monitor implementation, modify the process to 
make it more efficient and effective, teach modifications to the teams, and evaluate 
effectiveness. 

 OMRDD and DOH will monitor the outcomes achieved, assess these against expectations and 
identify barriers to successful performance. 

 Feedback from participants, both residents of ICFs and ICF administrators and staff, will be 
an essential element in the identification of problems and their resolution. 

Evidence of Enduring Change/Sustainability 

Project applicants will be required to describe or identify the following: 

 Written commitments demonstrating the involvement from local organizations and 
stakeholder groups in long-term care systems development.  

 Evidence of formal linkages for collaboration with major sources of community services and 
the anticipated systems change that will result from the partnerships. 

 Plans that will detail continuation of activities including identified potential funding streams 
after the demonstration project has ended. 

 Project applicants will be required to collect consumer demographic information for use by 
the state and localities in future long-term care planning.  The state will seek future funding of 
those models that best reflect systems change and which can be replicated statewide. 
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 The DOH will assist projects in transitioning from grant funds to other sources of funding, 
and develop and pursue strategies for sustainability of projects and statewide adoption of 
lessons learned. 

 The OMRDD will develop, test, modify and ultimately institute a method of engaging 
residents of relatively large ICFs as a routine way of informing ICF residents about alternative 
community-living options and providing the opportunity for exploring those options. 

 The OMRDD activities will also be distilled into a curriculum or model for outreach, 
education and person-centered planning for residents of ICFs, which will be usable not only in 
ICFs, but in nursing homes and other institutional settings. 

 The self-advocate peer mentors developed under this grant and the foundation established 
through the work of the consultants in person-centered planning will be integral to the 
sustainability of this systems change initiative.  OMRDD will provide all support and 
oversight as its in-kind contribution to this project, allowing the maximum amount of grant 
funding to be dedicated to costs related to the peer mentors and the person-centered planning 
consultants.  The additional benefit of this strategy is that the foundation established during 
the period of the grant will enable OMRDD, in partnership with the SAA, to expand this 
approach to ICFs atatewide and maintain the system change created by this project. 

 With reviews from multiple demonstration sites, the state will be able to compare processes 
across sites taking into consideration differences in local circumstances.  Common 
denominators will be explored, both for problems and successes.  State staff will evaluate 
project deliverables and, in consultation with the Long Term Care Workgroup and local social 
services districts, make recommendations for future policy development. 

Geographic Focus 

Statewide. 
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NORTH DAKOTA 

Identified Problems with the State’s Long-Term Care System 

 In 1996, approximately 1.3 percent of the state’s elderly population was reported as being 
institutionalized, the highest rate in the nation. 

 Lack of accessible services for elderly persons due to an over-stretched labor market in 
predominately rural settings. 

 Lack of training for caregivers, respite for family caregivers, support for assisted living and 
other housing options for low-income individuals, and transportation.  

 Employment opportunities in skilled nursing facilities in rural areas are the economic base for 
many communities, who may be negatively impacted by deinstitutionalization initiatives. 

 Lack of local information about home and community care options. 

 Fragmentation of services for people with disabilities due to funding mechanisms. 

Perceived Strengths 

 Advocates for the developmentally disabled community achieved de-institutionalization 
through a successful lawsuit that predates Olmstead, which led to the development of 
community services and expanded local capacity to serve people with developmental 
disabilities in less restrictive settings.  There is therefore a history of lessons learned and new 
collaborations established which will serve as a blueprint for other segments of the 
population, such as the elderly, who have few alternatives to institutionalization. 

 Use of Medicaid waivers for the aged and disabled, for persons with traumatic brain injuries, 
for children’s mental health, and for case management services. 

 Additional funding has been created for home and community services and supports through 
an intergovernmental transfer program, which involves nursing facilities owned by political 
subdivisions and a method of maximizing federal Medicaid reimbursements. 

 Authorized by legislative bill, the state conducted a study of long-term care needs and the 
nursing facility payment system and equalization rate policy.  The study includes an 
evaluation of the existing payment system and recommendations for change.  

 Initiation of a 15-month $500,000 systems development project for the National Family 
Caregiver Support Program. 

Primary Focus of Grant Activities 

 Identify current strengths and challenges in the system of care for persons with disabilities. 

 Combine, compress, or piggyback services and existing resources where possible.  

 Improve access to information about home and community service options. 

 Demonstrate cost-effectiveness of creative changes in service delivery through pilot projects. 
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Goals, Objectives, and Activities 

Overall Goal.  Create a consumer-driven system of services for people with disabilities and long-
term illnesses. 

Goal.  Use meta-analysis to compile and analyze assessments already completed or underway, in 
order to target systems change efforts appropriately. 

Objectives/Activities 

 Collect and analyze data, and prepare a report reviewing current services and identified needs 
of persons with disabilities targeted to their community, advocates, service providers, and the 
Department of Human Services.  The information will be used to inform and shape direction 
for services delivery and policy. 

 Incorporate meta-analysis into the development of RFPs for the pilot projects.   

Goal.  Implement and monitor five pilot projects designed to assess how long-term care systems 
can be changed. 

Objectives/Activities 

 Person-Centered Care project:  Examine how to enhance quality of life in the institutional 
setting with the aim of changing the culture within the institution, and investigate the 
possibility of some individuals transitioning into less restrictive settings.  

 Financial Pooling Model:  Based on the Good Samaritan Society model, encourage 
individuals to address future needs by pooling resources from public funds, private insurance, 
and savings to pay for long-term care and supportive services.  

 Living in Place project:  Explore the current status of individuals participating in a pilot 
project to find out how many people could stay in their homes with a small amount of 
support, such as adaptive equipment, with the aim of looking at the Medicaid budget to 
provide support to other individuals in the future.   

 Cultural project:  Research and support American Indian or other cultural group preferences 
to live at home or in congregate settings with a focus on safety and culturally congruent 
service delivery.  

 Simplified Informational Access to Services project:  align existing information and referral 
resources by building partnerships among existing services to assure comprehensive 
databases, cross referrals, and closer collaboration.   

Key Activities and Products  

 A white paper on the current system and meta-analysis of current studies of the systems of 
care. 

 Develop requests for proposals for innovative projects in rural communities based upon a 
review of research and service delivery currently underway. 

 Demonstrate through pilot projects the cost-effectiveness of creative changes in service 
delivery, including simplified access to services, consumer involvement in development and 
management of services, and consumer-directed fiscal planning for services. 
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Consumer Partners  

The Governor’s Commission on Olmstead includes five consumers/advocates, member(s) from 
the Protection and Advocacy Project, three legislators, and representatives from the Governor’s 
Office, Attorney General’s Office, and the Department of Human Services.  The Commission 
reports to the Governor’s office and have been involved from the beginning of North Dakota's 
Olmstead initiative. 

Consumer Partners and Consumer Involvement in Planning Activities 

 In March 2002, the Governor’s Commission on Olmstead sponsored 20 focus groups across 
the state to gather more information about perceived gaps in services.  The groups 
commenced with a brief overview of the Olmstead decision followed by a request for 
identification of the major barriers to services in the community and suggestions to improve 
the system of services.  Issues that were identified included transportation, housing, and the 
need for more services in frontier areas.   

 Consumers from the local community participated on the grant-writing team.  Some of the 
team members provided input for the outline and direction of the grant, others read for clarity 
and accurateness of the content, others acted as “Devil’s Advocate” in looking at the budget 
and direction of the grant, others reviewed current comments from consumers about the needs 
across the state to ensure those needs were addressed. 

Consumer Partners and Consumer Involvement in Implementation Activities 

Consumers are expected to be involved in the planning, development and implementation of all 
projects funded by the grant. 

Public Partners 

 Subdivisions of the Department of Human Services (the lead agency), including Medicaid, 
Disability Services, Aging Services, Children’s Special Health Services, and Children and 
Family Services. 

 Mental Health and Substance Abuse Services. 
 Governor’s Commission on Olmstead. 
 Protection and Advocacy Project. 

Private Partners and Subcontractors  

 The Arc. 
 AARP. 
 Mental Health Association in North Dakota. 
 The Evangelical Lutheran Good Samaritan Society. 
 Independence, Inc. 
 Western Sunrise Inc. 
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Public and Private Partnership Development/Involvement in the Planning Phase 

Public 

 Input from public partners was solicited throughout the grant development process.  The 
public partners identified existing services, perceived gaps in services, gave feedback on the 
grant application, and reviewed written submissions for clarity and feasibility. 

 A staff person from the Division of Mental Health and Substance Abuse Services was the lead 
person on the grant-writing team.  The team also included a staff member of the Division of 
Aging Service, members of the Olmstead Commission, and staff from the Protection and 
Advocacy Project.  Some of the team members provided input for the outline and direction of 
the grant, others read for clarity and accurateness of the content, others acted as “Devil’s 
Advocate” in looking at the budget and direction of the grant, others reviewed current 
comments from consumers about the needs across the state to ensure those needs were 
addressed. 

Private 

Input was solicited from the Arc, AARP, and other advocates at the draft stage and their 
comments and suggestions were incorporated into the final application. 

Public and Private Partnership Development/Involvement in Implementation  

Public 

The public agencies will continue to provide consultancy and resources to the pilot projects.  
Coalitions, memorandums of understanding and other collaborative efforts will come forth as the 
proposals for the pilots are written.   

Private 

 Mental Health Association in North Dakota will implement the Simplified Informational 
Access to Services project. 

 Evangelical Lutheran Good Samaritan Society will implement the Financial Pooling project. 

 Independence, Inc. and Western Sunrise Inc. will implement the Living in Place project. 

Oversight/Advisory Committee 

The Governor’s Commission on Olmstead will oversee the project.  The oversight committee will 
receive reports from the grant coordinator on the progress of each of the projects and in turn will 
report to the Governor’s office.   
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Formative Learning and Evaluation Activities 

 Quarterly progress reports from the pilots will be submitted to the grant coordinator who will 
in turn submit a quarterly report to the oversight committee to evaluate how well the Real 
Choice project is meeting consumer needs and whether or not it will produce sustainable 
change in the system.  

 The reports will also indicate barriers, lessons learned and suggested changes in direction in 
terms of project strategies.  The Committee will discuss any changes and provide the final 
decision regarding changes in the direction of grant activities. 

Evidence of Enduring Change/Sustainability 

 The Real Choice Grant aims to create a paradigm shift among advocates, providers, and the 
wider community by increasing awareness of the Olmstead decision through the use of flyers, 
outreach and presentations. 

 Each applicant for the pilot projects will be required to submit a plan to identify products and 
methods that will be sustainable.  Successful applicants will be able demonstrate how their 
projects will improve the lives of persons with disabilities and how those projects can be 
incorporated into the existing system. 

 While the pilot projects will work with sample populations and are geographically and time 
limited, specific tasks, such as improved access to information, will endure beyond the grant 
period because all of the existing 1-800 numbers will be integrated.  

 Investigating the need for community supports among elderly persons and Native Americans, 
such as adaptive equipment and services, will enable future planning in the Medicaid budget 
to help people remain in their homes.  

Geographic Focus 

Rural areas of the state, exact location depending on the five individual pilot projects selected.  
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OHIO 

Identified Problems with the States’ Long-Term Care System 

 Workforce shortage. 

 Lack of support for informal caregivers often precipitates institutionalization. 

 The infrastructure of the current service delivery system does not match supply with demand. 

 Lack of consumer self-determination and consumer control over service provision. 

 Lack of systems integration, for example, eligibility criteria for various long-term care 
programs differs. 

 Lack of affordable, appropriate housing. 

 Lack of a central source for information about the fragmented service delivery system results 
in lack of knowledge about available resources in the community for those wishing to 
transition from nursing home to a community setting. 

Perceived Strengths 

 Commitment to diversion and transition from institutions.   

 Continuing commitment to the growth of home and community services.  In 1994, the State 
placed a moratorium on licensing new nursing home and MR/DD beds.   

Primary Focus of Grant Activities 

 Increase consumer choice and control by providing information about services and supports. 

 Improve access to housing for adults receiving community supports and services. 

 Promote consumer involvement in state-level decision making on policy issues affecting 
people with disabilities. 

Goals, Objectives, and Activities 

Overall Goal.  Improve access to community supports, services and housing for consumers. 

Goal.  Provide consistent reliable, and up-to-date information to consumers about services and 
supports available to them, regardless of their point of contact with the formal delivery system. 

Objectives/Activities 

 Develop a Web-based, comprehensive information system that provides information on all 
benefits and services available for adults with disabilities (No Wrong Door project). 

 Identify ways to achieve more uniform access to services and catalog all existing housing 
programs. 

 Provide information and training on the use of the No Wrong Door Internet site targeted at 
professional agency staff who are working directly with consumers. 
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 Incorporate data about service quality as part of the No Wrong Door Website.  

Goal.  Increase housing options for people with disabilities. 

Objectives/Activities 

 Collaborate with the state’s Systems Change Nursing Facility Transition Grant to support 
consumers identified for transition. 

 Collaborate with public housing authorities to identify available housing. 

 Work directly with public and private community service organizations and consumers to 
resolve housing-related problems. 

 Bring together representatives from community services agencies and housing assistance 
agencies to address system-level issues. 

Key Activities and Products  

 Develop the No Wrong Door project, which will provide consistent information to consumers 
regardless of where they attempt to obtain services. 

