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What is Virginia’s Money Follows the Person Project Guidebook and how do I use it?
This Guidebook was designed to provide practical information to individuals who want to learn about options available to them when they transition from institutions to the community under the Money Follows the Person Project.  The Guidebook also includes all components of the “Operational Protocol” as required by the Centers for Medicare and Medicaid Services, which provides significant funding for the Project.  
After a brief introduction to the Money Follows the Person Project, three` case studies illustrate the transition process and who is involved.  The three case studies are followed by “Benchmarks,” which show how Virginia will measure the success of the Project.  
The remaining sections of this Guidebook are:  Participant Recruitment and Enrollment; Informed Consent; Outreach, Marketing and Education; Stakeholder Involvement; Benefits and Services; Consumer Supports; Self Direction (also called “Consumer Direction”); Quality; Housing and Transportation; and Continuity of Care.  
At the end, you can learn about how the project is organized, administered, staffed and budgeted, and how it will be evaluated.
This Guidebook is written in a question-and-answer format to assist you to navigate through the transition process. This Guidebook is also structured to assist people who may wish to support individuals to transition.  This is a comprehensive document, and it may prompt additional questions.  You should feel free to ask someone for assistance in getting your questions answered. 
( - Look for this symbol for information if you live in Nursing Facility or Long-Stay Hospital.
( - Look for this symbol for information if you live in an Intermediate Care Facility for Individuals with Mental Retardation.
( - Look for this symbol if you are interested in detailed, and sometimes complicated, information required by the Centers for Medicare and Medicaid Services.
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A.
PROJECT INTRODUCTION

What is the Money Follows the Person Project?

In May 2007 Virginia received an award from the federal Medicaid agency, the Centers for Medicare and Medicaid Services, for a Money Follows the Person Rebalancing Demonstration Project established by the federal Deficit Reduction Act of 2005.  Funding to make this Project possible comes from both federal and state sources.
This Project gives individuals of all ages and all disabilities who live in institutions in Virginia options for community living that have not been offered before.  No age or disability is excluded from participation.   The Project has been created at every stage, from application to development of this Operational Protocol (also called Virginia’s Money Follows the Person Project “Guidebook”), with input from many individuals, including individuals living in institutions and individuals who have transitioned from institutions to the community.

Virginia will be using the Money Follows the Person Project to make permanent changes to its long term support system to create more opportunities for individuals to transition successfully into the community using one of five of Virginia’s Home and Community Based Waivers or one of Virginia’s Programs for All-Inclusive Care for the Elderly (PACE).  The changes also reflect Virginia’s commitment to further rebalance its long term support system and encourage community-based supports instead of institutional care.
This Project has three major goals, each of which relates directly to one or more of the national objectives for the Money Follows the Person Demonstration Program:
Goal 1.  To give individuals who live in nursing facilities, Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions, and long-stay hospitals more informed choices and options about where they live and receive services

This Goal relates to the following national objectives:

· Increase the use of Medicaid home and community-based waivers, rather than institutional services;

· Eliminate barriers that prevent or restrict Medicaid funding from being used to meet individual needs;

· Assist individuals to receive support for appropriate and necessary services in the settings of their choice; and
· Increase the ability of the State Medicaid program to continue to provide home and community-based waiver services to individuals who choose to transition from an institution to a community setting.
Goal 2. To transition individuals from these institutions if they choose to live in the community; 

This Goal relates to the following national objectives:  

· Increase the use of Medicaid home and community-based waivers, rather than institutional services;

· Eliminate barriers that prevent or restrict Medicaid funding from being used to meet individual needs;

· Assist individuals to receive support for appropriate and necessary services in the settings of their choice; and
· Increase the ability of the State Medicaid program to continue to provide home and community-based waiver services to individuals who choose to transition from an institution to a community setting.
Goal 3.  To promote quality care through services that are person-centered, appropriate, and based on individual needs.

This Goal relates to the following national objectives:

· Eliminate barriers that prevent or restrict Medicaid funding from being used to meet individual needs; 

· Assist individuals to receive support for appropriate and necessary services in the settings of their choice; and

· Ensure procedures are in place to monitor and continuously improve the quality of services.

What is a Medicaid Home and Community-Based “Waiver”?

A “waiver” is a way for the State Medicaid program to pay for services for individuals who meet the criteria for placement within a nursing facility, an Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation or a long-stay hospital, but who choose to live in the community.  Individuals participating in the Money Follows the Person project will be transitioning into one of the following five waivers: 
· Elderly or Disabled with Consumer Direction;

· Mental Retardation (to be renamed Intellectual Disabilities);

· Individual and Family Developmental Disabilities Support;

· Technology Assisted; and
· HIV/AIDS. 
What are the current Medicaid Home and Community Based Waiver services and supports?

Each of the waivers listed above and all services available under each waiver are explained in Appendix 1.

Some waiver services can either be agency-directed or consumer-directed.  Agency-directed services are those services that originate from a Department of Medical Assistance Services-enrolled provider where you deal with the agency to arrange services.  Consumer-directed services are those in which you become the employer, choose who provides the service, and direct them on how to provide the service.

What are the permanent changes that have been made to Virginia’s waivers under the Money Follows the Person Project?

Many individuals, including individuals living in institutions and individuals who have transitioned from institutions to the community, selected the following services that have been added to the waivers under the Money Follows the Person Project: 
	Waiver
	Permanent Waiver Service Added

	Elderly or Disabled with Consumer Direction 
	Transition Coordination (to support individuals both before and after they move to the community)
Transition Services (assistance with up-front, essential household expenses at transition) will be available for individuals who participate in the Money Follows the Person Project after transition as a waiver service.  For other individuals enrolled in the waiver, this service will be available following transition as a waiver service.  

	HIV/AIDS 


	Transition Services (assistance with up-front, essential household expenses at transition) will be available for individuals who participate in the Money Follows the Person Project after transition as a waiver service.  For other individuals enrolled in the waiver, this service will be available following transition as a waiver service.   
Personal Emergency Response System (to include medication monitoring)

	Technology Assisted 
	Personal Emergency Response System (to include medication monitoring)

Transition Services (assistance with up-front, essential household expenses at transition) will be available for individuals who participate in the Money Follows the Person Project after transition as a waiver service.  For other individuals enrolled in the waiver, this service will be available following transition as a waiver service.  

	Individual and Family Developmental Disabilities Support 
	Transition Services (assistance with up-front, essential household expenses at transition) will be available for individuals who participate in the Money Follows the Person Project after transition as a waiver service.  For other individuals enrolled in the waiver, this service will be available following transition as a waiver service.  

	Mental Retardation (to be renamed Intellectual Disabilities)
	Transition Services (assistance with up-front, essential household expenses at transition) will be available for individuals who participate in the Money Follows the Person Project after transition as a waiver service.  For other individuals enrolled in the waiver, this service will be available following transition as a waiver service.  


These additions to the waivers have been designed to fill the gaps between institutional and community long term supports.  Prior to these changes, critical waiver services needed to assist individuals to move to the community did not exist.  Examples of critical waiver services needed include transition services and transition coordination in the Elderly or Disabled with Consumer Direction Waiver. 
As a part of Virginia’s plan to rebalance the long term support system, and based on the expressed desires of individuals and other stakeholders, these added waiver services are permanent and available to everyone currently using the waivers. 
Applications for amendments to these waivers, including adding all of these services to the applicable waivers, have been completed and approved by the Centers for Medicare and Medicaid Services. For more detailed information, see Section B. 10 below.

What are the demonstration services available to individuals participating in the Money Follows the Person Project?

For individuals participating in the Money Follows the Person Project, certain demonstration services will be available both prior to discharge and up to one year after discharge from a facility.  

	Waiver
	Demonstration Service

	Elderly or Disabled with Consumer Direction 
	Environmental Modifications (assistance with making modifications to homes and primary vehicles to make them accessible) will be available for individuals who participate in the Money Follows the Person Project both before transition as a demonstration service funded through a partnership with the Virginia Department of Housing and Community Development and after transition as a demonstration service.  

Assistive Technology (devices that enhance your ability to function and communicate, such as specialized toilets, braces, chairs, and computer hardware and software) will be available for individuals who participate in the Money Follows the Person Project after transition as a demonstration service.
Transition Services (assistance with up-front, essential household expenses at transition) will be available for individuals who participate in the Money Follows the Person Project before transition as a demonstration service.

	HIV/AIDS 


	Environmental Modifications (assistance with making modifications to homes and primary vehicles to make them accessible) will be available for individuals who participate in the Money Follows the Person Project both before transition as a demonstration service funded through a partnership with the Virginia Department of Housing and Community Development and after transition as a demonstration service.  

Assistive Technology (devices that enhance your ability to function and communicate, such as specialized toilets, braces, chairs, and computer hardware and software) will be available for individuals who participate in the Money Follows the Person Project after transition as a demonstration service.
Transition Services (assistance with up-front, essential household expenses at transition) will be available for individuals who participate in the Money Follows the Person Project before transition as a demonstration service.

	Technology Assisted 
	Environmental Modifications (assistance with making modifications to homes and primary vehicles to make them accessible) will be available for individuals who participate in the Money Follows the Person Project both before transition as a demonstration service funded through a partnership with the Virginia Department of Housing and Community Development and after transition as a waiver service.  

Transition Services (assistance with up-front, essential household expenses at transition) will be available for individuals who participate in the Money Follows the Person Project before transition as a demonstration service.

	Individual and Family Developmental Disabilities Support 
	Environmental Modifications (assistance with making modifications to homes and primary vehicles to make them accessible) will be available for individuals who participate in the Money Follows the Person Project both before transition as a demonstration service funded through a partnership with the Virginia Department of Housing and Community Development and after transition as a waiver service.  

Transition Services (assistance with up-front, essential household expenses at transition) will be available for individuals who participate in the Money Follows the Person Project before transition as a demonstration service.

	Mental Retardation (to be renamed Intellectual Disabilities)
	Environmental Modifications (assistance with making modifications to homes and primary vehicles to make them accessible) will be available for individuals who participate in the Money Follows the Person Project both before transition as a demonstration service funded through a partnership with the Virginia Department of Housing and Community Development and after transition as a waiver service.  

Transition Services (assistance with up-front, essential household expenses at transition) will be available for individuals who participate in the Money Follows the Person Project before transition as a demonstration service.


Are there any new non-Medicaid waiver services or supports offered to people who participate in the Money Follows the Person Project?

