
6.
CONSUMER SUPPORTS

How do I decide what supports I need?

You and your case manager or transition coordinator will develop a person-centered service plan.  This is a written plan of services addressing all life areas: physical and mental health; personal safety and behavior issues; financial, insurance, transportation, and other resources; home and daily living; education and vocation; leisure and recreation; relationships and social supports; legal issues and guardianship; and individual empowerment, advocacy, and volunteerism. Addressing all life areas, you and your case manager or transition coordination will examine potential risks unique to you and determine what you need to ensure your optimal health, safety, and well-being in the community, either through waiver services or through other sources.  This service plan will be person-centered, will eliminate undue risk, and be appropriate to your needs.  All of these services and supports will be specified in your plan and offered by the providers you choose.  Your person-centered service plan will be updated and revised annually or when warranted by changes in your needs.

Who will provide services to me before and after I transition?

Before you leave the facility, facility staff will continue to support you.  For example, if there is a facility social worker, that individual may be available to assist.  Your case manager or transition coordinator will also be there to assist you before and after you transition.  Community providers enrolled with the Department of Medical Assistance Services will support you when you move into the community.  
Who is responsible for monitoring these community-based providers?

There are several agencies that license or provide oversight of community-based providers. The Department of Medical Assistance Services will provide oversight through the provider enrollment process and ongoing reviews of services rendered by waiver and state plan providers.   

( The Virginia Department of Health licenses rehabilitation and home health providers.  The Virginia Department of Social Services licenses adult day health and assisted living facility providers, as well as regulates adult foster care providers that have been approved by local departments of social services.
( The Department of Mental Health, Mental Retardation and Substance Abuse Services licenses all providers of Mental Retardation and Day Support Waiver services.  In addition, this agency licenses in-home residential, day support, and pre-vocational service providers under the Individual and Family Developmental Disabilities Support Waiver.
Will my case manager or transition coordinator have the right skills to support me?  

A case manager must possess, at a minimum, a bachelor’s degree in human services or nursing and the following knowledge, skills, and abilities for the Individual and Family Developmental Disabilities Support, Mental Retardation, and HIV/AIDS Waivers:

Knowledge of:

· The nature and causes of intellectual disabilities, developmental disabilities and other disabilities; 

· Program philosophies for service provision;

· Treatment modalities and intervention techniques, such as behavior interventions, independent living skills training, supportive counseling, family education, crisis intervention, discharge planning, service coordination and transition coordination;

· Different types of assessments, including functional assessment, and their uses in person-centered service planning;

· Human rights;

· Local community resources and service delivery systems, including support services (e.g., housing, financial, social welfare, dental, educational, transportation, communications, recreation, vocational, legal/advocacy), eligibility criteria and intake processes, termination criteria and procedures, and generic community resources (e.g., churches, clubs, self-help groups);

· Types of programs and services for people with disabilities;

· Effective oral, written, and interpersonal communication principles and techniques;

· General principles of record documentation; 

· The person-centered service planning process and major components of a person-centered service plan;

· Consumer-directed principles and services and be willing to work collaboratively with the individual electing consumer-directed options to plan for and manage his or her services; and

· Person-centered practices.
Skills in:

· Interviewing;

· Negotiating with individuals and service providers;

· Observing, recording, and reporting on an individual’s functioning;

· Identifying and documenting an individual’s need for resources, services and other supports;

· Using information from assessments, evaluations, observation and interviews to develop person-centered service plans;

· Identifying services within the community and established service system to meet the individual’s needs;

· Formulating, writing and implementing individualized, person-centered service plans to promote goal attainment;

· Coordinating the provision of services by diverse public and private providers;

· Identifying community resources and organizations and coordinating resources and activities; and

· Using assessment tools (e.g., level of function scale, life profile scale).

Abilities to:

· Be persistent and remain objective;

· Work as a team member, maintaining effective inter- and intra-agency working relationships;

· Demonstrate a positive regard for individuals and their families (e.g., treating people as individuals, allowing risk-taking, and avoiding stereotyping of  people with disabilities, respecting individuals’ and families’ privacy, and believing individuals are valuable members of society);

· Work independently performing position duties under general supervision;

· Communicate effectively, verbally and in writing; and

· Establish and maintain ongoing supportive relationships.