 Provide training on the use of the No Wrong Door Internet site to professional agency staff. 

 Increase housing options for people with disabilities by working with consumers identified for 
transition and by working with public housing authorities to identify available housing. 

 As part of the No Wrong Door project, identify ways to achieve more uniform access to 
services and catalog all existing housing programs. 

 Work with consumers as well as public and private providers of housing to increase consumer 
choice. 

 Provide ongoing financial support to the Ohio Olmstead Task Force. 

Consumer Partners  

The consumer task force, which is called the Ohio Olmstead Task Force, includes parents of 
children with disabilities, adults with disabilities, and representatives from the statewide 
Independent Living Council, the Governors Council on People with Disabilities, the Association 
of American Retired Persons, the Ohio Association of Area Agencies on Aging, the Ohio 
Developmental Disabilities Council, and Families for Improved Care. 

Consumer Partners and Consumer Involvement in Planning Activities 

 The Ohio Access process, under the leadership of Governor Taft, sought advice and counsel 
from consumers and their advocates to develop a policy framework for the provision of long-
term care services and supports to people of all ages with disabilities.  Consumer input was 
obtained through a series of public forums and meetings, including the Ohio Access 
community forums hosted by the Ohio Department of Aging and the Ohio Department of Job 
and Family Services. 

 The Ohio Olmstead Task Force specifically requested that the focus of the revised application 
be the No Wrong Door project and housing. 
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Consumer Partners and Consumer Involvement in Implementation Activities 

 The Ohio Olmstead Task Force will meet at least quarterly to evaluate program successes and 
to identify barriers that exist to full consumer participation in the project.   

 The Ohio Olmstead Task Force will be involved in the development of the competitive 
Request for Proposals (RFP) for managing entities for each of the Real Choice components.  
They will also be involved in the evaluation and selection of contractors. 

 The Ohio Olmstead Task Force will work with the contractors and involved state agencies in 
further developing the structure of each of the components and the recruitment of participants. 

 Consumers will be involved in the design of the evaluation, will conduct surveys, and analyze 
data for feedback to consumers, providers, the state agencies and the Ohio Olmstead Task 
Force. 

 Consumers will be involved in the design of the quality assurance model, assisting in 
identifying outcome measures. 

Public Partners 

 Ohio Department of Aging. 

 Ohio Department of Mental Retardation and Developmental Disabilities. 

 Ohio Access agencies include the Governor’s office, Budget and Management, and the 
Departments of Health, Mental Health, and Alcohol and Drug Addiction Services. 

Private Partners and Subcontractors  

None selected yet. 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public 

 The grant application was a direct response to the Ohio Access for People with Disabilities 
initiative, a collaboration between the Ohio Department of Aging and the Ohio Department of 
Job and Family Services.  The goals and activities set forth in the grant application are based 
on some of the recommendations contained in the Ohio Access report.  

 The Ohio Access agencies were involved in development and planning for the original Grant 
application.  Staff from the various agencies assisted with project selection and design and 
wrote the narrative for the application under the auspices of the Ohio Department of Job and 
Family Services.  

Private 

Private partners were not involved in the original grant application. 
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Public and Private Partnership Development/Involvement in Implementation 

Public 

 Since the grant now has a very specialized focus, the lead agency, the Ohio Department of Job 
and Family Services (the single state Medicaid agency) has determined to contract with the 
Ohio Department of Aging to implement the No Wrong Door project. 

 Ohio Department of Mental Retardation and Developmental Disabilities will participate on 
the work group for the No Wrong Door project. 

Private 

Ohio Department of Aging will select a private partner, identified through an RFP process, to 
develop the No Wrong Door Website. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

The Nursing Facility Transition Grant project will collaborate with the housing activities of the 
Real Choice Grant project.   

Oversight/Advisory Committee 

 The Ohio Olmstead Task Force will advise the involved state agencies on grant 
implementation.   

 A steering committee has been formed to oversee all the CMS Grant activities (Ticket to 
Work Infrastructure, Real Choice/Systems Change, and Nursing Facilities Transitions).  The 
steering committee includes two members of the Ohio Olmstead Task Force, as well as 
representatives from each agency actively involved in Grant applications.  Private partners 
involved in grant application activities are also on the steering committee.  To date these 
private partners include the subcontractors working on the Ticket to Work Infrastructure 
Grant and the Nursing Facility Transitions project.   

 In addition to the steering committee, there is a workgroup for each grant to guide 
implementation.  Members of the Ohio Olmstead Task Force sit on each of the three 
workgroups. 

Formative Learning and Evaluation Activities 

Ohio Olmstead Task Force will provide input regarding grant activities.  Regular and ongoing 
feedback from the Ohio Olmstead Task Force will be essential to ensure that all projects remain 
responsive to consumer needs.  Where any component needs to be adjusted and improved, the 
direction for needed improvement will come from consumers. 
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Evidence of Enduring Change/Sustainability 

 The No Wrong Door project is structured to produce informational materials that can be used 
beyond the grant period. 

 The addition of a housing coordinator at the state Medicaid agency (ODJFS) will result in 
ongoing housing for participants in Ohio’s Nursing Facility Transitions project and better 
coordination with state housing authorities.  The housing coordinator role will initially be 
funded by the grant and a plan will be developed to sustain the position beyond the grant 
period. 

 Grant support of the Ohio Olmstead Task Force will result in an ongoing consumer voice in 
the debate over how best Ohio can restructure its long-term care system.  A plan will be 
developed to sustain the support beyond the grant period. 

Geographic Focus 

Statewide. 
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OKLAHOMA 

Identified Problems with Oklahoma’s Long-Term Care System 

 Institutional bias for long-term care (LTC) service delivery, primarily from hospital discharge. 

 Lack of experienced and capable providers and lack of manpower and tools for adequate 
quality oversight by program administrators. 

 High turnover of personal assistance workers and difficulty recruiting staff in LTC service 
delivery settings. 

 HCBS stakeholders lack expertise in Oklahoma’s long-term care system and the nursing 
facility lobby is a powerful and influential force in Oklahoma government. 

Perceived Strengths 

 Significant increase in recent years of persons with nursing facility (NF) level of care needs 
being served in the community.  

 The state contracted with the Long Term Care Authority (LTCA) of Tulsa to develop a HCBS 
delivery system and write the 1915(c) waiver for federal funding at a fraction of the amount 
being charged at the time by traditional public policy consultants for these products.  
Currently, Oklahoma contracts with LTCA of Tulsa and LTCA of Enid to provide HCBS 
waiver Administrative Agent services on behalf of the state.  These public trust authorities are 
cooperatively being used to efficiently manage the statewide HCBS program for frail elders 
and for adults with physical disabilities.  

 Reform of LTC infrastructure over a 10-year period through collaboration between the 
Department of Human Services Aging Services Division (DHS/ASD), the Oklahoma Health 
Care Authority (OHCA), and the LTCA of Tulsa.  This service delivery system that was 
begun in 1994, currently serves 11,000 persons with administrative costs of less than 7 
percent of service costs.  Since waiver program inception, the LTCAs have assisted the state 
to redefine and make more available personal care services and double the number of services 
covered in the waiver, including the development of a unique case management model that 
combines home care services with case management. 

Primary Focus of Grant Activities 

 Develop improved quality assurance system. 

 Improve the availability, reliability, adequacy and quality of Personal Assistance Services 
(PAS).  

 Create supports for consumers transitioning from institutional settings into community living. 

 Develop a new service delivery infrastructure to support a specialty managed care program 
model. 
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Goals, Objectives, and Activities 

Overall Goal.  Develop an infrastructure that supports a service delivery system that is 
accountable to LTC stakeholders. 

Goal.  Develop and implement an infrastructure to support Continuous Quality Improvement 
(CQI) activities. 

Objectives/Activities 

 Review current contract, audit, and reimbursement structures and processes to guide 
infrastructure reforms that will achieve “consumer-valued” outcomes. 

 Provide incentives for providers to meet defined service delivery performance goals such as 
higher reimbursement rates and/or a decrease in frequency or intensity of monitoring. 

 Develop a contracting infrastructure that requires all Medicaid PAS and 1915(c) ADvantage 
Program waiver provider agencies to have an approved CQI Plan. 

 Increase provider understanding of CQI requirements and concepts through training and 
technical assistance. 

 Develop and install a model Quality Waiver Evaluation System Tracking/Case Management 
(QWEST/CM) software system. 

 Conduct Quality Assurance/Quality Improvement (QA/QI) evaluations to increase 
Department of Human Services Aging Services Division staff involvement in QA/QI 
activities.  This refers to approximately one hundred DHS LTC Nurses.  

 Streamline the level-of-care assessment process and explore outsourcing of LTC assessments 
through evaluation recommendations. 

Goal.  Improve the availability, reliability, adequacy and quality of PAS. 

Objectives/Activities 

 Evaluate options to expand the PAS program to include services requiring nurse delegation of 
tasks. 

 Secure transition services for 50 consumers to gain detailed knowledge of NF transition 
service requirements and cost. 

 Develop a 1915(b)/(c) waiver to create Medicaid funding for a model specialty managed care 
program that will serve people with disabilities or long-term illnesses more effectively. 

Key Activities and Products  

 Develop and implement supports for CQI in the service delivery system through the 
involvement of consumers and their families in oversight of quality monitoring. 

 Develop and deploy software tracking of quality indicators. 

 Evaluate and make recommendations to expand the PAS program to include services which 
require nurse delegation of tasks and additional skilled nursing.  
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 Attain detailed knowledge of NF transition service requirements and costs by transitioning 50 
consumers. 

 Prepare a pilot integrated service delivery system built around the concept of using a section 
1915(b)(c) waiver and a model specialty managed care program in a rural area of the state.  
The intention is to apply for an appropriate waiver to fund the designed integrated service 
delivery by the end of the grant period. 

Consumer Partners  

 The Policy Consortium for Persons with Disabilities comprises advocacy organizations for 
persons with disabilities and two providers, BIOS and Effective Learning Center, which 
provide services to persons with disabilities and their family members.  Most of the 
organizations have board members that have disabilities and all are non-profit organizations.  

 The Olmstead Planning Group was a group of state agency staff, consumers and 
representatives from advocacy organizations convened by OHCA, the state Medicaid Agency, 
to begin the process of developing an Olmstead Plan for Oklahoma.  No dedicated funding 
supported the activities of the group and the group became subsumed by the Oklahoma 
Olmstead Strategic Planning Committee that has subsequently been created by the Oklahoma 
Legislature. 

 Ability Resources ILC and Progressive Independence ILC are Independent Living Center 
organizations whose staff comprises over 50 percent persons with disabilities.   

 The Oklahoma Real Choice Systems Change Partnership is composed of Consumer 
Consultants and Grant Partners.  The Consumer Consultants are Oklahoma citizens with 
disabilities that currently use personal assistive services and have committed to actively 
participate in the partnership for the duration of the grant.  The 10 Consumer Consultants 
range in age from 30 to 65+, with approximately equal numbers of male and female and they 
come from both urban and rural areas of Oklahoma.   

Consumer Partners and Consumer Involvement in Planning Activities 

The leadership of Ability Resources, Progressive Independence and the Oklahoma Policy 
Consortium for Persons with Disabilities reviewed and helped clarify grant concepts and goals.  
On separate occasions the proposed grant concepts and goals were presented to the membership 
of the Consortium and the Olmstead Planning Group for discussion and feedback.  

Consumer Partners and Consumer Involvement in Implementation Activities 

Every aspect of grant product development and implementation will be discussed and reviewed 
for input and feedback by the Oklahoma Real Choice Systems Change Partnership. 
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Public Partners 

 Oklahoma Health Care Authority, the State Medicaid Agency. 
 DHS Developmental Disabilities Services Division. 
 Long Term Care Authority of Tulsa. 
 Long Term Care Authority of Enid. 

Private Partners and Subcontractors  

 Ability Resources ILC. 
 Progressive Independence ILC. 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public 

 Representatives from Oklahoma Health Care Authority and DHS Developmental Disabilities 
Services Division, state entities responsible for LTC service delivery, reviewed and endorsed 
the grant concepts and activities. 

 The LTCA of Tulsa in conjunction with DHS Aging Services Division (the Lead Agency), 
wrote the grant application. 

Private 

Ability Resources, Progressive Independence (Independent Living Centers) and the Oklahoma 
Policy Consortium for Persons with Disabilities reviewed application drafts and met to discuss 
grant concepts and offer suggestions for improvement.   

Public and Private Partnership Development/Involvement in Implementation  

Public 

 The LTCA of Tulsa and LTCA of Enid as Grant Partners with DHS provide staff, facility and 
material in support of grant activities.  This includes support for Oklahoma Partnership 
meetings, development of technical support documents and information, and strategic 
planning leadership.   

 The LTCA of Tulsa is responsible for delivery of grant products. 

Private 

Ability Resources and Progressive Independence actively participate in strategic planning 
meetings and in all Oklahoma Partnership meetings.  Both of these Independent Living Centers 
will be subcontractors for the NF Transition Services Pilot Grant activity.  
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Oversight/Advisory Committee 

 The Oklahoma Real Choice Systems Change Partnership, created under the Oklahoma 
CPASS Project Grant, will serve as the Advisory Committee for the Real Choice Project 
Grant, and will directly guide research, planning, development, implementation and 
evaluation of reforms of the service delivery system. 