· In order to best address the needs of individuals transitioning into the community, Virginia will make the following non-Medicaid waiver services available to individuals who participate in the Money the Follows the Person Project;  
· Use of 2-1-1 VIRGINIA (toll-free) as the Tier 3 24 hour per day seven day per week emergency back up;
· Additional assistance for home modifications available through the Virginia Department of Housing and Community Development; and

· Rental payments of up to 60 days during the modifications period available through the Virginia Department of Housing and Community Development.
How will I know if I can be a part of the Project and if it is right for me?

It is important that you understand everything about the Money Follows the Person Project before you decide if you want to participate in it.  More information about what you need to consider and how you can be referred can be found in Section B.1.

1.
CASE STUDIES
The following case studies give examples of successful transition from institutions to communities.  No matter what your circumstances, age, service needs, location within Virginia, transition can be for you too.  
( ROBERT’S STORY

Are there others like me who have moved from a nursing facility or long-stay hospital to the community?
Yes.  Robert has a primary disability of spinal cord injury and was placed in a rehabilitation center after he became unable to walk. He became eligible for Medicaid and remained beyond rehabilitation because he had no other place to go. He stated that he wanted to move into his ex-wife’s home, but she would not allow it. After eight months of residing at the facility, Robert expressed his desire to transition back into the community to the facility social worker.  This expressed desire started the process for Robert to transition back into the community.  The facility social worker informed Robert about the Money Follows the Person Project and provided him with a brochure and the Project Guidebook to review and consider.  Robert indicated his interest in the Project after taking some time to review the materials.
How did Robert learn about transitioning to the community?
Through the facility social worker, Robert chose a transition coordinator based at the local Center for Independent Living to assist him with the process of transitioning to the community.  Transition coordination is a new service of the Elderly or Disabled with Consumer Direction Medicaid Waiver program administered by the Virginia Department of Medical Assistance Services.   He met the transition coordinator at the facility during the initial consultation to determine if he was eligible for and provide informed consent to participate in the Project using the Elderly or Disabled with Consumer Direction Waiver for services and supports. 
What did Robert do to prepare for transition?
After Robert decided the Elderly or Disabled with Consumer Direction waiver was right for him, his transition coordinator assisted in the following areas before he left the nursing facility:

· Signing the Informed Consent Form, which acknowledges his agreement to participate in the Project

· Applying for and receiving approval to receive services in the community from the Elderly or Disabled with Consumer Direction Waiver prior to discharge from the nursing facility.  Since Robert already lived in the nursing facility, he met the functional and medical criteria for admission into the Elderly or Disabled with Consumer Direction waiver and was approved for Waiver services.
· Developing a person-centered plan, including a risk assessment and the identification of Robert’s needs and essential services, and a back up plan for each.  Robert decided that his primary need was personal assistance, transition services and environmental modifications.  His back up plan consisted of using his next door neighbor, and if his next door neighbor was not available, using 2-1-1 VIRGINIA to obtain personal assistance.
· Obtaining required identification

· Assisted in obtaining a Social Security card, an award letter of benefits from the Social Security Administration, recent bank statements and a birth certificate. These documents were needed to complete a Housing Choice Voucher application, among other things.

· Locating accessible housing
· Discussed the qualified residences approved for the  Project;
· When Robert chose to rent an apartment, the transition coordinator used www.accessva.com to locate accessible apartments in the area and called landlords to find out if they were accepting applications. The following complexes were contacted: Applewood Glen, Winding Creek, Village Square, Hollywood House, Sherwood Forest and Friar’s Place; of these six, only one had a suitable apartment available;
· Completed numerous applications for housing, including criminal background history forms;
· Took these applications to Robert for his viewing and signature; and
· Assisted with the completion of a preliminary application for housing choice voucher through the public housing agency.
· Securing housing

· Used transition services funds through the Project’s demonstration funding to pay a rental deposit on Robert’s apartment

· Arranged to have a building contractor install a ramp to the entrance of the apartment. (Up-front funding provided by the Virginia Department of Housing and Community Development was used to cover the construction costs until Robert moved out.  
· Set up bridge rent to cover the first month’s rent while the ramp construction was completed.  Bridge rent is not a waiver service; it is funded through the Virginia Department of Housing and Community Development. 
· Setting-up the household through transition services, which, prior to his transition, are paid as demonstration services
· Set-up and paid utility deposits for the apartment

· Arranged for the purchase of household items
· Shopped for household items from transition services funds
· Arranged for a Personal Emergency Response System (PERS) unit to be installed in Robert’s apartment which can be covered under the Elderly and Disabled with Consumer Direction waiver upon discharge
· Identifying, interviewing, and securing needed services and providers, including a personal assistant
· Investigating transportation options

· Accompanying Robert in his new neighborhood to become familiar with local banks, grocery stores, and potential work opportunities.
· Assisting Robert to re-establish relationships with neighbors, friends and associates 

· Completing the Quality of Life Survey with Robert, which he also agreed to complete one and two years from the day he was discharged from the institutional setting;

Robert and his coordinator spent time together talking through his dreams and fears about moving into his own place.  Robert had a chance to share his concerns with Susan, a member of the Regional Empowerment Team (a support group for transitioning).  Susan was able to assure Robert that he was making the right decision and think about the plans he needed to make for his transition.
How long did it take for Robert to prepare for his transition?
It took almost two months from Robert’s first meeting to move to the community.  During the entire process, Robert was assisted by his transition coordinator in all the steps toward finding and setting up his home.

After moving to the community, Robert was assisted by his transition coordinator to:

· Contact the Social Security Administration regarding benefits and work with a Benefits Planning Assistance and Outreach specialist;
· Visit the local Department of Social Services to apply for food stamps and other appropriate benefits;
· Visit the Department of Rehabilitative Services for job assistance;
· Complete paperwork for a Para transit card for transportation;
· Choose a doctor and a pharmacist in the area of his housing;
· Visit the doctor for the completion of the Para transit card application; and
· Sign up for computer classes at the community college.
After moving into his new home, Robert continued to receive assistance from his transition coordinator during monthly visits over the next 12 months to assist him in locating and accessing services within his community.  

What is life like for Robert now that he is living in the community?
Currently Robert is doing well, although after just four months in his new home in the community, Robert experienced a brain aneurysm and had to return to the hospital.  After a two week hospitalization, Robert was transferred to a rehab center.  After a month and half of rehabilitation, Robert was ready to move back home.  Unfortunately, his resulting brain injury required additional supports in the home and the discharge planner advised Robert that going back to his apartment alone might jeopardize his health and safety.  Robert contacted his transition coordinator and arranged a meeting to discuss developing a revised person-centered service plan.  Even though Robert needed two months of institutional services, he continued to qualify for the Money Follows the Person Project.  His revised person-centered service plan included a personal digital assistant, which is an assistive technology device used to prompt him about his day’s schedule and important appointments. This was available to Robert under the Elderly or Disabled with Consumer Direction Waiver service.
In working with his transition coordinator, Robert was able to move into an Adult Foster Care community setting where he would receive the needed assistance, while still maintaining his independence.  Robert will continue to use the Elderly or Disabled with Consumer Direction Waiver services and other community supports even after his participation in the Money Follows the Project ends.  The new location was closer to his family.  He is very pleased with the relationship that he has been able to develop with his family.  He is working with a rehabilitation counselor to regain work skills to achieve his goal of eventually living on his own again.  He is still seeking federal rental assistance to support his housing goals.
( ETHEL’S STORY
Are there others like me who have moved from an institution to the community?  
Yes.  Ethel is an individual who receives Medicaid services and lived in a large, state-run training center for 52 years.  The seventh of nine children, she had lived with her family until her facility admission.  She has a profound intellectual disability and bilateral foot deformities which keep her from walking independently, though she wears custom shoes and inserts.  Ethel spends a lot of time in her wheelchair which she propels using her feet.  With assistance she can stand in order to get in and out of bed, the shower, or her favorite recliner.  Ethel does not speak, but sometimes makes vocal sounds when she is especially happy or unhappy.  She expresses preferences through her visual gaze, through vocalizations or by wheeling herself away from an area.  Ethel eats a pureed diet.  She drinks from a cup and can feed herself small amounts, although she prefers for others to feed her.  She seems to like upbeat country music, but she seldom reaches for objects in her environment, and facility staff believed that she showed little interest in her surroundings.  The facility tried to promote greater awareness of herself and her environment, for example by encouraging Ethel to make eye contact with others for brief periods and to look in a mirror.  Ethel depends on others for all aspects of her care, and is generally cooperative with whatever needs to be done.

How did Ethel learn about transitioning to the community?
Interdisciplinary Teams at the training center are responsible for identifying individuals who may wish to participate in this Project.  Ethel’s Interdisciplinary Team suspected that she might be interested in living in the community and contacted her brother to discuss the possibilities, which also included a discussion of potential risks to community living.  (When an individual in a Virginia state facility has a legal guardian, or if an Authorized Representative has been appointed, that representative must agree with community placement and give consent for transition planning to begin.  Both of Ethel’s parents were deceased but she had a brother living in the family’s hometown and a sister in California.  Ethel’s brother had been appointed as her Authorized Representative.)  When the facility social worker provided information about services available in the community and about Ethel’s ability to participate in this Project, he strongly embraced the idea of community placement and gave all of the necessary informed consents for discharge planning to begin.  This included his written permission for Ethel to participate in the Money Follows the Person Project. The facility began coordinating with the Community Services Board serving Ethel’s home county in order to obtain a slot on the Mental Retardation Home and Community-Based Services Waiver for Ethel.  Ethel met the criteria for this Waiver since the criteria for residency in the training center (which is an intermediate facility for individuals with intellectual disabilities/mental retardation) is the same as for the Mental Retardation Waiver.  Since Ethel was participating in the Project, she immediately received one of the 110 slots reserved for individuals participating in the Project who needed services in the Mental Retardation Waiver.
What happened before Ethel left the institution?
Ethel’s brother requested that community services be located as close to the family home as possible.  At the same time, he decided that he did not want to take an active role in setting up Ethel’s services, but wished to be kept fully informed by the Community Services Board and facility social work staff.  The Mental Retardation Director of the Community Services Board contacted several residential providers meeting the geographic criteria, both group home and sponsored residential placements and invited them to the facility to meet Ethel and gather information from the team on her living unit.  After considering available providers, their locations, their proximity to activities of interest to Ethel, and populations served by each provider, Ethel selected Apple Valley group home whose owner was eager to develop services for her in the community.  The provider articulated a vision for a small three-bed group home located not far from the family home, which would be configured to meet Ethel’s physical needs and which would offer a comfortable, safe environment with a gentle boost in the activities and stimulation available to her.  The facility social worker, who had established a close, trusting working relationship with the family over many years, endorsed this plan.  Ethel’s brother gave consent for transition planning to begin, and the provider started the process of identifying an appropriate house and appropriate housemates for Ethel.  