A Transition Coordinator for the Elderly or Disabled with Consumer Direction Waiver must have, at a minimum, the following qualifications:
· Possess, at a minimum, a bachelor’s degree in human services or health care and relevant experience that indicates the individual possesses the following knowledge, skills, and abilities. These shall be documented on the transition coordinator’s job application form or supporting documentation, or observable in the job or promotion interview.

· The transition coordinator shall be at least 21 years of age.  
· Have knowledge of aging and the impact of disabilities; be able to conduct individual assessments (including psychosocial, health, and functional factors) and their uses in person-centered service planning; have knowledge of interviewing techniques, individuals’ rights, local human and health service delivery systems, including support services and public benefits eligibility requirements, principles of human behavior and interpersonal relationships; be able to communicate effectively both orally and in writing; and have knowledge of interpersonal communication principles and techniques, general principles of file documentation, the person-centered service planning process, and the major components of a person-centered service plan.
· Have skills in negotiating with individuals and service providers; observing and reporting behaviors; identifying and documenting an individual’s needs for resources, services and other assistance; identifying services within the established services system to meet the individual’s needs; coordinating the provision of services by diverse public and private providers; analyzing and planning for the service needs of the individual; and assessing individuals using Department of Medical Assistance Services’ authorized assessment forms.
· Have the ability to demonstrate a positive regard for individuals and their families or designated guardian; be persistent and remain objective; work as a team member, maintaining effective inter- and intra-agency working relationships; work independently, performing position duties under general supervision; communicate effectively, both verbally and in writing; develop a rapport and to communicate with different types of persons from diverse cultural backgrounds, and interview.
· Have knowledge of consumer-directed principles and services and be willing to work collaboratively with the individual electing consumer-directed options to plan for and manage his or her services.

Will my consumer directed services facilitator have the right skills to support me?  

It is preferred that a consumer directed services facilitator possess a bachelor’s degree in human services or be a registered nurse currently licensed to practice in the Commonwealth of Virginia.  At a minimum the consumer directed services facilitator must possess the following:

Knowledge of: 

· Types of functional limitations and health problems that may occur in individuals with disabilities, as well as strategies to reduce limitations and health problems; 

· Equipment and environmental modifications that may be required by individuals with disabilities that reduce the need for human help and improve safety; 

· Community-based and other services, including facility placement criteria, Medicaid waiver services, and other federal, state, and local resources that provide personal assistance, respite, companion, and individual supported employment services; 

· Waiver requirements, as well as the administrative duties for which the services facilitator will be responsible and those for which the individual and family/caregiver will be responsible; 

· Conducting assessments (including environmental, psychosocial, health, and functional factors) and their uses in care planning; 

· Interviewing techniques; 

· The individual’s and family/caregiver’s right to make decisions about, direct the provisions of, and control his CD personal assistance, respite, companion, and individual supported employment services including hiring, training, managing, approving time sheets, and firing an assistant, companion, and or employment assistant; 

· The principles of human behavior and interpersonal relationships; and 

· General principles of record documentation. 

Skills in: 

· Negotiating with individuals, family/caregivers and service providers; 

· Assessing, supporting, observing, recording, and reporting behaviors; 

· Identifying, developing, or providing services to individuals with disabilities; and 

· Identifying services within the established services system to meet the individual’s needs.

Abilities to: 

· Report findings of the assessment or onsite visit, either in writing or an alternative format for individuals who have visual impairments; 

· Demonstrate a positive regard for individuals and their families/caregivers; 

· Be persistent and remain objective; 

· Work independently, performing position duties under general supervision; 

· Communicate effectively, orally and in writing; and 

· Develop a rapport and communicate with persons from diverse cultural backgrounds.

Can my case manager, transition coordinator, or consumer directed services facilitator also provide my direct services? 

No.  In addition, the consumer directed services facilitator cannot be:

· Your case manager;

· Your spouse;

· Your parent if you are a minor child receiving services; or 

· A family member or caregiver acting as the employer of consumer directed assistants, companions, or employment assistant. 

What is a back up plan, and how do I develop and use it in an emergency?