 The committee consists of 10 Grant Partners and 10 Consumer Consultants.  Grant Partners 
are grant recipients or subcontractors and consumer consultants are people with disabilities 
that have used personal care services.  Grant Partners gather information and facilitate 
meetings while consumer consultants develop expertise, offer advice and evaluate system 
development activities related to the two Oklahoma grants.   

Formative Learning and Evaluation Activities 

 The project director and a member of the Oklahoma Partnership will participate in the LTC 
Systems Coordination meetings at which discussion of the Real Choice Systems Change 
activities and progress will be a standing agenda item through the duration of the grant. 

 Feedback from these meetings regarding grant goals and strategies will be shared with the 
Oklahoma Partnership members and incorporated into grant activity planning.  The whole 
design and interactive nature of the Oklahoma Partnership process promotes formative 
learning.  

Evidence of Enduring Change/Sustainability 

 Development of a provider CQI infrastructure.  

 Implementation of a Medicaid contractual condition of participation for providers to have an 
approved CQI Plan. 

 Required QA component for all PAS and waiver services and increased state QA/QI 
monitoring capacity. 

 Medicaid State Plan PAS services will be redefined, including the roles of DHS nurses and 
nurse-delegated Advanced PAS. 

 Improved wages/benefits and equity for institutional/community personal assistance staff. 

 Legislative/administrative commitment of state and local government agencies. 

 A model LTC specialty managed care service delivery system. 

Geographic Focus 

Statewide. 
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PENNSYLVANIA 

Identified Problems with the State’s Long-Term Care System 

 Fragmented service system with multiple waivers and state programs. 

 Lack of available information on home and community services as a result of piecemeal 
development over time. 

 Complex eligibility determination process because of fragmented eligibility structure. 

 Ineffective service provision for persons with complex physical, behavioral and social needs 
due to lack of provider capacity and expertise. 

Perceived Strengths 

 Strong participation of persons with disabilities, family members and advocacy groups via 
existing policy and planning initiatives utilized by the Department of Public Welfare and the 
administration such as the Mental Health and Mental Retardation Committee, the Planning 
and Advisory Committee for the Office of Mental Retardation, the PA Interagency 
Coordinating Council for Early Intervention, the Intro-governmental Council on Long Term 
Care, the PA Council on Aging, the Medical Assistance Advisory Council, the PA Mental 
Health Planning Council, the Community Living Advisory Committee and the 
Developmental Disabilities Council.   

 Established structure for management of home and community services systems.  Key policy 
and program people from the Office of Social Programs (serving individuals with physical 
disabilities, traumatic brain injury and adults with autism), the Office of Mental Health and 
Substance Abuse Services, the Office of Medical Assistance Programs (which is the primary 
funding agency for the other programs), the Department of Aging, the Office of Mental 
Retardation (serving individuals with mental retardation and developmental disabilities), and 
the Office of Children, Youth and Families have formed a core team who meet monthly to 
coordinate policy, budget requests and programmatic goals and objectives.  Smaller teams 
are empowered to solve problems and issues across program areas and are tracked by the 
Core Team in terms of outcomes and appropriate deliverables.  Executive staff meet 
quarterly to provide support and consensus regarding outstanding and negotiable issues.  

 Strong policy commitment and available financial resources from the administration. 

 Growing expertise and capacity in home and community services implementation in terms of 
both the number of new waivers and number of people served in the community during the 
past 8 years.  During the same time period, our community program designed to move 
individuals out of state mental hospitals and into the community increased in size and 
effectiveness.  
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Primary Focus of Grant Activities 

 Develop better methods to manage the overall system in support of community living. 

 Develop a cross-disability system of access to home and community services and supports 
for people of all ages. 

 Develop provider expertise and capacity to effectively serve individuals across the broad 
spectrum of disabilities and long-term illnesses. 

Goals, Objectives, and Activities 

Overall Goal.  Identify weaknesses or barriers in the current long-term home and community 
services system and develop and implement strategies designed to provide the foundation for 
enduring and effective systems change. 

Goal.  Develop a cross-disability, comprehensive, understandable, and responsive system of 
access for home and community services and supports for consumers of all ages.  

Objectives/Activities 

 Identify strategies to adapt the current home and community services system to the needs of 
consumers. 

 Identify best practices of outreach and education efforts related to long-term care. 

 Train and provide technical assistance to local providers and service systems using the 
curriculum and materials developed by the Real Choice Systems Change Grant. 

Goal.  Examine barriers to the provision of needed services for individuals with severe multiple 
disabilities who currently lack services. 

Objectives/Activities 

 Develop protocols for full consumer evaluations. 

 Make recommendations to change the process for determining financial eligibility for initial 
applicants and waiver changes. 

 Develop provider systems that can serve multiple populations, including cross-system 
licensure and training. 

 Determine the financial structures necessary to provide effective, quality services. 

 Examine existing studies and conduct research on how existing waivers can be modified or 
new waivers developed to serve unserved and underserved populations. 

 Evaluate the feasibility of an Independence+ §1115 demonstration project. 
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Goal.  Develop a multi-track provider training curriculum and seminars to develop knowledge 
of and expertise in best practices in services and supports to individuals with multiple 
disabilities. 

Objectives/Activities 

 Review available training programs with input from professionals, family members and 
individuals with disabilities. 

 Provide training in complex cross disability issues to individuals with disabilities and 
professionals.  Attempt to bring providers from the various service systems together both in 
terms of content and to develop networks and cross-system efficiencies during the training 
itself. 

 Expand knowledge and skill base of family members and other stakeholders through the 
training seminar described above.  Family members and stakeholders will be invited to the 
seminar to participate in a panel and describe gaps and barriers encountered by individuals 
who need services from multiple systems. 

Key Activities and Products  

 Evaluate the feasibility of an Independence+ §1115 demonstration project and submit 
application upon approval of the state administration. 

 Evaluate existing outreach and education efforts. 

 Develop comprehensive materials describing available services and supports. 

 Develop training curriculum for local agency staff, community members, and state/local 
government personnel in approaches to provide effective, comprehensive information, 
referral and access to services. 

 Fund demonstration projects that support better access to services and streamlined eligibility 
processes.  

 Make recommendations to the HCBS Stakeholder Planning Team and the Home and 
Community-Based Governance Structure, including executive level staff, regarding barriers 
to the provision of home and community services and supports. 

Consumer Partners  

 The HCBS Stakeholder Planning Team comprises 25 stakeholders, 17 of whom are 
consumers/advocates, five are provider organizations and three are county organizations 
representing individuals with mental illness, mental retardation and the frail elderly.  The 
individuals selected were nominated by their peers.   

 The Team was established by the Secretary of Public Welfare in February 2002 to provide 
planning regarding home and community-based services.  The group assisted in writing and 
reprioritizing the Real Choice Systems Change Grant and will act as advisors to that grant.  
They meet every 6 weeks.  The Department of Public Welfare (DPW) has supported their 
meetings by utilizing funds from first the Starter Grant and now through the Real Choice 
Systems Change Grant. 
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 All grant planning activities were conducted via open meetings and forums.  Numerous 
individuals who are not members of the Stakeholder Planning Team participated and 
continue to attend the Team’s meetings.  Individuals involved with the Infrastructure Grant 
and Nursing Facility Transition Grant attend the meetings regularly.   

Consumer Partners and Consumer Involvement in Planning Activities 

 Consumers and family members from the HCBS Stakeholder Planning Team essentially 
developed and wrote the grant application with assistance from DPW staff members.  
Specifically, consumers with head injuries, physical disabilities, deafness, and mental illness 
and mental retardation all participated in the planning and development meetings.  The 
parent of a child with physical disabilities also participated. 

 Drafts were sent to all Team members and there were numerous opportunities to participate, 
edit and refine the product.  This was true regarding the original application submitted in 
July 2001 and the revised and reprioritized proposal that was submitted in July 2002.   

 The Team and other interested parties developed the goals for the project and the concept.  
The Secretary of Public Welfare signed and submitted the grant request as prepared by the 
Team without edits or revisions. 

Consumer Partners and Consumer Involvement in Implementation Activities 

 The Planning Team will act as a conduit for information.  All of the Team members are 
listed on the DPW Website and can be contacted by their own constituents or other 
individuals for updates and information. 

 The Planning Team will advise various agencies responsible for implementing home and 
community services and support programs and will play a critical role in the development of 
specific work plans related to the implementation of the grant project by consulting with the 
Home and Community-Based Governance Structure and specifically the Core Team that 
meets monthly to refine and coordinate.   

 They will be involved in the Request for Proposal process.  They will write the goals and 
objectives of the proposals and participate as members of the proposal evaluation 
committees. 

 They will be participating in the cross-disability planning process that will result in a 5-year 
cross-disability plan for the department in terms of community based alternatives and 
supports. 

Public Partners 

 MH/MR Program Administration Association of PA.  
 PA Council on Aging.  
 PA Developmental Disabilities Council.  
 PA Intra-Governmental Council on Long-Term Care.  
 Office of Senior Services/Area Agency On Aging.  
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Private Partners and Subcontractors  

 Alzheimer’s Association. 
 Greater PA Chapter. 
 Autism Living and Working.  
 Brain Injury Association of PA.  
 Center for Advocacy for the Rights and Interests of the Elderly. 
 Community Living Independently for Elders (LIFE). 
 Mental Health Association in PA. 
 Parents Involved Network of PA.  
 PA Association of Rehabilitation Facilities.  
 PA Council on Independent Living.  
 PA Health Law Project.  
 PA Mental Health Consumers Association.  
 PA Protection and Advocacy. 
 PA Society for the Advancement of the Deaf.  
 Self Determination Housing Project.  
 Speaking for Ourselves. 
 VIA of the Lehigh Valley.  

Public and Private Partnership Development/Involvement in the Planning Phase 

 The HCBS Stakeholder Planning Team comprises 25 stakeholders, 17 of whom are 
consumers/advocates, five are provider organizations and three are county organizations 
representing individuals with mental illness, mental retardation and the frail elderly. 

 Consumers and family members from the HCBS Stakeholder Planning Team essentially 
developed and wrote the grant application with assistance from DPW staff members.   

 The public partners provided input and ideas for implementation.  DPW assisted with the 
writing and editing of the application, but it was submitted in the words of the team 
members.  

Public and Private Partnership Development/Involvement in Implementation  

Public 

Public partners will assist in developing the request for proposals, they will evaluate the 
proposals, they will work side-by-side with DPW internal staff to manage and monitor the grant 
objectives and other important outcomes and deliverables as assigned and tracked by the HCBS 
Core Team (see Perceived Strengths section for a description of the Core Team). 

Private 

Subcontractors will be selected by the Stakeholder Planning Team members and staff via the 
RFP evaluation process.  They will report to the grant director and the Stakeholder Planning 
Team.  
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Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities  

 The Area Agencies on Aging, the Community Resource Centers and the County Mental 
Health and Mental Retardation Centers will all be encouraged to apply for mini-grants and 
will selected based on their perceived abilities to break down barriers to receiving services 
and obtaining information regarding services and eligibility. 

 The Home and Community-Based Governance Structure will play a vital role in the overall 
management of the grant program, while the existing expertise of agency staff and 
community providers will be tapped to capitalize on available knowledge of promising 
practices in the implementation of home and community-based services and supports. 

Oversight/Advisory Committee 

 The grant’s project director will be responsible for providing ongoing oversight of programs 
and for tracking the grant activities against the stated objectives in the grant. 

 The HCBS Stakeholder Planning Team will act as advisors to the Real Choice Grant and 
will meet every 6 weeks.  They will also assist in tracking and monitoring outcomes and 
deliverables and participate on internal work teams. 

Formative Learning and Evaluation Activities 

Work plans will include objective review points throughout the implementation process to 
ensure that any necessary course changes can be affected to ensure that the project is moving 
toward positive outcomes. 

Evidence of Enduring Change/Sustainability 

 The grant will assist DPW in better understanding the usefulness of an Independence Plus 
demonstration.  This understanding may lead to a cross disability, cross office initiative 
based on the Independence Plus concept.  If so, it may change the way in which DPW 
provides for citizens who have disabilities and permit service provision to those who are 
needy but not assessed at a nursing facility level of care. 

 The grant will provide better ways to address the barriers that individuals face in terms of 
entering the system and also to obtain services in the community that are comparable to 
those available in a nursing facility in terms of access, reliability and funding.  

 The grant will provide cross disability training materials and an opportunity for networking 
and training for providers from all of the appropriate services systems.   

Geographic Focus 

Statewide. 
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RHODE ISLAND 

Identified Problems with the State’s Long-Term Care System 

 Inconsistent access to services with regard to type and severity of disability. 

 Lack of care coordination for individuals with multiple needs. 

 Lack of information about long-term care services and supports. 

Perceived Strengths 

 HCBS waiver programs are available. 

 Representatives from the aging community, the disabled community, the Center for Adult 
Health Consumer Advisory Committee, the Long-Term Care Coordinating Council, 
community providers and nursing facilities representatives developed a Shared Vision for 
Long-Term Care plan to guide future efforts. 

 The Department of Human Services conducted a needs assessment using a Traumatic Brain 
Injury (TBI) Demonstration Planning Grant.  

 The Department of Human Services sponsored a series of Leadership Roundtables on 
Children with Special Health Care Needs and their families.  Leadership is the term used to 
define families and advocates who help discuss issues pertaining to special needs children 
regarding their health care needs, behavioral health, dental care and Kati Beckett eligibility.  
These discussions provided the framework for moving children with special needs into 
managed care. 