Ethel’s case manager administered the first Quality of Life Survey to Ethel, and Ethel’s brother assisted her in responding.
What plans did Ethel make to prepare for her transition?
Unfortunately, Ethel’s brother passed away soon after this, and there was a short interruption in transition planning.  Ethel’s sister in California was initially hesitant about Ethel’s ability to live in the community.  Training center staff connected Ethel’s sister with the family of an individual who had moved into a group home several months ago.  Ethel’s sister spoke several times with the family and learned how many supports are now in the community to address individuals and their safety needs. After learning about the improvements to community supports, Ethel’s sister was equally in favor of the community placement, but it took a couple of weeks for the facility to designate her as an Authorized Representative and obtain the necessary informed consents, which included consent to participate in the Money Follows the Person Project.  When planning resumed, the facility and the group home provider coordinated a series of information-sharing and transitional activities:

· The residential manager and assistant manager spent an entire evening shift, and part of the following day shift, on the living unit with Ethel and her staff, observing and learning her care routines.  The facility provided on-grounds accommodations for the provider staff;

· Reviewed with provider staff the provider’s responsibility to provide staffing in accordance with needs of the population and the types of services offered in accordance with Virginia licensing requirements for this provider; 

· A team of facility staff who knew Ethel well, including social worker, direct care and physical therapy staff, visited the prospective group home site to assess the property and provide recommendations for physical plant modifications based on Ethel’s individual needs.  Following this visit, the provider modified the property by installing a front porch ramp and a curb cutout, widening interior doorways, and installing grab bars and a transfer seat in the bathroom and corner guards on furniture.  Facility staff also recommended the correct height for Ethel’s bed for the most effective transfers.

· Ethel’s annual review fell within this period, and the provider’s admissions coordinator attended her interdisciplinary team meeting.  Up-to-date reports from all disciplines were provided along with a great deal of additional anecdotal information.  It was clear at the meeting that the team members (a sizeable group) knew Ethel, cared about her and were genuinely supportive of her move to the community.

· In late March, facility staff brought Ethel to her new home for a day visit, including lunch. Ethel also got to meet the other two individuals who were living in the group home and they all seemed to like each other.  The visit was a real success.  The facility later gave glowing feedback on Ethel’s comfort level throughout the day and on how well prepared the group home staff was.  The residential provider had purchased a lounge chair very similar to Ethel’s favorite chair on the facility living unit, as well as a full-length mirror similar to the one facility staff had been teaching her to use. 
· Facility nursing staff coordinated with Ethel’s new community physician to share information and to schedule her first appointment.  Nursing staff also coordinated the transfer of medications and physicians’ orders to the group home.
What is life like for Ethel now that she is living in the community?  

Ethel moved into her new home in the spring.  In case Ethel needed to return, the facility placed her on “convalescent leave” with her discharge date not until a month later.  This precaution turned out to be completely unnecessary.  Within the first month Ethel had settled in, attended a Memorial Day picnic and some other events with undisguised pleasure, and was even starting to pick out her favorite staff.  Clearly, she was “home.”
Although Ethel now lives in a different county from where she grew up, her original Community Services Board continues to provide her case management.  A case manager was assigned to Ethel shortly before her discharge from the facility and submitted the service authorization request and other required paperwork to the Office of Mental Retardation for approval, and now visits Ethel at least every 90 days, monitors service delivery, maintains contact with her family and fulfills the other functions required by waiver regulations
During Ethel’s first 60 days in her new home, the group home provider conducted a comprehensive assessment of her skills and interests.  Then, staff met with Ethel and her case manager to develop a person-centered service plan for the coming year.  (Ethel’s sister was unable to attend, but was sent copies of all plan materials later.)  Although staff had initially considered establishing training objectives like those at the facility (making brief eye contact, looking in a mirror) for the sake of consistency, they discovered that she was not nearly as detached from her surroundings as had been thought.  Ethel was already making more and more eye contact with others and watching what people were doing.  She laughed out loud during certain TV shows.  Staff noticed that she enjoyed watching birds out the kitchen window from her seat at the breakfast table.  Ethel was more ready for her new life than anyone had suspected. 
Upon Ethel’s interest in making some money, her case manager received approval for Ethel to participate in a supported employment setting at a local grocery store.  Ethel works two days a week bagging groceries, and attends a non-center-based day support program on days that she does not work.  In the day support program, Ethel and others participate in activities in the community.  Recently, Ethel had a wonderful time at an amusement park as a part of her community integration activities.

Ethel will continue to receive these services even after her participation in the Money Follows the Project ends because the services she is receiving are a part of the Mental Retardation Waiver.  Staff from the Department of Medical Assistance Services will visit Ethel one and two years following her transition to see how Ethel is doing and to complete the Quality of Life Survey as a part of evaluating the success of the Money Follows the Person Project.
( JOHN’S STORY

Are there others like me who have moved from a nursing facility or long-stay hospital to the community?
Yes.  John, who is 82, has diabetes, rheumatoid arthritis, and macular degeneration.  He became Medicaid eligible and was placed in a nursing facility one year ago following rehabilitation from a fall from the front steps of his home that had resulted in a broken hip.  While he recovered well from the fall to the point that he now uses a walker and desperately wanted to return home, his wife of 55 years, Sally, unfortunately could no longer provide support for him there due to her failing eyesight and considerable difficulty walking up and down steps.  
How did John learn about transitioning to the community?
One day when Sally was visiting John, she noticed brochures on the day room table about a “Money Follows the Person” project.  After reviewing the information, she contacted the social worker at the nursing facility to get more information.  That night, Sally talked with John about the Project, and they decided to start the process of bringing John home.  The facility social worker described the options available to John, which included the Elderly or Disabled with Consumer Direction Waiver and the  Program of All-Inclusive Care for the Elderly (PACE)  program in his community.  John and Sally contacted the local Area Agency on Aging to find out more about PACE.  Since PACE provides acute, primary, and long term services from one provider, John believed it would best suit his needs and chose to pursue the PACE program.  Since John already met the requirements for PACE in terms of age, living in the PACE service area and meeting the criteria for nursing facility placement, the local Area Agency on Aging referred John to the PACE program.  With the assistance of the nursing facility social worker, John and Sally contacted the PACE Intake Coordinator to discuss John’s eligibility and to begin the process of transitioning to the PACE, his home and his community.  

What did John do to prepare for transition?
After John and Sally chose PACE, they worked with the facility and the PACE intake coordinator to:
· Sign the Informed Consent Form, which acknowledges he was educated about and agreed to participate in the Project.

· Enroll in PACE upon discharge from the nursing facility.
· Assessments were scheduled with each PACE Interdisciplinary team member to determine John’s level of functioning and needs and to identify and authorize services.

· Each discipline conducted their assessment and the following additional services were authorized:

· Personal care services for John to provide assistance with activities of daily living, for example, bathing, dressing and transferring;

· Specialty services for John due his deficiencies with vision—print reading services through Virginia Voice; corrective vision devices designed to help compensate for John’s vision loss, including a telephone with large numbers and special magnifying equipment;

· Installation of a ramp to aid John in moving in and out of his home

· Durable Medical Equipment, a wheelchair that can be used as additional support for John due to his mobility challenges.

· In addition, John and Sally spent time with the PACE Coordinator discussing and agreeing to potential back-up options available to John.  This included the use of a Personal Emergency Response System to call for assistance if Sally was not home and the 24-hour emergency contact number if home aides did not arrive to provide needed care.  
John and Sally’s excitement grew as they started discharge plans for his return home.

How long did it take for John to prepare for his transition?
Once John and Sally selected PACE and met with the PACE Intake Coordinator, it took two week for assessments to be completed and services authorized.  John and Sally completed the Quality of Life Survey prior to John leaving the nursing facility as part of his agreement to participate in the Project.
John is receiving all covered services in PACE, medical, nursing, social work, nutritional counseling and dietary, restorative therapies, recreational therapy, home health, prescription drugs and transportation to and from the PACE center, as well as, other doctor’s appointments.

The PACE Interdisciplinary Team will monitor John to determine if additional services are needed in order for John to live a fuller life at home.

What is life like for John now that he is living in the community?

John is thriving back at home.  He continues to use a walker, but is steadily gaining strength back in his legs through physical therapy provided by PACE. The care he is receiving at through PACE has provided John with a new lease on life and he and Sally are enjoying life at home with family and friends. 

John and Sally also decided to visit the Senior Center a couple of times a week, where they enjoy talking to other people and attending special events.  John will continue to receive services in the PACE program after the Money Follows the Person Project ends as long as he meets criteria because the PACE program is a permanent part of the Medicaid State Plan.  Staff from the Department of Medical Assistance Services will visit John one and two years following his transition to see how John is doing and to complete the Quality of Life Survey as a part of evaluating the success of the Money Follows the Person Project.
2.
BENCHMARKS
How will Virginia measure the success of the Money Follows the Person Project? 
As a requirement from the Centers for Medicare and Medicaid Services for each state participating in the Project, seven “benchmarks,” or standards must be developed, measured, and analyzed throughout the life of the Project.  These “benchmarks” provide Virginia with the opportunity to measure the effectiveness and quality of the Project and to ensure that individuals participating in the Project have a good experience before, during, after their transition.  Benchmarks one and two below are both required by the Centers for Medicare and Medicaid Services.  The other five benchmarks are “optional,” meaning that Virginia chose to include them.
In addition to the seven “benchmarks” listed in this section, Virginia will also be administering a Quality of Life survey three times to each individual participating in the Project: once prior to transition, one year after transition, and two-years after transition.  A copy of the survey can be found in Appendix 2.
( Benchmark One – The projected number of eligible individuals in each target group of eligible individuals to be assisted in transitioning from an inpatient facility to a qualified residence during each fiscal year of the demonstration
Virginia will assist 1,041 individuals to relocate from the following types of qualified institutions:

· Nursing Facilities

· Long-Stay Hospitals

· Community Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions
· State-Operated Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions
The number of eligible individuals in each target group to be assisted in transitioning during each fiscal year of the Project (demonstration) appears in the chart below.