Virginia’s home and community based waiver programs and the PACE Program require you to include back up preparations for essential services within your person-centered service plan.  Essential services are those services that are necessary to eliminate undue risk to your health and safety.  For individuals participating in the PACE program, there is a separate back up system unique to the PACE program which will provide you with 24-hour emergency back up support.  If you are in a home and community based waiver, you and your transition coordinator, services facilitator or case manager will develop a person-centered back up plan for you by first deciding together what services are “essential” for you.  Note that certain services have already been determined to be essential, and you will be required to develop a back up plan for them.  Your backup plan must identify specific arrangements you have made to maintain your health and safety in the event of a breakdown in each of these essential services. Some examples are:  a) your transportation does not arrive to pick you up; b) your personal assistant calls in sick; or c) your wheelchair battery dies.

Virginia has provided a four-part approach for getting assistance for you if you have an emergency that threatens your health or safety.  These four “tiers” vary by the degree of the emergency need and do not have to be used in order.  Generally you will want to access these tiers of backup support in order, starting with Tier 1.  In case of an extreme emergency, however, you may need to go directly to Tier 4.

Tier 1:  Individual Person-Centered Service Plan Backup Providers

For each essential service you have identified in your person-centered service plan, you are required to have a backup provider; the plan must note which are the essential services and include the provisions for backup providers for each.  The plan must be detailed and updated to keep pace with changes in your person-centered service plan.  The backup providers listed in the person-centered service plan may be existing agency providers, employees of an enrolled Medicaid provider (such as a home health agency or nurse registry), consumer-directed employees, or informal caregivers such as family members, friends, or neighbors.  If you live in a group home, assisted living facility, or other living arrangement that is licensed, certified or regulated by the Commonwealth of Virginia, your provider is required to manage your services in the event of an emergency or a break-down in your services.
 

Tier 2:  Informal Network

In the event that the backup providers listed in your person-centered service plan are not able to fill in as planned, you may reach out to your family, friends, and neighbors to provide interim supports.  Most people already rely on family and friends to provide some supports and personal assistance, and in the event of an emergency, these natural supports may be able to assist you in the absence of the paid service providers. 

Tier 3:  24-hour Response System

If the backups planned in the first two tiers do not solve your problem, the Tier 3 back up option is available to you.

Individuals participating in the Project may dial 2-1-1, which is a free telephone call.  The call will connect you to 2-1-1 VIRGINIA.  2-1-1 VIRGINIA is statewide and operates 24-hours, 365-days per year and provides free access to health and human service information and referral.  When you dial 2-1-1, you will be able to speak to a live 2-1-1 Call Specialist who will be able to assist you in finding needed essential services and resources when your backups planned in the first two tiers are not available and/or do not solve your problem.  The Call Specialists who are needed to ensure this emergency level access were hired and trained in June 2008 to be ready for the Money Follows the Person Project launch date of July 1, 2008.

When you speak with a 2-1-1 Call Specialist, identify yourself as an individual participating in the “Money Follows the Person Project.”  By informing the 2-1-1 Call Specialist that you are an individual participating in the Project, a specific protocol will be followed and your call will be tracked.  This specific protocol will include: 

· Listening to you describe the essential service(s) you need;

· Determining the names of the providers you have tried to reach unsuccessfully for your backup;

· Identifying other providers of the essential services you need;

· Placing the call to the other providers on your behalf, if you choose; and,  

· Following-up with you to ensure your problem has been resolved.  

In addition to providing you with linkages to available providers, the 2-1-1 VIRGINIA system will also provide monthly reports to the Department of Medical Assistance Services on the number of calls placed to 2-1-1 VIRGINIA by individuals participating in the Money Follows the Person Project, the type of referral(s) requested, backup providers that were unable to be reached, the listing of other providers given, and the outcome of the call including the timeliness and appropriateness of the resolution.
Tier 4:  Extreme Emergency Backup
In the event of an immediate crisis involving a threat to your health, safety, or life, call 911!

What other resources are available to me if I need them? 

Other resources you can use to support your back up plan include the following:

1) Medicaid Transportation: LogistiCare is the broker for Medicaid-funded transportation, and they operate a Call Center 24 hours a day, seven days per week.  Trips are provided 24 hours a day, seven days per week, as needed.  LogistiCare is responsible for transportation backup.  If the transportation provider does not arrive at the assigned time, a taxi will be dispatched as soon as possible.  The Department of Medical Assistance Services monitors LogistiCare’s responsiveness on a monthly basis.  The Department of Medical Assistance Services also provides vouchers, bus tickets and gas reimbursement upon request.  More information on Medicaid transportation appears in Section B.9.f, below or by visiting http://www.dmas.virginia.gov/tra-transportation_services.htm.   A User’s Guide to Non-Emergency Medicaid Transportation appears in Appendix 9.
 