 The Living Rite program assists consumer to access services.  Living Rite is the concept of 
reforming the long-term care system in Rhode Island.  Its focus includes providing clear and 
concise information to consumers and policymakers, developing capacity, and coordinating 
and integrating services.  Complete funding for this concept and proposals has yet to be 
secured. 

Primary Focus of Grant Activities 

 Expand capacity to provide services.  

 Increase informed choice for consumers. 

 Improve the integration of health and support services. 
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Goals, Objectives, and Activities 

Overall Goal.  Construct enduring system changes that will allow consumers to choose where 
they reside, and help them access and control needed services. 

Goal.  Expand capacity to provide services. 

Objectives/Activities  

 Conduct a survey and needs assessment of consumers across the long-term care continuum. 

 Develop training modules for staff working with individuals with behavioral problems who 
reside in residential facilities such as group homes, assisting living facilities, and housing 
authorities. 

 Provide behavioral specialist consultancy to non-institutional residences.  Grant funds will be 
contracted to help develop training modules and to assist in the training.  It is the intention to 
continue this training after the grant period with either administrative funding or by including 
the cost in the applicable rate of reimbursement. 

 Subcontract with a consultant to produce a work plan that will assist in the assessment of 
youths with serious emotional disturbances transitioning into the community.  

 Track and analyze the demographics, utilization, and outcomes of children accessing 
residential and community systems of care.  

Goal.  Increase informed choice for consumers.   

Objectives/Activities 

 Develop a Web-based benefits screener and resource directory.  A benefits screener will allow 
individuals to enter information in the a Web-based application that will then screen the 
information to determine if the individual may be eligible for certain benefit programs and 
will tell them how and where to apply. 

 Host a conference on community services for all populations. 

Goal.  Improve the integration of health and social services. 

Objectives/Activities 

 Develop a service tracking software application. 

 Analyze Medicare data to develop acuity patterns of individuals likely to become dually 
Medicare/Medicaid eligible. 

Key Activities and Products  

 Develop a Web-based benefits screener and resource directory. 

 Develop a service tracking software application. 

 Host a conference on community services for all populations. 

 Conduct a survey and needs assessment of consumers across the long-term care continuum. 

 Analyze Medicare data to develop acuity patterns of individuals likely to become dually 
Medicare/Medicaid eligible. 
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 Provide behavioral specialist consultation to non-institutional residences, and develop training 
modules on working with individuals who have behavioral problems.  

 Seek consultative services to assist in the assessment of a cohort of youth with serious 
emotional disturbances transitioning into the community. 

 Track and analyze residential and other community systems of care. 

Consumer Partners  

 Living Rite Task Force.  

 Consumer Advisory Committee. 

Both these groups are made up of consumers, advocates and providers.  Their roles are to advise 
the Department of Human Services on issues, review policy and procedures, and to make 
recommendations for change.  There is no funding since these groups are volunteering.  Meeting 
space and refreshments are provided by the department’s administrative funds and are not 
supported by this grant. 

 The Medicaid Infrastructure Grant Steering Committee comprises three representatives (two 
consumers and one advocate) for the aging population and three representatives (one 
consumer and two advocates) for adults with disabilities.  All are from the public sector.   

Consumer Partners and Consumer Involvement in Planning Activities 

The Consumer Advisory Committee participated in Real Choice Systems Change Grant 
development meetings held by the Department of Human Services (DHS).  These meetings 
solicited input from consumers, advocates and other state agencies.  An overview of each of the 
Real Choice Systems Change Grants was presented at each meeting, followed by a brainstorming 
session about what to include in the grant application. 

Consumer Partners and Consumer Involvement in Implementation Activities 

 Members of the Living Rite Task Force, the Consumer Advisory Committee, and consumers 
from the Medicaid Infrastructure Grant Steering Committee will be involved in the 
implementation, monitoring and evaluation of grant activities, including: 

 Provide input in the development of RFPs and be kept informed of each activity’s 
development.  

 Assist in oversight of the project and its outcomes.   

 Review drafts of reports for comment.  

 Assist in the development of the conference. 
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Public Partners 

 Department of Health. 
 Department of Elderly Affairs. 
 Department of Mental Health, Retardation and Hospitals. 
 Department of Children, Youth, and Families. 
 Housing Resource Commission. 
 Rhode Island Housing, Mortgage & Financing Corporation. 

Private Partners and Subcontractors  

 PARI Independent Living Center. 
 Ocean State Center for Independent Living. 
 Community Mental Health Centers. 

Public and Private Partnership Development/Involvement in the Planning Phase 

 All the public and private partners participated in focus groups that helped formulate the 
activities that were proposed in the grant application. 

 They reviewed drafts and provided input that expanded the scope of the grant. 

 They also were involved in revising and prioritizing activities when the grant allocation was 
reduced. 

Public and Private Partnership Development/Involvement in Implementation  

Public 

 Each agency will have staff participate as either key project personnel or members of the Real 
Choices Advisory Committee and will help plan and participate in a conference on services 
across the continuum of disabilities.  

 All of the public agencies will participate in RFP development and some will assist in the 
evaluation of the RFPs.  

 Department of Elderly Affairs will coordinate the activity associated with I&R tracking. 

 Department of Children, Youth, and Families will co-coordinate the child-related activities 
with DHS.  

 Department of Mental Health, Retardation and Hospitals will provide technical assistance for 
the behavioral health activity. 

Private 

 The private partners will provide recommendations as to what standards and experience 
contractors should have.  

 The Independent Living Agencies and the Community Mental Health Centers will assist in 
the resource development section of the benefits screener and in recommendations to make 
the Website user-friendly for adults with disabilities.  
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Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

The Department of Mental Health, Retardation and Hospitals, the Department of Elderly Affairs, 
the Department of Children, Youth, and Families, the Department of Health, and the Department 
of Human Services have collaborated on a number of projects in a variety of combinations, 
including the redesign of children’s behavioral health and the redesign of the long-term care 
system.  These partnerships will continue to develop the public policy changes that will ensure 
the success of the Real Choice Grant activities. 

Oversight/Advisory Committee 

In order to ensure continued consumer involvement we will establish the Real Choices Advisory 
Committee.  The Committee will include three representatives of the Living Rite leadership team, 
three DHS Consumer Advisory Committee members, and a representative from each of the five 
state agencies.  This committee will meet monthly to help develop RFPs, review status reports, 
recommend corrective action if necessary, and advise the project director. 

Formative Learning and Evaluation Activities 

 The Real Choices Advisory Committee will meet on a monthly basis to track progress on 
goals, suggest alternatives when problems arise and update the other stakeholder groups.  
Project leads for each of the activities will report the status of their areas to the committee, 
and any outcome data compiled will be shared with the Consumer Advisory Committee, the 
Long-Term Care Coordinating Council and with various consumer groups including the 
Living Rite group. 

 The DHS Research and Development Team will act as consultant to the Steering Committee, 
developing and tracking outcome indicators.  This group will provide technical assistance to 
ensure that information gathered is valid and accurate. 

Evidence of Enduring Change/Sustainability 

 Consistent access to information through the Web-based system to enable informed choice 
and admission to the programs that meet their needs and preferences. 

 Training modules will provide a continuing means to educate providers and other support 
systems to accommodate behavioral challenges.  The training modules will be made available 
free of charge after the grant period is ended to agencies requesting them. 

 The monitoring of information and referral data will enable state agencies to update and 
improve CARRE (Coordination, Assessment, Referral, Reassessment, Evaluation) Center I 
standards and determine whether people are accessing appropriate and useful information.  
This will lead to enduring change in adequacy and quality of services. 

Geographic Focus 

Statewide. 
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TEXAS 

Identified Problems with the State’s Long-Term Care System 

 There are long waiting lists and a lack of coordination among social service personnel 
regarding alternative services. 

 Texas continues to have one of the largest institutionalized populations in the nation.  

 Numerous restrictive funding streams and lack of comprehensive case management across 
agencies results in a loose collection of service “silos.”  

 For mental health consumers the lack of community support services may result in repeated 
unnecessary institutionalization. 

 There is a lack of capacity in critical areas such as affordable, accessible, integrated housing 
and personal attendant care. 

 Changing benefits in public programs, expansion of service options, and lack of a cohesive 
access system contribute to a confusing system for consumers, especially those who are in a 
crisis situation. 

 Texas has implemented various improvements to and increased the capacity of long-term 
services and supports over the last decade, yet the system remains fragmented and difficult to 
access. 

Perceived Strengths 

 The Texas Health and Human Services Commission exists to provide the leadership and 
innovation necessary to administer the state’s Health and Human Services (HHS) system.  
Under this structure, Texas is in a good position to make meaningful changes in its long-term 
care system across the HHS enterprise. 

 Thanks to strong and committed consumer participation, Texas is becoming more focused in 
its statewide vision for improving access to services and supports for persons of all ages with 
disabilities. 

 Texas has 25 Area Information Centers, 28 area agencies on aging, and 11 Independent 
Living Centers (ILCs), providing a range of services, including information, referral and 
assessment services, benefits counseling, family caregiver initiatives, nutritional support, and 
guardianship services. 

 Texas has one of the most effective Home of Your Own coalitions in the nation, sponsored by 
United Cerebral Palsy of Texas, working to foster home rental and ownership.  

 Nonprofit organizations provide a wide variety of volunteer services to people with 
disabilities of all ages. 
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Primary Focus of Grant Activities 

 Improve system coordination and access to long-term care services by developing and 
implementing one or two access models in pilot demonstrations to be tested in urban, rural 
and culturally diverse settings.  

 Coordinate and integrate the model(s) with other existing access systems or projects in the 
community that have similar goals. 

 Develop and implement a client-tracking mechanism and methods for gauging consumer 
satisfaction. 

Goals, Objectives, and Activities 

Overall Goal.  Create a fundamental, system-altering shift in the way consumers access the 
state’s long-term care services and supports. 

Goal.  Develop and implement a “system navigator function” at the community level using one or 
both of two access models.   

Objectives/Activities  

 Develop state guidelines for two local models. 

 Issue guidelines for system navigator function, with consideration given to the 
recommendations from regional access planning groups. 

 Issue request for proposal for demonstration sites. 

 Activate demonstration sites. 

 Develop training program for system navigators and family/person-directed planners. 

 Develop common intake, referral, assessment and follow-up protocols. 

 Complete operational features of demonstration sites. 

 Provide state technical assistance and program evaluation. 

Goal.  Evaluate the effectiveness of the navigator function by tracking the number of persons 
successfully diverted or transitioned from institutions into the community, and by gauging 
consumer satisfaction regarding accessibility of the system. 

Objectives/Activities 

 Develop valid client-tracking mechanism. 

 Identify valid methods for gauging consumer satisfaction. 

 Develop consumer satisfaction tool(s). 

 Implement consumer satisfaction tool(s). 

 Implement client-tracking mechanism. 

 Develop method for, and evaluate personal outcomes. 

 Develop method for, and evaluate system outcomes. 

 Make adjustments to system design according to evaluation results. 
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Key Activities and Products  

 Functional framework for and definition of the role of system navigators. 

 Effective use of system navigators within two local access models. 

 Two demonstration sites selected in regions of the state where local access planning is 
actively underway and where a commitment to community collaboration to reach across all 
ages and population groups is clearly evident. 

 System-wide training in family/person-directed planning for system navigators and case 
workers working in the demonstration sites. 

 An evaluation that addresses both process and outcomes.  

 Project status reports submitted on monthly, quarterly, and annual basis. 

 Ongoing state-level technical assistance and program coordination. 

Consumer Partners  

 The Texas Health and Human Services Commission (HHSC), the lead agency for this grant 
application, developed a Consumer Task Force after an initial stakeholders’ meeting was held 
to determine the direction and focus for the project. 

 The Consumer Task Force includes consumers from ADAPT, the aging community, a parent 
of a child with mental retardation and autism, an adult with a physical disability, a 
representative of an ILC, and a representative from the Association for Retarded Citizens 
(ARC).   

 The members each represent different geographic regions of the state and are known in their 
communities as aging and disability advocates.  Many have been involved in the local Texas 
Long-Term Care Access projects and are very familiar with the issues and proposed solutions.  

Consumer Partners and Consumer Involvement in Planning Activities 

 The State elicited consumer participation in the development of its response to the Olmstead 
Decision through an advisory board, which assisted in the development of the state’s 
Promoting Independence Plan.  The access recommendations in the Plan provided the initial 
foundation for the changes the state is seeking to make as described in this application. 

 The Consumer Task Force (CTF) was convened to participate in the development and writing 
of the grant application, the pilot site selection criteria, and to review the final application.   
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Consumer Partners and Consumer Involvement in Implementation Activities 

 After receiving the award from CMS the CTF reconvened to assist HHSC with the 
development and review of the request for proposals and then again to help finalize the 
selection of the demonstration sites.  The CTF will continue to provide state-level input and 
feedback throughout the duration of the grant. 

 The CTF will work with the HHSC management team to develop the navigator role. 

 The CTF will assist in the evaluation process by participating in evaluation interviews with a 
sample of access recipients, and through the solicitation of feedback via public hearings. 