	Money Follows the Person Demonstration Years
	Seniors*
	Individuals with Physical Disabilities
	Individuals with Intellectual Disabilities-Developmental Disabilities
	TOTAL

	
	Expected
	Actual
	Expected
	Actual
	Expected
	Actual
	Expected
	Actual

	MFP Calendar Year 2008
(07/01/08 – 12/31/08)
	25
	
	28
	
	28
	
	81
	

	MFP Calendar Year 2009
(01/01/09 – 12/31/09)
	100
	
	110
	
	110
	
	320
	

	MFP Calendar  Year 2010
(01/01/10 – 12/31/10)
	100
	
	110
	
	110
	
	320
	

	MFP Calendar  Year 2011
(01/01/11 – 09/30/11)
	100
	
	110
	
	110
	
	320
	

	TOTAL
	325
	
	358
	
	358
	
	1,041
	


* Seniors are those individuals age 65 and older who participate in the Project.
( Benchmark Two – Qualified Expenditures
This benchmark measures the amount of long-term home and community-based service expenditures projected over the period of the Money Follows the Person Project.  Expenditures include those services covered under Virginia’s 1915(c) home and community-based waivers and home health services. 
	
MFP Calendar Year
	Projected Expenditures

	MFP Calendar Year 2008 

(07/01/08 – 12/31/08)
	$410,074,736

	MFP Calendar Year 2009
(01/01/09 – 12/31/09)
	$863,808,035

	MFP Calendar Year 2010
(01/01/10 – 12/31/10)
	$957,874,752

	MFP Calendar Year 2011
(01/01/11 – 09/30/11)
	$1,049,347,286


( Benchmark Three – Target Percentage of Total Expenditures by Institution and Home and Community Based Services
This benchmark is already one of the Department of Medical Assistance Services’ priority goals in its Strategic Plan to the Governor. 
	MFP Calendar Year
	Target Percentage of Institution Expenditures*
	Target Percentage of 

Home and Community-Based Services Expenditures*

	MFP Calendar Year 2008 

(07/01/08 – 12/31/08)
	62%
	38%

	MFP Calendar Year 2009
(01/01/09 – 12/31/09)
	60%
	40%

	MFP Calendar Year 2010
(01/01/10 – 12/31/10)
	60%
	40%

	MFP Calendar Year 2011
(01/01/11 – 09/30/11)
	60%
	40%


*Percentages reflect Virginia’s current projections based on historical utilization.
( Benchmark Four – Increase in Available/Accessible Waiver Services
Virginia currently operates five home and community based waivers that will be available to individuals transitioning under the Project.  The services available in these programs are listed in Appendix 1.  Furthermore, Virginia will permanently add the following services to certain home and community based services waivers, recognizing that each individual requires a different level of services and supports to successfully transition to the community: 

· Assistive Technology in the Elderly or Disabled with Consumer Direction and HIV/AIDS Waivers for State Fiscal Year 2009 (July 1, 2008 – June 30, 2009) only;

· Environmental Modifications (demonstration service pre-transition and waiver service post-transition in the Elderly or Disabled with Consumer Direction and HIV/AIDS Waivers for State Fiscal Year 2009 (July 1, 2008 – June 30, 2009) only; 
· Personal Emergency Response Systems and Personal Emergency Response System monitoring; 

· Transition Coordination in the Elderly or Disabled with Consumer Direction Waiver; and

· Transition services (demonstration service pre-transition and waiver service post-transition).
	Demonstration Benchmark
	MFP Calendar Year 2008

(07/01/08 – 12/31/08)
	MFP Calendar Year 2009
(01/01/09 – 12/31/09)
	MFP Calendar Year 2010 

(01/01/10 – 12/31/10)
	MFP Calendar Year 2011

(01/01/11 – 09/30/11)

	Assistive Technology
	
	
	
	

	Environmental Modifications
	
	
	
	

	Personal Emergency Response Systems and  Personal Emergency Response System monitoring 
	
	
	
	

	Transition Coordination 
	
	
	
	

	Transition Services
	
	
	
	


( Benchmark Five – Types of Qualified Residences for Individuals Transitioning into the Community 

As a part of this Project, recommendations will be made by September 11, 2008 by the Money Follows the Person Housing Task Force regarding development, recruitment, training and supervision strategies for all types of qualified residences for individuals transitioning into the community.  For example, previously, individuals transitioning into the Elderly or Disabled with Consumer Direction Waiver from nursing facilities could not use Adult Foster Care.  This prohibition has been lifted as a result of Virginia’s plan to rebalance institutional and community services. This benchmark will track each individual as they transition into the community by type of qualified residences.  
	
	

	

	

	


	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Demonstration Benchmark
	MFP Calendar Year 2008

(07/01/08 – 12/31/08)
	MFP Calendar Year 2009

(01/01/09 – 12/31/09)
	MFP Calendar Year 2010 

(01/01/10 – 12/31/10)
	MFP Calendar Year 2011 

(01/01/11 – 09/30/11)

	
	Expected
	Actual
	Expected
	Actual
	Expected
	Actual
	Expected
	Actual

	Number of Individuals Transitioning into a Home Owned by the Individual or Individual’s Family Member
	27
	
	107
	
	107
	
	107
	

	Number of Individuals Transitioning into a Rental Unit
	26
	
	101
	
	101
	
	101
	

	Number of Individuals Transitioning into Adult Foster Care
	1
	
	5
	
	5
	
	5
	

	Number of Individuals Transitioning into Assisted Living Facilities
	1
	
	6
	
	6
	
	6
	

	Number of Individuals Transitioning into Sponsored Residential Placements
	15
	
	58
	
	58
	
	58
	

	Number of Individuals Transitioning into Group Home Residential Placements
	11
	
	43
	
	43
	
	43
	


B.
DEMONSTRATION POLICIES AND PROCEDURES

1.
PARTICIPANT RECRUITMENT AND ENROLLMENT

How will I know if I can be a part of the Money Follows the Person Project?

· You must be a resident of the Commonwealth of Virginia;
· You must be living in a long-term institutional setting, defined for the purposes of this Project as a Nursing Facility, Long-Stay Hospital, or Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation;
· You must have been in a long-term institutional setting for at least six successive months, including periods of hospitalization; and
· You must have been eligible for Medicaid for at least one month at the time of your transition.  You may already have Medicaid if you are living in a nursing facility, long-stay hospital, or Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation.  If you or your case manager or transition coordinator is not sure, your case manager or transition coordinator can contact the Department of Medical Assistance Services Automated Response System at 1-800-884-9730 to verify your Medicaid eligibility.  

· You must continue to meet the qualifications for participation and enroll in a Program of All-Inclusive Care for the Elderly (PACE) or one of the following five Medicaid Home and Community-Based Waivers:

· Elderly or Disabled with Consumer Direction;

· Mental Retardation (to be renamed Intellectual Disabilities);

· Individual and Family Developmental Disabilities Support;

· Technology Assisted; and

· HIV/AIDS.
Your case manager or transition coordinator is responsible for ensuring that you meet these requirements by reviewing documentation provided by you and the facility.  If you do not have a transition coordinator, the Department of Medical Assistance Services or its designated agent is responsible for ensuring that you meet these requirements.
How will I know the Project is right for me?
You can decide for yourself - The ability for you or your family member or caregiver, as appropriate, to decide whether transition is right for you is central to the Project.  The option of choice is a vital component of the recruitment process.  Under this Project, you or your family members or caregivers, as appropriate, may seek transition information, the requirements, and the options available to you including home and community-based services and housing.  To get more information about transition, contact:  
· Any staff member in the facility where you live, including a social worker or discharge planner; or
· Your local department of social services or local department of health.
( If you live in a nursing facility or long-stay hospital, you can also contact:
· The Long-Term Care Ombudsman

· An Area Agency on Aging

· A Center for Independent Living 
· A Community Services Board

(If you live in an Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation, you can also contact:
· Your case manager 
· A Community Services Board

Staff can recommend you – You can be recommended for participation in the Project by staff in the facility where you live.  In some cases, state employees reviewing your services in the facility may recommend you for participation in the Project.  All staff are expected to facilitate your access to information and people who can help you decide whether to participate in this Project.
( Nursing facility and long-stay hospital administrators, directors of nursing, and social workers will be specifically trained to provide awareness and instruction on the transition options available to you through this Project.  They will identify interested individuals and the waiver(s) for which they may be eligible and assist them in locating a transition coordinator or case manager as appropriate.  They will also provide an overall awareness campaign for the individuals living in their respective institutions.
( If you live in an Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation, Social Workers and Qualified Mental Retardation Professionals, in cooperation with Community Services Board Case Managers are involved in recruiting individuals who may be interested in participating in this Project.  
If you live in a public Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation (also called state-operated training center), regional Admissions/Discharge Teams comprised of case managers, Discharge Coordinators, and sometimes Community Services Board Mental Retardation Directors and Case Management Supervisors, will know about this Project, and they can identify individuals wanting to transition. All individuals who choose the community over an Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation will have the opportunity to be considered for participation in the Money Follows the Person Project.

People in your home community can recommend you – You may have a friend, neighbor, or community connection who knows you well and thinks you may be a good candidate for this Project.  They can contact you and the staff in the facility where you live or call your case manager in the community, if you have one.  They can also contact the Virginia Money Follows the Person Project Director at MFP@dmas.virginia.gov or (804) 225-4222 for information and referral to a community-based resource.

[image: image2]
If I am interested in or referred to the Project, how will I get information that will assist me in making a decision?