2) Crisis Services:  Your local Community Services Board operates 24-hour on-call mental health emergency services systems and is required by the Code of Virginia to ensure that individuals have access to these emergency services, as needed.  Emergency services for mental health needs include crisis intervention, stabilization, and referral assistance over the telephone or face-to-face for individuals seeking services for themselves or others. Emergency services may include walk-ins, home visits, jail interventions, pre-admission screenings, and other activities designed to stabilize an individual within the setting most appropriate to the individual's current condition.  These services are licensed and monitored by the Department of Mental Health, Mental Retardation and Substance Abuse Services. 

3) Equipment Repair:  If your equipment has been damaged or is no longer working, you should contact the business that provided your equipment to arrange for the necessary repair.  Sometimes equipment failure may result in an emergency and there are businesses that provide 24-hour emergency equipment repair.  This information will be provided to you as a resource and will also be available to the Personal Emergency Response System provider as a part of the emergency back-up system.  

4)  Disaster Preparedness:  Everyone should take the responsibility to have a personal preparedness plan in the event of natural or man-made disasters.  Your case manager or transition coordinator can assist you to develop this plan.  This plan should include how you would safely evacuate your residence or remain in your home for an extended period of time with little or no outside assistance.  You should also prepare a “go-kit” that includes information about you and things that you would need in the event you would have to leave your home.  You should also check with the emergency manager in your locality to see if there is a registry that you can join so that people know where you are and the assistance you will need in the event of a disaster.  You can find a lot of information on the following websites:

· http://www.vdem.virginia.gov/
· http://www.disabilitypreparedness.gov/
· http://www.fema.gov/plan/prepare/specialplans.shtm
· http://www.aoa.dhhs.gov/eldfam/Disaster_Assistance/Disaster_Assistance.asp
· http://www.ncd.gov/newsroom/publications/2005/saving_lives.htm
· http://www.prepare.org/
· Emergency Preparedness: Taking Responsibility For Your Safety - Tips for People with Activity Limitations and Disabilities: http://www.cert-la.com/ESP/ESP-Disabilities-Guide-2006.pdf
· Go-Kits: http://www.ready.gov/america/getakit/index.html
If you live in a licensed or certified living arrangement, your provider is required to have a disaster preparedness plan that is coordinated with local emergency services.  

5)  Adult and Child Protective Services:  In the event of abuse, neglect, and/or exploitation, you should call Adult Protective Services (1-888-832-3858) or Child Protective Services (1-800-552-7096).  In many cases, Adult or Child Protective Services will come to your home to investigate.  If you live in a group home, assisted living facility, or other living arrangement that is licensed, certified or regulated by the Commonwealth of Virginia, your provider is required to manage your services in the event of an emergency or a break-down in your services. If you are in immediate jeopardy, Protective Services investigators and caseworkers may be able to access a network of providers that can provide a safe placement for you.  This network includes providers such as assisted living facilities, nursing facilities and foster care homes.  The case managers and transition coordinators will provide information and telephone numbers to you and your family, as appropriate, for Adult Protective Services and Child Protective Services upon enrollment.  In addition, Protective Services will investigate valid reports by any citizen who suspects abuse or neglect.

6) Long Term Care Ombudsman Program:  You can contact the Long Term Care Ombudsman Program at 1-800-552-3402 for assistance:

· If you are 60 or older and encounter problems with the quality of your long term supports or with access to your long term supports regardless of where you live and no one has been able to assist you with these problems; or, 

· If you are any age and having problems with your care in nursing facilities or assisted living facilities.
7)  Department of Mental Health, Mental Retardation and Substance Abuse Services Human Rights Advocates:  If you are using the services of a provider of mental health, mental retardation/intellectual disabilities or substance abuse services, you have the right to contact and use the services of a human rights advocate.  You can contact the Department of Mental Health, Mental Retardation and Substance Abuse Services for a listing of the Human Rights Advocates at 1-800-451-5544.
Always call 911 if you are dealing with an IMMEDIATE crisis involving a threat to your health, safety, or life!