 The project team will partner with various consumer organizations including the Children’s 
Policy Council, Independent Living Centers, the Association for Retarded Citizens, the 
National Alliance for Mental Illness, the Coalition of Texans with Disabilities, ADAPT, the 
Texas Mental Health Consumers, and the Texas Disability Policy Consortium for technical 
assistance regarding specialty issues.  These issues may range from identifying best practices 
in outreach and support development for specific populations to developing local chapters and 
providing assistance in community coalition building. 

Public Partners 

 Texas Department of Human Services.  
 Texas Department of Mental Health and Mental Retardation.  
 Texas Department on Aging.  
 Texas Department of Housing and Community Affairs.  
 Area Agencies on Aging.  
 Texas Information and Referral Network and Area Information Centers.  

Private Partners and Subcontractors  

 ADAPT (nongovernmental, nonprofit advocacy group). 
 Businesses involved in developing transportation, attendant care and housing. 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public Partners 

The Texas Department of Health, Texas Department of Human Services, Texas Department of 
Mental Health and Mental Retardation, and the Texas Department on Aging all provided staff 
resources during CTF meetings.  Staff provided input for the grant’s goals and objectives and 
offered suggestions for the overall functional requirements of the system navigator, as it was to be 
later laid out in the HHSC request for proposals. 

Private Partners 

ADAPT has a representative on the CTF who has been very active throughout the submission of 
the grant application. 
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Public and Private Partnership Development/Involvement in Implementation  

 The HHSC will work with state agency partners to develop standardized intake, screening, 
and information forms. 

 Technical collaboration will occur with the Texas Department of Human Services to 
coordinate with its Texas Integrated Eligibility Redesign System (TIERS), and a specific 
component of that project known as the State of Texas Assistance and Referral System 
(STARS) “self-screener.”  STARS is a Web-based prescreening tool that consumers can use 
to see for themselves which benefits, services and programs they are potentially eligible. 

 Collaboration with the Texas Department of Human Services, the Department of Mental 
Health and Mental Retardation, the Texas Department on Aging, AAAs, and other entities is 
critical to this project in order to identify and assess individuals in nursing facilities and other 
institutions who want community services (see second goal above). 

 The Texas Information and Referral Network (TIRN) systems design will interface with the 
Real Choice project in the implementation of the pilot demonstration.  The HHSC and the 
TIRN has received legislative support to implement a 211 telephone system in selected areas 
of the state.  This, along with their comprehensive I&R Website, FindingHelpinTexas.com, 
will be key components in the overall design of the two access models at the local level. 

Private Partners 

 ADAPT has a representative on the CTF who has been very active throughout the 
dissemination of the RFP and selection of the demonstration sites. 

 Business/industry partners are represented on both the local projects’ newly-formed advisory 
committees, and their contributions will be described in the projects’ next reports to the 
HHSC. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

 HHSC has made access planning a priority across the health and human services enterprise, 
urging partner HHS agencies to require interagency support of project activities at the local 
level.  One of the selected demonstration sites has utilized this mechanism to elicit the support 
of local DHS and MHMR agencies and others, specifically in the area of designating 
“navigator liaisons” within their agencies to be the contact point and expediter of services for 
consumers referred to them by the system navigators. 

 ADAPT has acquired funding from Volunteers in Service to America to hire and train 
personnel to implement identification and assessment initiatives in one area of the state. 

Oversight/Advisory Committee 

 The two demonstration sites will have a project director and a local advisory committee, 
which will include local agency representatives and cross-disability consumer representatives.  
The project director provides reports, updates, etc. to the project coordinator at HHSC.   

 The Promoting Independence Plan and the SB 367 Task Force on Care Settings for Persons 
with Disabilities work will be used to provide input to the HHSC Project Team for oversight 
of the project.  

http://www.helpintexas.com/
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Formative Learning and Evaluation Activities 

 Evaluate pilot project using a set of core consumer-specific results.  Monitoring will include 
site visits by the project director to the pilot site(s) and review of all deliverables. 

 Quarterly reporting and the monitoring visits will provide timely feedback.  Both the process 
outcomes and personal outcomes measures will provide insight into operational issues 
highlighting indications for remedial activities. 

 Monitoring of the development of the system navigator function will include interviews with 
the individuals selected for the positions and agency personnel. 

 Additional outcomes to be monitored include the development of standardized forms, 
protocol, and databases.  The successful utilization of standardized forms to be shared across 
numerous programs and services is expected to be a significant challenge for both 
demonstration projects.  Many aspects of information sharing, technology requirements, 
confidentiality, etc., will have to be understood, processed carefully, and agreed upon by all 
partners involved.  It is anticipated that these processes will evolve and require fine-tuning 
over time in order to be formed into the desired products.  

 The CTF will assist in the evaluation process by participating in interviews with a sample of 
access recipients, and through the solicitation of feedback via public hearings. 

Evidence of Enduring Change/Sustainability 

 The use of a fully developed navigator function, a comprehensively tested local system of 
access, and a stringent evaluation plan for both system and consumer-directed outcomes, will 
create a fundamental change in the way individuals access long-term care services and 
supports. 

 Demonstration sites will be selected based in part on their commitment to making a 
permanent change in their infrastructure dealing with access to information and services, their 
willingness to maintain and upgrade network technology as needed, and their willingness to 
invest in development of the access system with or without state resources.  RFP applicants 
are required to match the requested grant funds at 5 percent.   

 Local councils of governments have already committed resources to the project and are 
expected to continue this support. 

 The state will continue to use the navigator system, the standardized screening and assessment 
forms, and the integrated database after the grant period ends.  Formal agreements among 
network partners will assure that data is updated as needed to maintain the database.  

 Building on success with the pilot communities, the state will implement strategic directives 
and priorities that empower other communities across the state to replicate these models.  

Geographic Focus 

Statewide, including urban, rural and culturally diverse settings. 
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UTAH 

Identified Problems with Utah’s Long-Term Care System 

 Lack of access to waiver services and state supported alternative care programs due to waiting 
lists. 

 Difficulty in deinstitutionalizing people with disabilities due to lack of affordable and 
accessible housing. 

 Fragmented long-term care system because service programs have evolved according to 
categorical funding streams. 

 Lack of focus on facilitating deinstitutionalization; waiver programs focus on preventing 
institutionalization. 

 Inability to successfully transition individuals from institutions to the community due to an 
inadequate supply of community services and supports. 

Perceived Strengths 

 Variety of long-term care options available for all ages of people with disabilities and chronic 
illness. 

 The state has gained experience in transitioning people from nursing facilities to community 
supported living situations through the FlexCare Demonstration Project, funded by the 
Nursing Facility Project—Medicaid. 

 The state’s “Plan for the Provision of Long Term Care Services for Seniors” has focused on 
the provision of community supports to allow elderly persons to remain at home.  

 The eligibility determination process screens for mental and physical health risks.  Identified 
risks are then addressed through intervention and treatment services. 

 Collaboration of Departments of Human Services and Health through a Long-Term Care 
(LTC) Coalition to work on problems and forge opportunities for cooperation. 

Primary Focus of Grant Activities 

 Increase public awareness of and support for people needing LTC services. 

 Increase community integration by stimulating the development of enhanced community 
service and support options. 

 Foster systems change through increased inter-agency coordination. 

 Increase options for consumer choice and involvement. 
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Goals, Objectives, and Activities 

Overall Goal.  Redesign Utah’s LTC system to enable children, their families, and adults of any 
age with disability or long-term illness to choose their residence and their services.  

Goal.  Establish intra-departmental and intra-divisional vehicles to increase coordination among 
state agencies to design and foster LTC strategy implementation. 

Objectives/Activities 

 Establish a Cross-Department/Division Coordinating Committee. 

 Study and identify barriers to consumer-directed and person-centered services within each 
Division’s programs through a literature review, consumer-oriented focus groups, and a 
concept paper. 

 Review the feasibility of having case managers, independent of the service provider, available 
to all people receiving long-term care services in the community  

 Enhance communication through partnerships between consumers, state agency 
administrators and other stakeholders to enable the development of a consumer-responsive 
service delivery system. 

 Support completion of the existing demonstration project of electronic use of the Minimum 
Data Set for Home Care (MDS-HC) instrument and data base development.  This will 
increase coordination among state agencies through a common level-of-care eligibility tool. 

Goal.  Increase public awareness of and access to LTC information and services. 

Objectives/Activities 

 Review the current sources of statewide LTC service information. 

 Establish a centralized 1-800 LTC number and a new access point for consumers to link to 
existing sites by coordinating existing information and referral service providers. 

 Establish a statewide Internet LTC interactive Website that will provide information about 
LTC services available in the State, and how to access these services through the screening 
and referral process. 

 Simplify and streamline the assessment processes for determining LTC needs and eligibility. 

Goal.  Facilitate community integration and residence choice by increasing the capacity of 
informal caregivers and other supports to provide care. 

Objectives/Activities 

 Use a multi-media campaign to inform the public about caregiver roles in assisting individuals 
with disabilities or long-term illness to receive support in community settings of choice.  

 Develop or identify a series of training modules that teach caregiver skills appropriate to the 
various stages or levels of care being provided. 

 Conduct a series of focus groups with caregivers themselves and community groups that 
represent caregivers to identify what caregiver support services are most needed, and what 
problems are encountered in obtaining services. 
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 Add an additional access point for caregivers to obtain emergency relief from care 
responsibilities through existing 1-800 hot-line services. 

 Facilitate the development of peer caregiver counseling programs in each county. 

 Work with media to develop public service announcements to encourage volunteers and 
personal assistance staff to work with consumers with long-term needs. 

Goal.  Increase opportunities for consumer involvement and choice.  

Objectives/Activities 

 Fund and foster self-determination, personal development, and leadership training for Mental 
Health, Aging, Disabilities, and Medicaid consumers. 

 Encourage agencies to support consumers to attend state and national conferences on LTC 
issues. 

 Work with government, community, and private providers to encourage consumer and family 
participation on policy and advisory boards. 

Key Activities and Products  

 Study and identify barriers to consumer-directed and person-centered services within each 
Division’s programs through a literature review, consumer-oriented focus groups, and a 
concept paper. 

 Support self-determination, personal development, and leadership training for Mental Health, 
Aging, Disabilities, and Medicaid consumers. 

 Provide for a statewide long-term care interactive Website and 1-800 number to enable 
consumers, family members, friends, advocates, or providers to work through what long-term 
care resources are available, whom they are available from, and how to access them.   

 Simplify and stream line the eligibility and assessment process to determine long-term care 
need and eligibility. 

 Develop a multimedia campaign to advise the public about the role that caregivers play in 
assisting individuals with disabilities of long-term illness to receive support in a community 
setting of their choice, and enable individuals to identify themselves as caregivers. 

 Develop training modules that teach caregiver skills appropriate to various stages or levels of 
care being provided, develop a peer-counseling program for caregivers, and create a new 
1-800 access point for caregivers to obtain emergency relief from their caregiver duties. 

Consumer Partners  

 The Long-Term Care Coalition included both consumer and provider members.  Consumers 
and providers were drawn from existing Division Advisory Boards or committees, e.g., 
Aging, Division of Services for People with Disabilities, Mental Health, Centers for 
Independent Living, and the Arc of Utah.  
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 A Consumer Task Force will be developed to oversee all Systems Change Grants.  Consumer 
and family members of the Utah Governor’s Council for People with Disabilities will 
comprise the majority of the Consumer Task Force, with two representative consumers to be 
appointed from the Aging and Adult Services network.  Other consumer partners include the 
Utah Independent Living Centers and the Utah Caregiver Coalition. 

Consumer Partners and Consumer Involvement in Planning Activities 

 In 1996, the Health Policy Commission established a Long-Term Care Technical Advisory 
Group (LTC/TAG), co-chaired by the Executive Director of the Governor’s Council for 
People with Disabilities and Equitable Life and Casualty, a representative from the private 
insurance industry.  The LTC/TAG was made up of 16 representatives from state, local public 
and private nonprofit agencies.  The LTC/TAG utilized the recommendations of the LTC 
Coalition as guidelines for their work.   

 The LTC/TAG met regularly and publicly, formed advisory subgroups, reached out to all 
long-term care stakeholders for input, and commissioned a survey of key players about public 
policy priorities.  The LTC/TAC used the information obtained from the survey to produce a 
final report in 1999, a set of Principles and Recommendations.  These activities were the 
foundation for future guidelines for RFPs. 

Consumer Partners and Consumer Involvement in Implementation Activities 

Consumer partners will work together with the project manager to ensure the projects in the grant 
remain consumer focused.  They will offer advice, direction, validation, input and planning as 
well as monitoring and evaluation of the grant. 

Public Partners 

 Utah Department of Health.  
 Area Agencies on Aging. 
 Independent Living Centers. 
 Economic Development. 
 Information and Referral Services. 
 Division of Aging and Adult Services. 
 Division of Services for People with Disabilities. 
 Division of Mental Health. 
 Division of Health Care Financing (State Medicaid Agency). 
 Division of Health Systems Improvement. 
 Governor’s Council for People with Disabilities. 
 University of Utah. 
 Vocational Rehabilitation. 
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Private Partners and Subcontractors  

 Bill Walsh and Associates. 
 Other contracts will be considered as Grant activities continue. 

Public and Private Partnership Development/Involvement in the Planning Phase 

 Public and private organization members of the LTC/TAG participated in planning meetings 
and the development of principles and recommendations for systems change. 

 Bill Walsh and Associates were contracted to write the grant application. 