Information packets will be made available to you and anyone else who may be assisting you with making the decision whether to move to the community.  These packets will include a variety of materials such as:  
· This Money Follows the Person Project Guidebook;

· A one-page overview of the Project; that includes eligibility requirements and new waiver services (see Appendix 7);

· An abridged version of this Guidebook, specific to the type of facility in which you live, that includes eligibility requirements, services and supports available, enrollment, rights, responsibilities, monitoring and oversight of the Project (see Appendix 7);

· A three-panel color brochure describing the Project and how to participate in it (see Appendix 7); 

· A description of services available through the Medicaid Home and Community Based Waivers and how you can be assessed for eligibility for these waivers;

· Contact information for Centers for Independent Living, Community Services Boards, Area Agencies on Aging, and local Social Services departments;

· Processes that are available to more quickly access services, such as the online Medicaid application;

· Information on person-centered practices; 

· Information on how to access accurate information and referral using Virginia’s 2-1-1 system and the Easy Access internet website; 

· Helpful toll-free numbers you may want to use to get additional information; and

· If you will be using Mental Retardation or Individual and Family Developmental Disabilities Support Waiver services, a copy of the Rules and Regulations to Assure the Rights of Individuals Receiving Services from Providers of Mental Health, Mental Retardation and Substance Abuse Services (Human Rights Regulations).
These materials can be made available in alternative formats upon request to the Virginia Money Follows the Person Project Director at MFP@dmas.virginia.gov or (804) 225-4222.  You can also find these materials on the Money Follows the Person website at http://www.olmsteadva.com/mfp.

( In addition, regional Empowerment Teams that were formed through a prior nursing facility transition grant will share information with you, and your family members and/or caregivers, as appropriate.  These Teams can address specific questions and issues, encourage broad stakeholder participation, evaluate the process, and create recommendations.  The Teams allow time for you and your family or caregiver, as appropriate, to discuss the Project and obtain first hand experience of what it is like to transition and tips for successful transition.
A mentor who has experienced transition may be available to you and your family member or caregiver, as appropriate, for one-on-one support. 

This Guidebook and all materials also appear on a website at http://www.olmsteadva.com/mfp/ 
For more information on statewide marketing, education and outreach strategies, see section B.3. 
Who is responsible for assisting me to enroll in the Project?
When you have made the decision to participate in the Project, many people will be involved in assisting you to begin your transition process.  First, you can select a case manager, transition coordinator, or other appropriate provider to assist with transition.  (If you will be using Mental Retardation Waiver Services, your Community Services Board will designate your case manager).  His or her responsibility will be to:
· Meet with you and any family member or caregiver, as appropriate, and any other people important to you to determine what you will need to move to the community;
· Obtain authorization from you and your family or caregiver, as appropriate, to participate in the  Project;
· Coordinate meetings or visits with community provider(s);
· Prepare all Project documents, your discharge plan, community waiver services and satisfaction survey and quality of life documentation for the Project;
· Inform you of and explain your rights as established by the Commonwealth of Virginia and who you can contact if you believe your rights have been violated.  You may receive a brochure from the Virginia Office of Protection and Advocacy.  You will receive information on your right to appeal from the Department of Medical Assistance Services and human rights protections depending on your services and providers;  

· Assist you with identifying all programs for which you are eligible and assist you with applying for these services as needed;
· Arrange for basic financial and functional assessments for eligibility, depending on the waiver program you will use for your community supports; and
· Inform the local department of social services that a change in your residential status is planned.
After I enroll in the Project, what if have to move back to the facility or I don’t want to participate any longer?  
If you are re-admitted to a facility and stay there for more than 30 days, you will be disenrolled from the Project and the home and community-based waiver which you were using.  However, you may re-enroll into the Money Follows the Person Project without having to meet the requirement for six (6) consecutive months of institutional residency.  Before you can re-enroll into the Project, you will be re-evaluated to ensure that you continue to meet Waiver eligibility requirements, and a new person-centered service plan will be developed. The new person-centered service plan will include the changes made as a result of your re-institutionalization, as well as an update of supports that will better meet your needs so you can stay in the community.  Exceptions to this policy include those waivers that have waiting lists:
· If you previously used the Mental Retardation Waiver and are readmitted to any institution and stay there 60 days or more, your case manager must, at your request, hold your Mental Retardation Waiver slot for you.  The case manager will submit the request to the Department of Mental Health, Mental Retardation and Substance Abuse Services, and that Department will approve or deny the request.  For each month you remain in the Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation, the request must be submitted every 30 days until you return to Waiver services or a final determination is made to reassign your slot. 

· If you previously used the Individual and Family Developmental Disabilities Support Waiver and are readmitted to any institution, your case manager will hold your slot for 90 days.

What institutions will be targeted for the Project?
All nursing facilities, long-stay hospitals, state operated Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions and non-state operated Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions throughout the Commonwealth of Virginia will be targeted as qualified institutions during both the first year of the Project and subsequent years.  A listing of these facilities can be found in Appendix 3.

What are my responsibilities if I participate in the Project?

When you move to the community, you will enjoy all of the responsibilities of living independently.  These responsibilities include:
· Choosing your service providers;
· Ensuring that you have an adequate back-up plan and implementing it when needed (see Section B.6);
· Working with your case manager or transition coordinator to assure a smooth transition and ongoing supports;

· Expressing your satisfaction or dissatisfaction with services and supports; 
· Reporting changes in your needs; and
· Paying your bills.  
What are my rights if I participate in the Project?
Under Virginia law, you have the right to participate meaningfully in the decision-making processes affecting your life and to have your wishes and preferences respected to the maximum extent possible.  Participating meaningfully in decision making includes the right to give or not give consent.  If you are not able to give any required consent, you have the right to have a representative make the decision for you.  Your representative is referred to as a “surrogate decision maker” in this Guidebook.  You also have the right, consistent with your abilities, to participate in the selection of your surrogate decision maker.  

You also have the right to freedom from abuse, neglect, and exploitation, domestic violence, and sexual assault, and the State makes every effort to prevent such occurrences.  The local departments of social services provide ongoing education on the topic of adult and child abuse prevention to Virginia citizens, healthcare providers and others providing services to adults.  

The local social services department where you live investigates suspicions of adult and child abuse, neglect and exploitation of adults and children.  If you or your family, caregiver, provider, or anyone who knows you suspects that you have been abused, neglected or exploited, a report should be made to the local department of social services or the statewide 24-hour toll free hotlines immediately.

· ADULT PROTECTIVE SERVICES  HOTLINE 1-888-832-3858
· CHILD PROTECTIVE SERVICES HOTLINE 1-800-552-7096
Phone numbers and addresses of all local departments of social services may be found at http://www.dss.virginia.gov/localagency/. 

Additionally, Virginia Code §63.2-1606 requires certain individuals to report suspicions of adult abuse, neglect or exploitation, and Virginia Code §63.2-1509 requires certain individuals to report suspicions of child abuse or neglect.  Employers of these mandated reporters must notify their employees of their responsibility to report.  Mandated reporters face civil fines or penalties for failure to report.  Agency providers of waiver services are classified as mandated reporters.  

The Virginia Sexual and Domestic Violence Action Alliance operates the statewide Virginia Family Violence & Sexual Assault Hotline toll-free, confidential, 24-hour service that provides crisis intervention, support, information, and referrals to family violence and sexual assault survivors, their friends and families, professionals, and the general public.  Their toll free number is 1-800-838-8238
The Virginia Office of Protection and Advocacy also responds to reports of abuse, neglect, and exploitation, among other protections.  You may also receive advocacy services and/or legal representation.  Their toll free number is 1-800-552-3962.

( If you are using Mental Retardation or Individual and Family Developmental Disabilities Support Waiver services you may have additional rights under The Rules and Regulations to Assure the Rights of Individuals Receiving Services from Providers of Mental Health, Mental Retardation and Substance Abuse Services (Human Rights Regulations), which outline the responsibility of providers for assuring the protection of the rights of individuals living in facilities and programs operated, funded, and licensed by the Department of Mental Health, Mental Retardation and Substance Abuse Services. The Department’s Office of Human Rights is responsible to assure that you have the right to:

· Retain your legal rights as provided by state and federal law; 

· Receive prompt evaluation and treatment or training about which you are informed in a way which you can understand; 

· Be treated with dignity as a human being and be free from abuse and neglect; 

· Not be the subject of experimental or investigational research without your prior written and informed consent or that of your legally authorized representative; 

· Be afforded the opportunity to have access to consultation with a private physician at your own expense; 

· Be treated under the least restrictive conditions consistent with your condition and not be subjected to unnecessary physical restraint or isolation; 

· Be allowed to send and receive sealed letter mail; 

· Have access to your medical and mental records and be assured of their confidentiality;  

· Have an impartial review of violations of the rights assured under the regulations and the right to access legal counsel; and 

· Be afforded the appropriate opportunities to participate in the development and implementation of your individualized person-centered service plan. 

If you or your family or caregiver, as appropriate, believes your rights have been violated, a human rights advocate can be contacted.  A listing of these advocates including their phone numbers can be found in Appendix 4.
2.
INFORMED CONSENT AND GUARDIANSHIP 
What is informed consent?

Informed consent means your voluntary, written agreement (or that of your surrogate decision maker) to participate in the Money Follows the Person Project and receive services.  No one can force or trick you into giving your consent to participate.  Once you consent to participate, it is possible you may change your mind.  If this happens, you can revoke your consent.
What are the procedures for obtaining my informed consent for the Project?

When you decide you want to participate in the Project, you or your surrogate decision maker, as appropriate, must give informed consent before transition planning can begin.  This informed consent will be documented on the “Informed Consent for Participation in Virginia’s Money Follows the Person Rebalancing Demonstration” form (found in Appendix 5).  As you decide on the supports and services you will need for successful transition, your case manager or transition coordinator will develop your person-centered service plan and record your informed consent to the following on the form:

· Your participation in the Project and any required follow-along;

· Your choice of waiver or PACE versus institutional services;

· Your choice of a place to live (called a “qualified residence”);
· Your choice of waiver or PACE service(s) and the opportunity to self direct;

· Your choice of service provider(s); and
· Continuation of services after transition.
What are the procedures for informed consent if I have a surrogate decision maker?  

If you have a surrogate decision maker designated to make decisions for you, that person must provide informed consent for you to participate in the Project.   If you are a child, the person who has legal custody of you is your surrogate decision-maker. If you are an adult, in most cases your surrogate decision maker is a guardian. 

What is guardianship?  

( A guardian is a person appointed by a court to be responsible for the personal affairs of an “incapacitated person,” including responsibility for making decisions regarding that individual’s support, care, health, safety, habilitation, education, therapeutic treatment, and, if not inconsistent with an order of involuntary admission, residence.  The term also includes a “limited guardian” or a “temporary guardian.”  Guardianship in Virginia is governed by statute, §§ 37.2-1000 – 1029 of the Code of Virginia.  These statues provide limits to guardianship to assure that individuals retain as much decision-making authority as possible, and provide that guardians have a duty to determine and follow the wishes of the individual to the extent possible.  

A guardian has a very high duty of trust to the individual for whom he or she is appointed and may be held personally responsible for not living up to the duty to that individual.  

Family members and friends of individuals may serve as guardians.  If an individual cannot afford the fees to obtain a guardian and no other suitable person can serve as guardian, services may be provided through one of the public guardianship programs in Virginia.  Public guardianship services are provided by agencies under contract with the Virginia Department for the Aging.  In some cases, small amounts of funding may be available to assist individuals with establishing guardianship when they have no other means of doing so.
A stand-by guardian or conservator may be appointed by the court to assume the duties of guardian or conservator immediately upon the death or incapacitation of the last surviving parent, child, or legal guardian. (A conservator is a person appointed by a court to be responsible for managing financial affairs of an “incapacitated person.”)  A standby guardian is a reasonable option in situations involving long-term guardianship needs. It may be a helpful tool for parents who are concerned about who their successor in the role of guardian will be and allows parents or guardians a voice in selecting their successor and provides for seamless protection for the individual needing guardianship.
If you have questions about guardianship, you can contact the Virginia Guardianship Association at 804-261-4046.  The Virginia Guardianship Association also makes available a “Virginia Handbook for Guardianship and Conservators.”  This is a helpful guide that addresses a variety of topics of importance to court-appointed guardians and conservators.  

What does the State require of a guardian?

A guardian must file an annual report, accompanied by a filing fee, with the local department of social services (adult protective services program) for the jurisdiction in which he or she was appointed.  The report must include: 

· A description of the individual’s current mental, physical, and social condition; 

· A description of the individual’s living arrangements during the reported period; 

· Any medical, educational, vocational (or job-related), and other professional services provided to the individual and the guardian's opinion as to the adequacy of the individual’s care; 

· A statement of the frequency and nature of the guardian's visits with and activities on behalf of the individual; 

· A statement of whether the guardian agrees with the individual’s current services plan; 

· A recommendation as to the need for continued guardianship, any recommended changes in the scope of the guardianship, and any other information useful in the opinion of the guardian; and 
· The compensation requested and the reasonable and necessary expenses incurred by the guardian. 

Adult Protective Services reviews the report to determine if there is a reason to suspect that you are being abused, neglected or exploited. If no further action is required by the Adult Protective Services worker, the local department of social services must file, within 60 days of receipt, a copy of the report with the clerk of the circuit court that appointed the guardian.  The report is placed with court papers pertaining to your guardianship.  The original guardian report form is maintained in the files at the local department of social services.  While guardian report forms are considered to be documents maintained by Adult Protective Services and are not subject to Virginia Freedom of Information Act, a copy of the guardian report may be requested from the circuit court.  Adult Protective Services has the ability to petition to remove a guardian, or take other appropriate actions, if the guardian is not fulfilling the fiduciary responsibility to you if there is evidence of abuse, neglect or exploitation.
In addition to filing the annual report, guardians must report suspicions of adult abuse, neglect or exploitation to Adult Protective Services.  

I have a guardian. What contact does my guardian need to have with me regarding my plans to transition?  

The approval of your guardian is required for your transition, and your guardian’s continuous participation in decision-making is necessary. Your guardian must maintain enough contact with you to know of your capabilities, limitations, needs, and opportunities.  Your guardian must visit you as often as necessary.  Public guardians are expected to meet with you at least every three months, if not every month.
Your guardian must, to the extent feasible, encourage you to participate in decisions, to act on your own behalf, and to develop or regain the capacity to manage your personal affairs.   In making decisions, your guardian must consider your expressed desires and personal values to the extent known and must act in your best interest and exercise reasonable care, diligence, and prudence.  If you have a public guardian, your guardian may use a Values History Form (See Appendix 6) which assists the guardian in assessing your values, wishes and preferences particularly with regard to medical care and end of life issues.

When you indicate interest in participating in this Project, your case manager or transition coordinator must:

· Determine whether you have a guardian; 
· If so, contact the guardian immediately and request the guardian to participate to the fullest extent possible in planning for your transition. 
· Educate your guardian about the Project and what it means for you to participate in the Project.

· Arrange a meeting that you and your guardian, and staff at the institution must attend, within six months prior to your transition.  This meeting should be in person, but can, if necessary, be conducted by telephone.  At the meeting, the guardian’s role in the transition process will be discussed with you and your guardian. Additional guardian visits will be discussed, highly encouraged and scheduled as needed. and 
· Document all guardian visits in your services plan, and make the information available to the Centers for Medicare and Medicaid Services upon request.

3.
MARKETING, EDUCATION, AND OUTREACH
How are people learning about the Money Follows the Person Project?

The Department of Medical Assistance Services is responsible for marketing and outreach activities that will use a multi-layered, ongoing approach to promote individual and provider awareness of the Project.
Provider Outreach:  

· The Department of Medical Assistance Services, the Virginia Health Care Association, the Virginia Hospital and Healthcare Association, and the Virginia Association of Non-Profit Homes for the Aging will jointly send information about this Project to all nursing facilities. 

· The Department of Medical Assistance Services, the Department for Mental Health, Mental Retardation and Substance Abuse Services, and the Virginia Association of Community Services Boards will jointly send information about this Project to all Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions.

· The Department of Medical Assistance Services will work with the Virginia Department of Health, the Virginia Health Care Association, the Virginia Association of Non-Profit Homes for the Aging, and the nursing facilities to incorporate educational and awareness information about the Project into the annual resident review process 

Outreach to Individuals:

· Case managers or transition coordinators may contact each facility to provide outreach about the Project in their geographic area through one-on-one meetings and/or open informational sessions at the facility.  In addition, the health care coordinators for the Technology Assisted Waiver at the Department of Medical Assistance Services will notify long-stay hospital discharge planners of this Project. 
· The Department of Mental Health, Mental Retardation and Substance Abuse Services’ Office of Human Rights is committed to reaching out to individuals who live in Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions and Nursing Facilities operated by the Department of Mental Health, Mental Retardation and Substance Abuse Services to inform them of their choice to live in the community.  Human Rights Advocates are located throughout Virginia and visit these facilities regularly.  During these visits the advocate will provide information on the Project through marketing materials to individuals who reside in these facilities and their family members.  In addition, the advocate can assist individuals who are interested in learning more about transitioning to the community in getting more information.  
· The Commonwealth of Virginia’s Long Term Care Ombudsman Program has been heavily involved in the development of this Operational Protocol and is committed to reaching out to individuals who live in nursing facilities to inform them of their choice to live in the community.  Local long term care ombudsman programs are located throughout Virginia and each nursing facility is visited regularly.  During these visits the long term care ombudsman will provide information on the Project through marketing materials and presentations to residents and family members.  In addition, the long term care ombudsman will assist individuals who are interested in learning more about transitioning to the community to get in contact with the facility social worker and/or transition coordinator or case manager.  
· Information about the Project and the choice to receive long term supports in the community will also be provided at nursing facility resident and family council meetings by local long term care ombudsman offices.  
· Information about the Project will be available to individuals through Regional Empowerment Teams.
· Providing marketing materials such as tents, brochures, posters and this Guidebook to institutions to make available to individuals who live there.
· The Department of Medical Assistance as lead, with support from collaborating state agencies and organizations, will pursue opportunities to educate and inform all stakeholders about this Project.
· Staff at Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions, Nursing Facilities, and Long-Stay Hospitals, and community programs as well as self-advocates were involved early in the planning process so that they are aware of the Project and can share information with you. 
Public Outreach:

Information about the Project is being made available to everyone through a variety of means:

· On the internet at http://www.olmsteadva.com/mfp/ and on other state and local agency websites;
· Information sessions hosted by the Department of Mental Health, Mental Retardation and Substance Abuse Services, the Department of Rehabilitative Services, the Virginia Department for the Aging, state and local Departments of Social Services, Area Agencies on Aging, Community Services Boards and Centers for Independent Living;
· 2-1-1 Virginia;
· The Virginia Easy Access website;
· Speaking engagements with provider organizations and associations;

· Videos (DVDs) about community options;
· Meetings with state and local family, advocacy, and support groups;
· Focus groups;
· An abridged five-page version of the Operational Protocol Guidebook that answers the most critical questions for each institutional population.  The abbreviated version will also include information about back-up requirements and services.  (Drafts of the abridged versions may be found in Appendix 7)
· Conferences and other educational events that target long-term supports and independent living; and
· Informational materials available at the Department of Mental Health, Mental Retardation and Substance Abuse Services, the Department of Rehabilitative Services, the Virginia Department for the Aging, state and local Departments of Social Services, Area Agencies on Aging, Community Services Boards, Centers for Independent Living and local libraries.
What type of initial training is being done?

There are several different ways that the state’s Medicaid program and key stakeholders are training the long-term support system about this Project.

· The Department of Medical Assistance Services sent a letter to all existing Medicaid home and community based providers to announce that videoconference training sessions would be held in April and May 2008 for entities interested in providing transition coordination services and case managers. In May and June 2008, additional videoconference training on operational details for case managers and transition coordinators is being offered;
· The Department of Medical Assistance Services sent a Medicaid Memorandum to all long-term support providers (both institutional and home and community based providers) in April 2008 informing them of this Project;
· Posting all training schedules and materials to the Money Follows the Person website (http://www.olmsteadva.com/mfp/ and the Department of Medical Assistance Services’ website; 
· Monthly posting of Frequently Asked Questions on the Project website for the first year and as frequently as needed in following years; and
· Training schedule postings to the Virginia Easy Access internet websites, with links to the training materials.
( Nursing facility and long-stay hospital staff will receive training in summer 2008. Training will include (but is not limited to) an overview of the  Project, roles and responsibilities of the pre-admission screening team in the  Project, transition planning and service delivery expectations, person centered practices, how to access community resources, housing challenges and options, and transportation resources.

Pre-admission screening teams will receive training in summer 2008.  Training will include (but is not limited to) an overview of the  Project, roles and responsibilities of the pre-admission screening team in the  Project, transition planning and service delivery expectations, person centered practices, how to access community resources, housing challenges and options, and transportation resources.