Public and Private Partnership Development/Involvement in Implementation  

 Several Divisions from the Department of Human Services and Department of Health will be 
represented on a Coordinating Committee for the grant.  They will research current practices, 
assist in the development of new resources, offer input and review, collaborate with other 
state activities related to Utah’s projects, act as consultants, and provide expertise related to 
grant activities. 

 The University of Utah is currently in contract negotiations for implementation of project 
activities. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

Utah’s Work Incentive Project and Centers for Independent Living currently have grant funded 
projects that are working in collaboration with the Real Choice Grant to ensure inclusion in 
project activities where appropriate and to avoid duplication. 

Oversight/Advisory Committee 

The Consumer Task Force will work together with the Project Manager to ensure that Grant 
activities remain consumer focused.  They will offer advice, direction, and validation, will 
provide input on planning, and will monitor and evaluate the grant activities along with the 
Project Manager.  

Formative Learning and Evaluation Activities 

 One of the duties of the Project Manager is to monitor progress of Grant activities and ensure 
that identified goals are achieved.  Information to make program adjustment 
recommendations will be available to the Coordinating Committee.  Since Coordinating 
Committee members already know their Divisions’ personnel and decision-making processes, 
the expectation is that the Coordinating Committee will develop solutions to problems and 
make suggestions for needed changes. 

 The Participatory Action Research (PAR) process is sponsored by the Real Choice Grant and 
used by Coordinating Committee members.  It is designed to keep the cycle of research, 
action, and evaluation going as the basis for continuous improvement.  The PAR process 
ensures that consumers, providers and evaluators work together to make lasting systems 
change.  
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Evidence of Enduring Change/Sustainability 

 All resources developed will continue when grant funding ends.  It is anticipated that the new 
resources will be integrated and become a part of ongoing business practice. 

 Outcomes will include improved and coordinated service delivery that offers the necessary 
tools for consumers to make informed choices about all aspects of their care. 

Geographic Focus 

Statewide. 
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WASHINGTON 

Identified Problems with the State’s Long-Term Care System 

 Inflexibility of the separate funding systems for long-term care programs leads to consumers 
overall needs not being met. 

 Lack of coordination between some programs to develop community living plans for clients 
with multiple needs or who are receiving services from multiple programs.  

 Lack of coordination of training programs.  For example, a training program for self-directed 
care may not be coordinated with a training program for mental health transition services, 
resulting in confusion for consumers.  

 Lack of trained caregivers due to high staff-turnover and difficulties in providing training in 
rural areas. 

 Lack of a common assessment tool to evaluate client needs across programs. 

 Lack of integration of quality assurance into the current automated assessment process. 

 Lack of training and knowledge necessary to develop community living plans for clients with 
multiple needs. 

 The current payment system does not yet allow for direct client payment options. 

 Current rates for nursing homes, adult family homes and in-home personal care are based on 
care setting, not on client need. 

 Insufficient information and awareness among consumers and family members about the 
opportunities for people with disabilities to utilize community living options. 

Perceived Strengths 

 The state is committed to and focuses on community living for long-term care clients.  
Washington has emphasized community placement since 1990 and operates several home and 
community-based waivers.  Washington has also downsized its institutions for people with 
developmental disabilities from a high of over 4,000 residents to a current population of 1,047 
and the legislature is currently contemplating closing one of five remaining institutions. 

 Extensive use of Medicaid Personal Care and Medicaid Waivers to fund community care. 

 Committed, professional and experienced staff in the three major long-term care programs. 

 Availability of financial incentives for integrating mentally disabled individuals into the 
community.  For example, the managed care payment system for Mental Health provides 
incentives for cost-effective community integration rather than institutionalization.   
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Primary Focus of Grant Activities 

 Enhance consumer, caregiver and case management skills needed for self-directed care and 
community living. 

 Improve coordination of services and transition to community living. 

 Increase consumer-directed service payment options. 

Goals, Objectives, and Activities 

Overall Goal.  Provide education, case management, and new payment mechanisms to support 
community living. 

Goal.  Enhance skills needed for self-directed services, support, and community living for 
individuals with disabilities, caregivers and case management staff. 

Objectives/Activities 

 Conduct a Community Living Conference to share knowledge of options to meet the needs of 
consumers with multiple needs. 

 Create and support six local councils, made up of self-advocates, parents, providers, and other 
local county partners, to prepare and disseminate information on service availability and self-
direction. 

Goal.  Develop and implement statewide cross-system case management coordination models for 
consumers with multiple disabilities. 

Objectives/Activities 

 Support discharge and transition processes for long-term psychiatric hospital residents who 
can appropriately live in community settings by coordinating services and increasing 
community options. 

 Replicate successful models of case management coordination for individuals with multiple 
disabilities most at risk for institutionalization through development of criteria and evaluation 
tools. 

Goal.  Develop consumer assessment tools to support the implementation of client-directed 
service payment options. 

Objectives/Activities 

 Develop payment rates for community services using a community-based case-mix payment 
model. 

 Develop an automated assessment tool with a quality assurance/outcome measurement 
component. 



Real Choice Systems Change 

305 

Key Activities and Products  

 Develop materials for education and training to teach self-directed services through locally 
planned and sponsored forums, including consumers and families of individuals with 
developmental disabilities. 

 Provide a Community Living Conference for 500 consumers, families, staff, caregivers and 
advocates to share information, training, and solutions to community living issues. 

 Support discharge and transition processes for long-term psychiatric hospital residents who 
can appropriately live in community settings by coordinating services and increasing 
community options. 

 Replicate successful models of case management coordination for individuals with multiple 
disabilities most at risk for institutionalization through development of criteria and evaluation 
tools. 

 Provide consumer-directed service payment options such as vouchers or cash and counseling 
by developing a community-based case-mix payment model as the foundation. 

 Create a quality assurance, outcome measurement tool that will be integrated with the new 
automated assessment tool funded by the Department of Social and Health Services (DSHS). 

Consumer Partners  

The Community Living Initiative is the name of Washington’s Real Choice Grant. 

 The Community Living Initiative Consumer Task Force members include three self-
advocates, a parent advocate, and representatives from community non-profit advocacy 
agencies for aging, mental health, and developmental disabilities.  Participating with the Task 
Force are state grant staff members from aging, mental health, developmental disabilities, the 
Olmstead coordinator, and the Nursing Home Transition Grant staff.   

 A variety of formal statewide consumer and family member forums will be used to assist in 
the development and improvement of services for persons with disabilities and to provide 
feedback and input during the implementation of grant activities. 

Consumer Partners and Consumer Involvement in Planning Activities 

 Using the Starter Grant, the Consumer Task Force (CTF) was formed in 2001 to make 
recommendations for the original grant application.  Consumers met with state staff to 
identify and prioritize goals.  They communicated both in person for concept development, by 
email and mail to review drafts, and in person for follow-up discussions.   

 The Department of Social and Health Services (DSHS) reconvened the CTF to make 
recommendations for the revised grant application.  Recommendations from the CTF meeting 
were presented to the DSHS Steering Committee and were approved.  The revisions included 
in the application directly reflect those recommendations.   
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Consumer Partners and Consumer Involvement in Implementation Activities 

 A variety of formal consumer and family member forums will be used to assist the 
Department in the development and improvement of services for persons with disabilities.  As 
the grant activities are implemented, these groups will continue to contribute input on 
program efficiency and strategies for improvement, and will participate in activities such as 
the Community Living Conference. 

CTF members have varying interests for participation in specific activities: 

 Consumers with interests in the mental health transition activities are involved with several 
mental health consumer groups and give continuous feedback to the grant program staff. 

 Developmental disabilities parent advocates and agency members are taking an active role in 
the local council grants for developing training curricula and educational materials.  

 Other members are particularly interested in planning and implementing the Community 
Living Conference for 2004.  They meet as a group, as well as gathering input by email and 
mail, and members make recommendations and provide input on overall activities. 

Public Partners 

 Adult and Disabilities Services Administration. 
 State Independent Living Council. 
 State Council on Aging. 
 Governor’s Committee on Disability Issues. 
 Traumatic Brain Injury Committee. 
 Employment and the Rehabilitation Council. 
 Counties. 

Private Partners and Subcontractors  

 Centers for Independent Living. 
 Washington Senior Citizen’s Lobby. 
 Local nonprofit organizations. 
 Schools. 
 Local organizations such as the Chamber of Commerce, Rotary, etc. 

Public and Private Partnership Development/Involvement in the Planning Phase 

Public 

Public partners provided input during the development and planning phase of the project.  County 
public health departments, major universities, and community agencies sent letters of support for 
the grant application.  State agency staff provided ideas for implementation, as well as for staff 
participation.   

Private 

Private partners such as the Centers for Independent Living and the Washington Senior Citizens’ 
Lobby provided input during the development and planning phase of the project and some 
representatives attended meetings and reviewed the grant application as part of the CTF.   
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Public and Private Partnership Development/Involvement in Implementation  

Public 

 Public partners will continue to participate through consumer/advocate advisory meetings, as 
well as through the previously described Task Force membership.   

 County personnel will participate on the local councils to help with dissemination of 
information and education. 

Private 

 The Centers for Independent Living have made a commitment to assist in the implementation 
of the Initiative through education of consumers and peer support/mentorship programs. 

 Six local councils, made up of self-advocates, parents, providers, and other local county 
partners, will develop education and training materials using small grants that are funded by 
the Real Choice Grant. 

 A large cross-systems hospital to community transitional workgroup is implementing the 
psychiatric transitions project. 

 An event coordinator will be subcontracted to meet with multiple consumer groups to plan the 
Community Living Conference in 2004. 

 Schools will participate on the local councils to help with dissemination of information and 
education. 

Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

 The Mental Health Division has partnered with the Divisions of Developmental Disabilities 
and Aging and Disabilities Services to do cross training and develop community residences 
for individuals who are dual-diagnosed.  This collaboration will support the grant activities 
that are centered around transitioning individuals from institutions to community settings.   

 Community long-term care providers, Centers for Independent Living, and the HUD pilot to 
prioritize Section 8 vouchers for persons leaving institutions are some of the existing 
partnerships that are currently working together to support the grant’s transition activities. 

Oversight/Advisory Committee 

The Community Living Initiative Consumer Task Force includes broad representation among 
various disability groups and includes consumers and family members.  The CTF will meet or 
teleconference quarterly to review the progress of the projects undertaken to implement the grant 
and will make recommendations to the DSHS Community Living Steering Committee for quality 
improvement. 
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Formative Learning and Evaluation Activities 

 The CTF and the DSHS Staff Workgroup will review progress reports on grant activities to 
provide feedback and further recommendations.  

 The DSHS Community Living Steering Committee will receive reports quarterly from the 
grant coordinator to monitor the status of implementation.  The Steering Committee will 
review and make final decisions regarding any recommendations for quality improvements 
received from the CTF or Staff Workgroup.  

 Formal consumer and family member forums will continue to contribute input on program 
efficiency and strategies for improvement, while ongoing feedback from consumers, 
advocates, and providers as activities are implemented will be instrumental in revising project 
goals and strategies.  

 Each local council is required to evaluate the effectiveness of their activities quarterly and 
report on any necessary changes. 

Evidence of Enduring Change/Sustainability 

 The training and educational materials that are developed by local councils through the grant 
funds will be disseminated through the Community Living Conference.  The conference 
attendants will then use the materials and provide them to local consumers and stakeholders. 

 The training and teaching components and the self-direction of services developed by Local 
Councils will be integrated into existing local systems.  Each local council is required to 
address in their proposal how they will sustain changes after the grant funding has finished. 

 The financial savings resulting from the transition of individuals from state hospitals to 
community settings are expected to fund two DSHS transition positions, one with the Mental 
Health Division and one with the Aging and Disabilities Services Administration, on an 
ongoing basis after the grant period ends. 

 Criteria and assessment tools will reduce duplication of services across programs, allowing 
more time and resources for service delivery and crisis planning. 

Geographic Focus 

Statewide. 
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WEST VIRGINIA 

Identified Problems with the State’s Long-Term Care System 

 Lack of accessible services and lack of community supports. 

 Lack of information for consumers, families, providers, and communities about the complex 
and fragmented system designed to support people with disabilities. 

 Limited communication among providers, agencies and consumers. 

 The Aged and Disabled (A/D) Waiver provides a maximum of 28 hours of services per week. 

 Poor coordination of services among waiver, home health and community providers. 

 Many people with disabilities or long-term illness are ineligible for waiver services and have 
limited supports under the Medicaid State Plan. 

 Consumers and their families are generally excluded from the policy development process, 
from service decisions, and from quality assurance activities. 

 Barriers to successful community inclusion are the medical model certificate of need process, 
nurse practice acts and licensure rules that limit who can provide services, and a “default” 
service approach that maintains congregate and segregated service systems. 

 Lack of training opportunities to assist agencies, partners and communities to make the shift 
to consumer-directed services. 

Perceived Strengths 

 Committed leadership at state level to implement systems change in accord with the Olmstead 
decision.  In January 2001, the Governor established an interagency/consumer group to 
identify issues and look for models to improve the system.  

 WV has an active core of consumer/advocates and grassroots advocacy organizations across 
disability groups that provide information to the legislature, and offer a variety of peer 
supports in rural communities.  

Primary Focus of Grant Activities 

 Encourage collaboration among consumers and agencies/providers in the development of 
policy, the delivery of services, and in monitoring and evaluation activities.  

 Collect and disseminate information for consumers, providers and agencies about services and 
supports available in local communities and statewide 

 Provide consumer-directed training for consumers, providers and agencies. 

 Develop peer-based community support models that can be replicated across settings. 
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Goals, Objectives, and Activities 

Overall Goal.  To create enduring improvements in community long-term support systems so 
that individuals of any age who have a disability or long-term illness have the choice and 
necessary long-term supports to live and participate in their communities.  

Goal.  Consumers will plan, direct and evaluate community long-term supports and services with 
service agencies, and public and private partners. 

Objectives/Activities  

 Develop and maintain a Real Choice Partnership group with working subcommittees for 
Policy, Practice, Service and Legislative Supports.  These subcommittees, assisted by grant 
staff, will carry out the broad systems change activities of the project. 

 Develop and maintain an ongoing Consumer Oversight Commission (COC), comprising 
members from the Consumer Task Force (CTF) that developed the grant application and 
others. 

 Develop and provide funding for a system of peer supports/services models.  

 Arrange for continuation of the Partnership, COC and funded Peer Support Models after the 
grant period ends through state agency and provider supports, including:  people, such as 
family and friends; places, such as churches and senior centers; things, such as food stamps 
and assistive technology; and activities, such as social, recreational and political (voting) 
involvement. 

Goal.  Promote awareness and knowledge among all stakeholders regarding the importance and 
availability of community living opportunities for people with disabilities or long-term illnesses.  

Objectives/Activities 

 Provide information and training to consumers, families, advocates, public and private service 
and healthcare providers, and administrators and policymakers through statewide and regional 
workshops. 

 Provide information and self-determination training that enables consumers to make informed 
choices and plan, direct and evaluate their financial support systems.  Financial support 
system refers to sources of the consumer’s income and who has control over how it is spent. 

 Develop a legislative agenda and use it to inform and educate policymakers within all 
departments and at the legislative level. 

 Incorporate methods developed through the grant in the ongoing information systems 
available through advocacy organizations by modifying or extending current systems and 
training personnel on updating and maintenance.  

Goal.  Enlarge and/or amend the long-term support infrastructure and capacity to provide people 
with a disability or long-term illness with greater opportunities for community living. 

Objectives/Activities 

 Evaluate current supports in terms of accessibility, quantity, quality, accountability and 
responsibility. 
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 Modify Medicaid State Plan and waiver services to fully support community living. 

 Increase consumer control of personal assistance services. 

 Modify nurse practice regulations and licensure requirements as appropriate to permit non-
licensed personnel to provide certain services in home and community settings. 

 Train healthcare and service providers, case managers and discharge planners in person-
centered approaches. 

 Build the capacity of service providers to continue to respond to consumer needs after the 
Real Choice Project ends. 

Goal.  Consumers of all ages will be able to choose from a variety of home and community 
services and supports. 

Objectives/Activities 

 Collect information about housing in West Virginia for inclusion in a new Resource Directory 
and pursue options to expand housing opportunities. 

 Develop recreational, leisure and friendship opportunities through model demonstrations.  

 Investigate methods for increasing transportation accessibility and develop a replicable model 
of accessible transportation  

 Review supports and services provided to children and adults that ensure quality education as 
part of community inclusion. 

 Develop employment information and resources for consumers.  

Goal.  Expand and improve the quality of services and supports. 

Objectives/Activities 

 Collect data on the movement of individuals from institutional to community settings and the 
diversion of individuals from nursing or segregated facilities.  A segregated facility would be 
a group home, HUD 811 facility, ICF/MR homes and other such sites where people are 
segregated based on the fact that they have a disability. 

 Evaluate cost-effectiveness and cost benefits of services/supports provided in the community.  

 Utilize the Plan, Act, Study and Do (PASD) model of improvement to monitor the success of 
systems change efforts. 

 Make recommendations to agencies and policymakers for changes needed in Medicaid state 
plan services, the waiver program, nurse practice acts and licensure requirements, and service 
delivery mechanisms. 

 Conduct a consumer satisfaction survey to determine which grant activities should continue.  
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Key Activities and Products  

 Develop and maintain an ongoing Real Choice Partnership group (60 percent 
consumers/advocates) with successfully working subcommittees. 

 Develop trainings with consumers/advocacy groups and disseminate curriculum on 
community-based issues to raise awareness at multiple levels. 

 Construct, advertise, and maintain a toll-free line and Website, and develop a hard copy and 
Web-based Resource Directory that describes statewide and local community long-term 
service and support resources.  

 Review and make recommendations regarding Medicaid State Plan and waivers to enhance 
their compatibility for fully supporting community-living. 

 Within the framework of an inclusive community template, review, analyze, and recommend 
solutions for increasing transportation accessibility, recreational/leisure opportunities, 
educational supports and services, and accessing employment. 

 Fund community-based mini-projects to serve as community support models. 

 A brochure regarding accessible housing requirements will be developed and disseminated to 
landlords, judges, contractors, housing organizations, welfare offices and realtors. 

 Utilize the PDSA model to monitor change effort success. 

Consumer Partners  

 A 23 member Consumer Task Force, made up of individuals with disabilities, their families, 
and advocates, and several members of the Olmstead Task Force. 

 Twenty-three individuals from seven regions of the state will form a COC to provide 
monitoring and problem solving for the project.  Sixty percent of these individuals will be 
primary or secondary consumers (family members).  The other 40 percent will be 
representatives of advocacy organizations. 

 Members of a Real Choice Partnership will include consumers and family members 
representing a range of disabilities and age groups.  The Policy, Practice, Service and 
Legislative subcommittees will include additional consumer, public and private entities, 
which have expertise or a special interest in these areas. 

Consumer Partners and Consumer Involvement in Planning Activities 

 The CTF developed this Real Choice application. 

 Eight public meetings around the state were advertised by newspapers and advocacy groups to 
maximize the input of consumers, providers and the general public in the development of the 
grant application. 
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Consumer Partners and Consumer Involvement in Implementation Activities 

 A Partnership will be developed comprising 60 percentconsumers and advocates, public and 
private service providers, and state agencies, and will meet quarterly to plan and carry out 
grant activities. 

 Subcommittees of the Partnership, which will include consumers, will meet on a monthly 
basis to review and make recommendations regarding Policy (Medicaid State Plan, waivers, 
etc.); practice (licensure and practice acts); service (direct services, wages, consumer control, 
case management and personal assistance); and legislative affairs (cost factors and benefits).  

 The COC will meet bimonthly and communicate regularly with grant staff to provide 
guidance for grant activities.  

 The COC will review applicants for demonstration models of peer support/services and vote 
to fund two or three of these each year of the project.  

 The COC will assist Real Choice staff in designing and providing information and training for 
consumers that builds self-advocacy and self-determination skills.  

 The curriculum writing team for trainings will include consumers who have developed and 
conducted training as well as individuals with expertise in curriculum formats and 
multimedia. 

Public Partners 

 Bureau of Senior Services. 
 Children with Special Healthcare Needs, a division within the West Virginia Department of 

Health and Human Resources. 
 Department of Education. 
 Department of Labor (Ticket to Work and Work Incentives Improvement Act). 
 Developmental Disabilities Council. 
 Division of Rehabilitation Services. 
 Housing and Urban Development. 
 Bureau for Behavioral Health and Health Facilities. 
 State Independent Living Council. 
 State Rehabilitation Council. 

Private Partners and Subcontractors  

 AARP. 
 ADAPT WV. 
 Brain Injury Association. 
 Centers for Independent Living. 
 Fair Shake Network. 
 Home Health Services.  
 Health South Rehabilitation Centers. 
 Long-Term Care Ombudsman Program. 
 Mental Health Planning Council. 
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 West Virginia Advocates. 
 West Virginia Assistive Technology System. 
 West Virginia Behavioral Health Centers. 
 Center for Excellence in Disabilities at West Virginia University (CED). 

Public and Private Partnership Development/Involvement in the Planning Phase 

 Three state agency meetings were held to discuss the current system of supports and the 
vision that state agencies have in modifying the system to fully support people with 
disabilities and/or long term illness. 

 State agencies, along with public and private healthcare and service providers, have been 
meeting with consumers and advocates on the state’s Olmstead Task Force and many of the 
recommendations being offered by that group were subsequently included in the grant 
application. 

 State agencies and public and private partners attended the eight statewide public meetings 
and teleconferences where objectives of the Real Choice application were reviewed. 

 Drafts of the application were shared with state agencies and public and private partners 
through an interactive listserv.  Phone conversations and informal meetings also occurred 
during the application development. 

Public and Private Partnership Development/Involvement in Implementation 

 Public and private partners will be members of the Partnership and its subcommittees, 
described above under Consumer Involvement.  

 The Fair Shake Network, Centers for Independent Living, the State Rehabilitation Council, 
State Independent Living Council, ADAPT WV, West Virginia Assistive Technology 
Systems and AARP will disseminate information about the Real Choice grant, the materials 
the grant produces, and the resources it collects.  The information will be disseminated 
through the newsletters, Websites, conferences and other formal and informal networks of the 
organizations named. 

 Grant staff, the Service subcommittee of the Partnership and several disability programs with 
an interest in transportation, will form a Transportation Coalition to investigate the feasibility 
of a rural dispatch service and a Central Transportation Hub that identifies and shares 
transportation resources statewide.  Members of the coalition will include the West Virginia 
Traumatic Brain and Spinal Cord Injury Program, the West Virginia Assistive Technology 
System, the Bureau of Senior Services, and potentially, the Department of Transportation.  

 The West Virginia University Center for Excellence in Disabilities (WVUCED) will assist in 
the design of the Consumer Satisfaction Survey instrument and will train staff on phone 
survey methodology. 
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Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

 Established Information and Referral systems such as Family Matters will be contacted for the 
sharing of information.  Family Matters is an established statewide information and referral 
system with a massive database of resource information on supports for children and families.  
Real Choice hopes to develop a collaboration with Family Matters to share resource 
information that might be pertinent to Real Choice, such as community organizations that 
might provide services for children and families of Real Choice consumers.  In return, 
information collected by Real Choice staff that Family Matters might not have will be shared. 

 Grant funds will be given to advocacy agencies such as the Developmental Disabilities 
Council’s Partners in Policymaking and Northern West Virginia Center for Independent 
Living (NWVCIL) that already provide training.  Real Choice hopes to increase participation 
in already existing self-determination and leadership trainings offered by the advocacy 
organizations. 

 In collaboration with the West Virginia Home of Your Own project and HUD, grant staff and 
the Partnership will investigate methods for increasing housing for people with disabilities 
through partnerships with private businesses. 

Oversight/Advisory Committee 

A COC comprising consumers, family members or significant others, and advocacy organizations 
will serve as the monitoring body for the grant.  It will oversee all grant activities including the 
formulation of policies and recommendations on practice, licensure and services.  

Formative Learning and Evaluation Activities 

 The Real Choice Partnership and COC will continually monitor grant activities and make 
modifications as needed. 

 A statewide conference will be held at the beginning of Year Two to describe the maturing 
West Virginia system and obtain input regarding continuing unmet needs. 

 The project will gather data to determine whether services and supports met the needs of those 
attempting to transition from nursing homes to the community. 

 Six months before the grant ends, staff will conduct a statewide Consumer Satisfaction 
Survey to determine which grant activities and resulting systems changes are valued by 
consumers and should continue after the grant ends.  

Evidence of Enduring Change/Sustainability 

 The Real Choice Partnership will be maintained after the grant period through shared 
“hosting” by the agencies represented.  Partner members will be asked to rotate hosting of 
partnership meetings at their sites by providing facilities and funding staff participation. 

 State agencies, advocacy organizations, and providers will develop methods to maintain the 
information and referral system after the grant ends. 
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 The training curriculum will become part of the state’s service and support systems, offering a 
process to educate personnel within state and private organizations to make the shift from 
traditional services to a self-determination model.  

 Recommendations for legislative and policy change will be presented for agency, legislative 
and the Governor’s review.  It is anticipated that a majority of these recommendations will be 
implemented. 

 The grant will develop projects demonstrating creative ways to provide peer services and 
consumer-directed supports.  These projects will serve as models that can be replicated 
throughout the state.  

Geographic Focus 

Statewide. 
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WISCONSIN 

Identified Problems with the State’s Long-Term Care System 

 Existing programs for children lack a single entry point.  Consumers have difficulty accessing 
and navigating the LTC system.  Overlapping eligibility and assessment systems add 
administrative cost and confuse consumers and providers alike. 

 Wisconsin ranks 31st in the country in per capita Medicaid spending on home and community 
care for people over age 65.  

 Inefficiencies in the administration of the fee-for-service Personal Care benefit and the local 
care management structures of the waiver programs. 

 Flexibility and choice are not maximized; the Medicaid Personal Care programs have some 
elements of consumer self-direction, but are essentially agency-managed. 

 Some people with developmental disabilities may remain in institutions because their parents 
or guardians lack accurate information about community residential service options.   

 Shortage of long-term care workers. 

Perceived Strengths 

 Wisconsin has a generous state Medicaid program that finances a full range of LTC benefits.  
The program also has relatively generous financial eligibility criteria, provides the maximum 
spousal impoverishment allowance, and has a Medicaid Purchase Plan for people with 
disabilities. 