New transition coordinators will receive initial training in summer 2008 from the Department of Medical Assistance Services.  Training will include (but is not limited to) Medicaid provider orientation, overview of the Project, roles and responsibilities of the transition coordinator, basic Medicaid information, the Medicaid home and community based waivers, transition planning and service delivery expectations, person centered practices, how to access community resources, housing challenges and options, and transportation resources.
( Refresher training for existing case managers will be held in summer 2008.  Training will include (but is not limited to) overview of the  Project, roles and responsibilities of the case manager in the  Project, basic Medicaid information, transition planning and service delivery expectations, person centered practices, how to access community resources, housing challenges and options, and transportation resources.

Training will be offered to the Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation Social Workers and interdisciplinary team members, and should include visits to community residential and day program services.  This will include facility staff members who are viewed by family members and caregivers of individuals residing in the institutions as trusted sources of information and support.
What type of ongoing training will be done?

· Quarterly posting of Frequently Asked Questions on the Money Follows the Person website in years two, three and four;

· Training will be provided at least annually to pre-admission admission screening teams, nursing facility and long-stay hospital staff, case managers, and transition coordinators;
· The staff of the Department of Medical Assistance Services who conduct quality management reviews may also provide on-site, follow-up technical assistance (but not training) to personnel at all facilities.
Marketing, education, outreach and training materials are located in Appendix 7.
For information about how people living in institutions and their family members, as appropriate, are being told about this Project, see Section B.1. 
4.
STAKEHOLDER INVOLVEMENT

Am I a stakeholder in the Money Follows the Person Project?  

You are a stakeholder in this Project--and are strongly encouraged to get involved in some way with this Project--if you are: 

· Living in a nursing facility, an Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation or a long-stay hospital and thinking about, or planning to, transition to the community; 

· A family member or caregiver of an individual who is thinking about or planning to transition; 

· A public or private provider of nursing facility, Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation, or long-stay hospital care or services; 

· A public or private provider of services, supports, transportation or housing in the community for individuals with disabilities or seniors in need of services; 

· A disability or aging advocacy organization; or 

· A representative of local, regional or state government.  

If you are an individual with a disability or a senior, and you currently live in (or have transitioned from) a nursing facility, Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation, or long-stay hospital, you are an expert in the services and supports that you need to live successfully in the community.  Your involvement and, where applicable your family’s or caregiver’s involvement, in every aspect of the Project is critically important. The following section contains contact information for the various groups in which you may be interested.
How are stakeholders involved in this Project?

The chart at the end of this section shows how several stakeholder groups have assisted in developing this Guidebook and will assist in the implementation of this Project.  You can find a complete listing of all stakeholders who participated in the pre-implementation phase of this Project in Appendix 8.
During the pre-implementation phase of the project, a Stakeholder Advisory Team advised the State Work Group (see below) on the contents of this Guidebook as it was developed and approved.  A Transformation Leadership Team, an advisory group formed under another grant initiative assumed the advisory role for the final stages of the pre-implementation and implementation phases of this Project. The Team consists of people with disabilities, seniors, family members, community and facility providers, state and local agency staff, advocates, and associations.  The Team also assisted in developing outcome and evaluation measures and educational and marketing materials.  During the implementation phase, the Team assists with publicizing the Project; monitoring the success of transitions; overseeing development, administration and outcomes of participant satisfaction surveys; and reporting recommendations to the Community Integration (Olmstead) Advisory Commission (see below).  Working jointly with the Commission, the Team will produce a status report with further recommendations to state-level decision-makers, including members of the Virginia General Assembly. 

For further information about the Transformation Leadership Team, you may contact the Virginia Money Follows the Person Project Director at the Department of Medical Assistance Services at MFP@dmas.virginia.gov or (804) 225-4222.
The Community Integration (Olmstead) Advisory Commission is a stakeholder group that exists pursuant to Virginia law (Va. Code §§ 2.2-2524-2529) to monitor the implementation of state and federal laws pertaining to community integration of Virginians with disabilities.  The Commission’s roles in this Project are to receive reports, participant satisfaction surveys and recommendations from the Transformation Leadership Team; advise implementation of the Project; and work jointly with the Transformation Leadership Team to produce a status report with further recommendations to state level decision-makers. 
For further information about the Commission, you may visit http://www.olmsteadva.com or contact Julie Stanley in the Office of Community Integration at Julie.Stanley@governor.virginia.gov or at (804) 371-0828.

A State Work Group was established to draft this Guidebook. This Work Group consists of state agencies having a role in the Project, local government representatives, public and private community services providers, advocates and self-advocates.  In the pre-implementation phase, the Work Group divided into three subcommittees to draft this Guidebook -- one to draft general portions of the Guidebook, one to draft parts of the Guidebook that are specific to individuals transitioning from Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions, and one to draft parts of this Guidebook that apply only to individuals transitioning from nursing facilities and long-stay hospitals.  In the implementation phase, the Work Group meets regularly to: 

· Ensure that everyone understands Project activities, responsibilities, and expected outcomes;

· Provide technical assistance for members who need additional content knowledge;  

· Strengthen participation of individuals and family members in decision-making;

· Formalize new partnerships and reinforce existing relationships;

· Discuss all opportunities for collaboration;

· Develop recommendations for proposed legislative or regulatory changes; and

· Commit to sharing resources and creating systemic changes for balancing the long-term supports system in Virginia. 

For further information about the State Work Group or any of the three subcommittees, you may contact the Virginia Money Follows the Person Project Director at the Department of Medical Assistance Services at MFP@dmas.virginia.gov or (804) 225-4222.
A Housing Task Force is comprised of leaders in the fields of housing and human services and self-advocates.  During the pre-implementation phase, the Task Force discussed a state-funded community living supplement that would allow individuals transitioning under the Project to afford to live in the community, recommended criteria for verifying who needs home modifications and the community living supplement, and made recommendations for educating and involving people with disabilities and seniors in housing and transportation planning processes.  The Task Force is also developing an annual housing action plan that will be used throughout the implementation phase of the Project.

For further information about the Housing Task Force, you may visit http://www.olmsteadva.com or contact Julie Stanley in the Office of Community Integration at Julie.Stanley@governor.virginia.gov or at (804) 371-0828.

A Housing Task Force Work Group, consisting of state human service and housing entities, Commission representatives, and self-advocates, met regularly during the pre-implementation phase of the Project to plan and staff the Housing Task Force meetings.  This group: 1) developed a draft community living supplement and proposed criteria for accessing both the supplement and home modifications; 2) made recommendations for educating and involving people with disabilities and seniors in housing and transportation planning processes; 3) finalized the community plan participation recommendations; 4) identified organizations to include in a directory, and 5) disseminated the directories to organizations and drafted the annual action plan.

For further information about the Housing Task Force Work Group, you may visit www.olmsteadva.com or contact Julie Stanley in the Office of Community Integration at Julie.Stanley@governor.virginia.gov or at (804) 371-0828.
( During the implementation phase of the project, Regional Empowerment Teams will assist in identifying and mentoring individuals who want to transition from nursing facilities and long-stay hospitals under the Money Follows the Person Project.  The Teams address specific issues, encourage broad stakeholder participation, evaluate the process, and create recommendations.  Each Team meeting allows time for individuals, family members, caregivers and other interested citizens to address Team members and meet with the Virginia Money Follows the Person Project Manager. The Teams also annually survey stakeholders to obtain their input and assess their concerns.  The Teams are coordinated by the Centers for Independent Living to: 

· Provide a forum for discussion and consensus building among members; 
· Support the state’s planning to accurately project individuals’ needs and resources; 
· Identify systemic issues and provide guidance for change to the long-term support system; 
· Review training, marketing, and other materials to ensure that competencies and diversity are addressed; and    
· Report to the Transformation Leadership Team any necessary changes to legislation and regulations.  
For further information about the Regional Empowerment Teams, you may contact the Virginia Money Follows the Person Project Director at the Department of Medical Assistance Services at MFP@dmas.virginia.gov or (804) 225-4222.
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How are people with disabilities and seniors involved in this Project?

The following individuals with disabilities and seniors participate on each of the groups described in below:

Transformation Leadership Team:  individuals currently residing in nursing facilities; individuals who recently transitioned from a nursing facility; other individuals with disabilities currently living in the community; seniors currently residing in the community; family members of individuals residing in Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions and nursing facilities.   To foster maximum participation, travel expenses for self-advocates are reimbursed, and teleconferencing is made available as needed for individuals who cannot or prefer not to travel.

Community Integration Advisory Commission:  individuals who reside in a nursing facility; individuals who reside in a state-operated Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation; individuals who reside in a state mental health facility; individuals with disabilities currently living in the community; and family members of individuals with disabilities residing in or at risk of placement in Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions and nursing facilities.

State Work Group:  individuals currently residing in nursing facilities; individuals with disabilities currently living in the community; seniors currently residing in the community; family members of individuals residing in or at risk of placement in Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions and nursing facilities.  To foster maximum participation, travel expenses for self-advocates are reimbursed.
Regional Empowerment Teams:  individuals currently residing in nursing facilities; individuals with disabilities currently living in the community; seniors currently residing in the community; and family members of individuals residing in Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions and nursing facilities.  To foster maximum participation, travel expenses for self-advocates are reimbursed, and videoconferencing is made available as needed for individuals who cannot or prefer not to travel.
Housing Task Force:  individuals who have transitioned to the community from nursing facilities; individuals who currently resides in a state mental health facility; individuals with disabilities who currently live in the community; and seniors who currently reside in the community.
Housing Task Force Work Group: individuals with disabilities currently living in the community and family members of individuals with disabilities residing in the community.
In addition to ongoing input into all planning and oversight activities, people with disabilities and seniors are involved throughout the life of the Project in many ways.

· If you currently live in a nursing facility, Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation  or long-stay hospital and you are thinking about or planning to transition, you (and where applicable, your family members and caregivers) will:

· Receive education and training about person-centered practices;

· Be fully informed about all available community options;

· Participate to the maximum extent possible in planning and executing every aspect of your transition to the community; 

· Be invited to participate in Regional Empowerment Team meetings; and

· Participate in satisfaction surveys that will be reported to the Leadership Team, the Commission, members of the Virginia General Assembly, and other state decision makers.

· If you have already transitioned or wish to assist other people to transition, you can serve as a mentor to those planning to transition, and you will receive training on how to discuss informed choices with individuals participating in the Money Follows the Person Project. 
· If you are interested, you will have ample opportunity to:

· Give input into development of outcome and evaluation measures for the Project;

· Assist in developing and disseminating marketing materials for the Project;

· Assist with Regional Empowerment Teams in annual surveys; and

· Receive education and training about how you can effectively participate in housing planning at the local, regional and state levels.