 The state’s Community Options Program (COP) is a consumer-centered, comprehensive, and 
flexible home and community-based care (HCB) program that served 26,044 persons in 2000. 

 Standards and training for care managers in Wisconsin’s long-term care programs emphasize 
the primacy of the consumer (or the child’s family) and their choices and preferences.   

 Wisconsin ranks third in the U.S. for per capita Medicaid spending for all long term care 
services (including nursing homes) for all disability groups. 

 The state’s Medicaid has a strong management information system to track participation and 
expenditures in its programs. 

 Children with long-term health care needs are served in multiple programs, most of which 
have flexible services and supports based upon family-identified needs. 

 The community mental health system provides flexible mental health services.  Wisconsin’s 
Consumer Support Program (CSP) is a widely recognized intensive case management model 
of support to enable people with serious mental illness to live in the community. 
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Primary Focus of Grant Activities 

 Increase flexibility in the provision of Medicaid Home Care Benefits. 

 Strengthen consumer choice and increase opportunities for consumer direction of services. 

 Improve ability to meet the needs of consumers with a mental illness. 

 Improve consumers’ and their families’ knowledge regarding choices and opportunities 
available in non-institutional settings.  

 Develop and implement workforce initiatives to increase access to services. 

 Improve quality through a focus on health and social outcomes. 

Goals, Objectives, and Activities 

Overall Goal.  Increase consumer choice; improve access to services; create a comprehensive 
and flexible long-term care system; improve quality through a focus on health and social 
outcomes; and create a cost-effective long-term care system for the future. 

Goal.  Strengthen consumer choice and increase opportunities for consumer direction of services. 

Objectives/Activities  
 Explore options for having Medicaid nursing home and ICF-MR funds follow residents who 

transition to home and community services. 

 The Department of Health and Family Services will invite county agencies and consumer or 
provider organizations to submit proposals to develop protocols and training for care 
managers, to improve the level of consumer direction for older persons.  A county or coalition 
funded to develop these protocols and training modules will share the innovations through 
regional forums. 

 County aging offices and area agencies on aging organizations will be invited to submit 
proposals to implement long-term care options counseling as part of their Information and 
Assistance activities.   

 Organize regional forums with county long-term support staff to discuss issues of elderly 
access and choice.  

 The Bureau of Aging and Long Term Care Resources will lead initiatives to address barriers 
to consumer direction among older persons at the state level by revising policies and 
procedures, and making grants to the local aging network or community-care programs to 
demonstrate best practices for overcoming barriers to access for older people.  

 Revise policies and regulations to assure that consumers have the option to choose relatives or 
friends to serve as paid caregivers to the extent permitted under federal Medicaid law.   

 Conduct training about the use of advance directives for local aging benefit specialists and 
long-term care managers to inform them about relevant laws, model documents, counseling 
techniques and educational materials for consumers. 
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Goal.  Simplify access to the full range of LTC services. 

Objectives/Activities 
 Demonstrate and adopt a uniform, automated functional screen across all HCB waiver 

programs.   

 Contract with a software developer to adapt the existing adult automated functional screening 
tool for use with children and for other purposes as found feasible.  The adult tool determines 
nursing home level of care, which is the threshold for waiver programs, while the children’s 
tool determines eligibility for several children’s programs, including Katie Beckett, Family 
Support and children’s waivers. 

 Determine the feasibility of adopting a standardized LTC functional assessment tool to apply 
to people with serious mental illness. 

 Test the Internet application of the functional screen and make available to counties that have 
already adopted the screen for adults who are elderly or have a disability.  If the adaptation of 
the tool is successful, funds will be deployed in the following year for a clinical consultant 
help desk function to assist professionals using the tool. 

Goal.  Increase flexibility in the provision of Medicaid Home Care Benefits. 

Objectives/Activities 
 Explore the use of comparable Internet-based functional screens to determine waiver 

eligibility and eligibility for Personal Care. 

 Provide expanded access to self-directed personal care to eligible Medicaid consumers 
statewide.  Special efforts will be made to facilitate the participation of severely disabled 
persons in self-direction. 

 Explore various models of self-direction, including those targeted to people who need help in 
self-direction and to the families of children with disabilities. 

 Explore models for a fiscal intermediary structure that will support consumer self-direction 
and meet Medicaid requirements. 

 Develop a consumer-friendly care manager structure, targeting the 20 percent of personal care 
consumers who do not receive care management through the state plan or through MA 
waivers.  Explore ways to assist consumers who do not wish to work with a care manager or 
for whom the current care manager arrangements are not satisfactory. 

 Review current assessment tools (e.g., OASIS assessment, Family Care assessment, etc.) and, 
develop specifications for an improved automated assessment process. 

 Reduce existing regulatory and administrative impediments to self-direction of personal care. 

 Study the feasibility of (1) modifying administrative rules and other policy documents to 
reduce requirements that impose barriers to self-direction of personal care services; and (2) 
developing an expedited, automated prior authorization (PA) system or an alternative process 
that will determine the hours of personal care a recipient will receive (PA is now required for 
services exceeding 50 hours a year, per recipient). 

 Develop a quality assurance model for self-direction. 
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Goal.  Develop a strategic plan to resolve the systems problems that present service barriers for 
people with mental illness. 

Objectives/Activities 

 Determine the number of persons with mental illness inappropriately placed in institutional 
settings and identify the barriers to community living. 

 Plan and implement steps to reduce the use of nursing homes for people with mental illness. 

 Develop ways to overcome barriers to community placement. 

 Work with local housing authorities and adult family home providers to secure supportive 
living arrangements and assure the development and implementation of community-based 
treatment through the Community Support Program. 

Goal.  Develop a Guardian Mentor Program at the state Centers for Developmental Disabilities 
that can be replicated in private and county ICFs-MR to mentor guardians through the community 
transitioning process.  

Objectives/Activities 

 Develop the Guardian Mentor Program in  Northern Center in the first year and expand to the 
other two centers in subsequent grant years.  The program will provide information and 
advocacy for guardians of individuals living at the state centers.  This change was made due 
to a budget proposal to significantly down-size Northern Center.  The Guardian mentor 
project will assist with this down-sizing. 

 Develop training materials for guardians and form a network of guardians throughout the 
state.  Recruit Guardian Mentors in each county or region within the state.  

 Develop an orientation and training manual for Guardian Mentors outlining the protocols, 
information and support systems.   

 Begin development of a community services resources guidebook that describes services on a 
statewide and county specific basis. 

 In Year Three, develop a strategy to expand Guardian Mentors to private and county ICFs-
MR. 

Goal.  Develop and maintain a workforce that is competent and committed to meeting the needs 
of consumers and their families in the long-term care system. 

Objectives/Activities 

 Develop and disseminate core curricula for training universal workers. 

 Expand the work of the UW Alzheimer’s Institute to provide a sustained training program to 
teach vital work and life skills to personal assistance workers.  

 Use the successful North Carolina child care worker training retention strategy, demonstrated 
in Wisconsin community-based residential care facilities by the University of Wisconsin and 
the Wisconsin Assisted Living Association. 

 Develop and disseminate training for the managers/supervisors of caregivers in long-term care 
to create positive work environments, foster personal growth and career development. 
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Key Activities and Products  

 Revision of polices and regulations to allow long-term care funds to follow the consumer. 

 Adapt the existing adult automated functional screening tool for use with children. 

 Develop a consumer-directed personal care option—initially as part of home and community-
based waivers and ultimately under the state plan. 

 Define long-term care needs of consumers with mental illness and develop methods to better 
meet those needs (e.g., a potential 1915(c) waiver). 

 Employ guardian mentors at state centers for persons with developmental disabilities to help 
address concerns of guardians and overcome their reluctance to consider community 
placements for their wards. 

 Fund training and technical assistance activities related to workforce recruitment and 
retention. 

Consumer Partners  

 Wisconsin built the Consumer Task Force for this project around the consumer and advocate 
members of the ADA Title II Advisory Committee.  Additional consumer and advocacy 
members rounded out the Task Force for ethnic and geographic diversity and to balance target 
groups. 

 The Council on Long Term Care, whose fifteen members include consumers, providers, 
counties and an interfaith organization, is appointed by the Governor to advise the 
administration and the legislature on general long term care policy, and monitor Family Care 
implementation and complaints. 

 The ADA Committee was dissolved at the end of 2002, but a subcommittee called the Grant 
Advisory Group is continuing under the auspices of the Council on Long-Term Care and will 
act as the Consumer Task Force for the Real Choice Grant.  This group comprises consumers, 
advocates and providers. 

Consumer Partners and Consumer Involvement in Planning Activities 

The Consumer Task Force met for one and half days to provide input into the application process. 

Consumer Partners and Consumer Involvement in Implementation Activities 

 There will be extensive involvement in grant activities through the use of the Grant Advisory 
Group and through the ongoing use of target group-specific councils and advisory groups as 
appropriate.   

 The Grant Advisory Group and the Community Options Program Long Term Care Advisory 
Committee will be asked to review policies and procedures of HCB waiver programs to 
examine options for strengthening consumer direction. 

 Consumer organizations will be encouraged to apply for sub-grants to develop training, 
curricula or materials. 
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Public Partners 

 Division of Health Care Financing.  
 Division of Care and Treatment Facilities. 
 Office of Strategic Finance, Budget and Planning. 
 Center for Delivery System Development.  
 County systems. 
 One tribal delivery system. 
 Council on Long Term Care (described under Consumer Partners). 
 Board on Aging and Long Term Care (ombudsman). 
 University of Wisconsin Medical School Alzheimer’s Institute. 
 School of Nursing Center for Excellence in Long Term Care. 
 WI Counties Human Services Association LTC Technical Advisory Committee. 

Recently the Division of Supportive Living (the lead agency for the Grant), the Division of Care 
and Treatment Facilities and the Center for Delivery Systems Development were combined into a 
single Division of Disability and Elder Services. 

Private Partners and Subcontractors  

 Providers of Medicaid services (personal care agencies, nursing homes, etc.). 
 Aging Advisory Committee. 
 Community Options Program Long-Term Care Advisory Committee. 
 Medicaid Advisory Committee. 
 Home Care Advisory Committee. 
 Council on Developmental Disabilities. 
 The Physical Disabilities Council. 
 Mental Health Council. 
 Children’s LTC Redesign Advisory Committee. 
 Blue Ribbon Commission Advisory Committee on Mental Health. 
 The above groups are convened and staffed by public entities, but include consumers, 

providers and other private sector members. 

Public and Private Partnership Development/Involvement in the Planning Phase 

The main public and private involvement in the planning phase was through the Consumer Task 
Force and the ADA Title II Advisory Committee.  Through these groups, partners attended 
meetings and commented on components of the grant.  

Public and Private Partnership Development/Involvement in Implementation 

 All grant activities will rely heavily on coordination and collaboration among all the long-
term care programs across Divisions in the Department of Health and Family Services. 

 Because Wisconsin’s Real Choice Grant has several components, different groups will be 
involved in different parts of the grant.  Depending of the activity, some partners may be 
providing advice and input, others may receive subcontracts to carry out grant activities, while 
still others will participate in policy development. 
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Existing Partnerships That Will Be Utilized to Leverage or Support Project Activities 

 The project will build on existing contracts for developing an Internet-based application of the 
functional screen.  

 The project will expand the work of the UW Alzheimer’s Institute to provide a sustained 
training program to teach vital work and life skills to personal assistance workers.  

 The project will use the successful North Carolina child care worker training retention 
strategy, demonstrated in WI community-based residential care facilities by the University of 
Wisconsin and the Wisconsin Assisted Living Association. 

 All grant activities complement or relate directly to Wisconsin’s current major system 
redesign efforts:  Family Care, MH/AODA Managed Care and Children’s Redesign, and 
address key development areas in Medicaid and the HCB waivers. 

Oversight/Advisory Committee 

 Management staff in the Department of Health and Family Services, primarily in the Division 
of Disability and Elder Services, are responsible for project oversight.  Oversight includes 
ensuring that grant activities are proceeding as scheduled and that major department 
initiatives such as budget requests and policy decisions are consistent with and reflect the 
goals of the grant. 

 The Grant Advisory Group will be involved in monitoring and advising on grant activities 
overall. 

Formative Learning and Evaluation Activities 

 The Guardian Mentor project will start with one Guardian Mentor in one state center in Year 
One.  Learning from that first year will enable the department to fine tune the project as it 
expands to the remaining state centers.   

 Through in-home or on-site interviews and data collection, each project will assess the impact 
of program reforms in the communities in which they operate, using a common interview 
process and measurement.  The staff and oversight committees will be able to compare 
outcomes in different system change arenas and recommend changes. 

Evidence of Enduring Change/Sustainability 

 Grant activities are part of or building on many existing state activities, and are redirecting 
resources rather than creating changes that will require new funding. 

 Many protocols, experiments or solutions will be locally developed, not mandated. 

 The Workforce Development Specialist will be responsible for broad dissemination of 
successful retention strategies, within the State of Wisconsin and to other interested states. 

 Curricula and training developed under the grant will be in continuous usage, subject to 
revisions, for at least 5 years. 
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 Grant activities will both improve the LTC system for current participants and lay the 
foundation for enduring reforms by using grant funds to support planning, demonstration and 
implementation of key building blocks for a more rational and person-centered system. 

 Grant activities are enduring investments in state-level planning and program development, 
local service demonstrations, and consumer participation. 

Geographic Focus 

Statewide. 
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