How are institutional providers involved in this Project? 

Public and private providers of nursing facility, Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation or long-stay hospital care or services have especially important roles to play in both the pre-implementation and implementation phases of this Project.  The following institutional providers participate on each of the groups described below:

Transformation Leadership Team:  two state Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation providers; two non-state Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation providers; one nursing facility provider; two long-stay hospital providers; one nursing facility industry representative; one hospital industry representative; and one Program of All-Inclusive Care for the Elderly (PACE) provider.

Community Integration Advisory Commission:  one nursing facility industry representative; and one non-state Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation provider.
State Work Group:  state-operated Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation providers; non-state-operated Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation providers; nursing facility providers; long-stay hospital providers; nursing facility industry representatives; and hospital industry representatives
Regional Empowerment Teams: state-operated Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation providers; non-state-operated Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation providers; nursing facility providers; long-stay hospital providers; and nursing facility industry representatives 

Housing Task Force:  Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation providers and nursing facility industry representatives
Housing Task Force Work Group: state-operated Intermediate Care Facility for Individuals with Intellectual Disabilities/Mental Retardation providers
In addition to ongoing input into all planning and oversight activities, institutional providers will be involved throughout the life of the Project in at least the following ways:

· Assist in disseminating educational and marketing materials to individuals residing in their facilities and, where applicable, to their family members and community caregivers;
· Develop good working relationships with transition coordinators, case managers and service facilitators;

· Learn how to use person-centered practices to work with individuals, family members and caregivers where applicable, case managers, transition coordinators, and Positive Behavioral Supports (PBS) facilitators as needed, to formulate individual transition plans;
· Provide valuable assistance in arranging, and participate as needed in, the Regional Empowerment Team meetings, and work with transition coordinators, case managers and state and local agencies to provide information sessions for residents and staff;
· Continue to participate in Department of Medical Assistance Services’ quality management reviews and surveys regarding capacity and capabilities and make reports through the Department of Medical Assistance Services’ Quality Management System;
· Continue to identify, prevent, and follow up on critical incidents; 
· Participate in developing outcome and evaluation measures for the Project; and
· Identify and refer individuals to the Project.

5.
BENEFITS AND SERVICES
What Medicaid waiver benefits and services may be available to me?

You may be eligible for services using one of the following five home and community-based waiver programs to support you after transitioning to the community.  Please refer to Appendix 1 for a full explanation of the waivers and services:

1.  Services available under the Elderly or Disabled with Consumer Direction Waiver are:
· Personal Care Assistant Services (Consumer and/or Agency Directed)

· Adult Day Health Care 

· Respite Care (Consumer and/or Agency Directed)

· Personal Emergency Response System (to include Medication Monitoring) 
· Transition Coordination (two months prior to and 12 months following transition) 
· Transition Services ($5,000 life-time limit)

· Services Facilitation (to support individuals using consumer-direction)

2.  Services available under the HIV/AIDS Waiver are:

· Case Management  

· Enteral Nutrition (also called Nutritional Supplements) 

· Private Duty Nursing 

· Personal Care (Consumer and/or Agency Directed) 

· Respite Care (Consumer and/or Agency Directed)

· Transition Services ($5,000 life-time limit)

· Consumer-Directed Services Facilitation (to support individuals using consumer-direction)

· Personal Emergency Response Systems (to include Medication Monitoring)

3.  Services available under the Individual and Family Developmental Disabilities Support Waiver are:
	· Family and Caregiver Training 
	· Prevocational Services

	· Crisis Stabilization/Supervision 
	· In-home Residential Support

	· Environmental Modifications ($5,000 yearly limit)
	· Therapeutic Consultation 

	· Assistive Technology ($5,000 yearly limit)
	· Day Support 

	· Personal Emergency Response System (to include Medication Monitoring)
	· Companion Services (Consumer and/or Agency Directed)

	· Skilled Nursing Services
	· Personal Care (Consumer and/or Agency Directed)

	· Respite Care (Consumer and/or Agency Directed)
	· Services Facilitation (to support individuals using consumer-direction)

	· Transition Services ($5,000 life-time limit)
	· Supported Employment (Agency Directed)



While there is a waiting list for this Waiver, the Department of Medical Assistance Services reserved 15 slots per fiscal year that will be available only to individuals participating in the Money Follows the Person Project who are transitioning from an institutional setting into the Individual and Family Developmental Disabilities Support Waiver.  If you are eligible as part of Money Follows the Person Project to transition into this waiver, please have your case manager contact the Department of Medical Assistance Services to discuss the availability of one of these waiver slots.

4.  Services available under the Mental Retardation/Intellectual Disabilities Waiver are:
	· Day Support
	· Assistive Technology ($5,000 yearly limit)

	· Congregate Residential Support
	· Environmental Modifications ($5,000 yearly limit)

	· In-Home Residential Support
	· Skilled Nursing

	· Prevocational Services
	· Crisis Stabilization/Supervision

	· Respite Care (Consumer and/or Agency Directed)
	· Personal Emergency Response System (to include and Medication Monitoring) 

	· Personal Care (Consumer and/or Agency Directed)
	· Therapeutic Consultation

	· Transition Services ($5,000 life-time limit)
	· Companion Care (Consumer and/or Agency Directed)

	· Supported Employment (Agency Directed)
	· Services Facilitation (to support individuals using consumer-direction)




While there is a waiting list for this Waiver, the Department of Medical Assistance Services reserved 110 slots per fiscal year that will be available only to individuals participating in the Money Follows the Person Project who are transitioning from an institutional setting into the Mental Retardation/Intellectual Disabilities Waiver.  If you are eligible as part of Money Follows the Person Project to transition into this waiver, please have your case manager contact the Department of Mental Health, Mental Retardation and Substance Abuse Services to discuss the availability of one of these waiver slots.

5.  Services available under the Technology Assisted Waiver are:
· Personal Care (Adults Only) 

· Private Duty Nursing 

· Respite Care 

· Environmental Modifications ($5,000 yearly limit)

· Assistive Technology ($5,000 yearly limit)
· Personal Emergency Response System (to include and Medication Monitoring

· Transition Services ($5,000 life-time limit)

What other Medicaid benefits and services may be available to me?

As an individual participating in this Project, you will have access for the first 12 months to the 2-1-1 Virginia Tier 3 emergency back up demonstration service.  This new Medicaid benefit is not a Home and Community Based Waiver service, but rather it is a service created only for individuals participating in the Money Follows the Person Project.  See section B.6 for a description of the tiered back up system. 

You may also be eligible for the following Medicaid State Plan services offered in Virginia:

1.  Mandatory State Plan Services 

As with all state Medicaid programs, certain services provided by Virginia’s program are mandated by the federal government. These are:

· Inpatient Hospital Services

· Emergency Hospital Services

· Outpatient Hospital Services

· Nursing Facility Care

· Rural Health Clinic Services

· Federally Qualified Health Center Clinic Services

· Laboratory and X-ray Services

· Physician Services

· Home Health Services: Nurse, Aide, Supplies and Treatment Services

· Early and Periodic Screening, Diagnostic and Treatment Services Under 21 Years of Age
· Family Planning Services and Supplies

· Nurse-Midwife Services

· Medicare Premiums: Hospital Insurance (Part A)

· Medicare Premiums: Supplemental Medical Insurance (Part B) for the Categorically Needy

· Transportation Services

2.  Optional State Plan Services

In addition to the federally-mandated services categories set forth above, Virginia has elected to provide services in the following major optional categories:

· Other Clinic Services (in other words, services provided by rehabilitation agencies, ambulatory surgical centers, renal dialysis clinics and local health departments)

· Skilled Nursing Facility Services for Individuals Under 21 Years of Age

· Podiatrist Services

· Optometrist Services

· Clinical Psychologist Services

· Certified Pediatric Nurse and Family Nurse Practitioner Services

· Home Health Services: Physical Therapy, Occupational Therapy and Speech Therapy

· Dental Services for Individuals Under 21 Years of Age

· Physical Therapy and Related Services

· Prescribed Drugs

· Targeted Case Management Services

· Prosthetic Devices

· Mental Health Services, including intensive in-home services for children and adolescents, therapeutic day treatment for children and adolescents, community-based residential treatment for children and adolescents, day treatment/partial hospitalization, psychosocial rehabilitation, crisis intervention and targeted case management

· Community Mental Retardation (to be renamed Intellectual Disability) Services, including case management

· Mental Health Clinic Services

· Hospice Services

· Medicare Premiums: Supplemental Medical Insurance (Part B) for the Medically Needy

· If individuals have nutrition needs in which nutritional supplements are needed, Medicaid will cover the supplement if it is the sole source of nutrition for the individual.

3.  Program for All-Inclusive Care for the Elderly (also known as PACE)
The Program for All-Inclusive Care for the Elderly (also known as PACE) may be an option available to you in place of a home and community based waiver.  PACE is a service model that allows you to have access to acute, primary and long term supports through one organization.  This service model is centered on an adult day health center.  There are currently six programs under development.  If you are interested in participating in this program, you must:

· Be 55 years of age or older;

· Live in a PACE service area;

· Meet nursing facility eligibility criteria as defined by the Commonwealth of Virginia’s Uniform Assessment Instrument; and 

· Can be safely cared for in the community.

The covered services for the PACE are as follows:

· Primary Care including physician and nursing services

· Social work services

· Restorative therapies, including physical therapy, occupational therapy and speech-language pathology services

· Personal care and supportive services

· Nutritional counseling and Dietitian services

· Recreational therapy

· Transportation

· Meals

· Prescription Drugs

· Specialty services covered under the Medicaid State Plan

· Diagnostic procedures

· Prosthetics

· Corrective vision devices

· Durable medical equipment 

· Acute inpatient care 

· Emergency room care and treatment services

· Medical supplies

· Any other services deemed necessary by the interdisciplinary team

In addition to all the covered services listed above, as an enrollee of the PACE, the provider of the program must provide an emergency back-up system with access (including emergency care) to services authorized by the interdisciplinary team 24-hours per day, every day of the year, and must provide you with all the information necessary to facilitate easy access to services.

For additional information, go to www.dmas.virginia.gov and click on “long-term care and wavier services” subsection. 
What non-Medicaid benefits and services may be available to me?

Housing and transportation supports are described in section B.9, of this Guidebook.  Other forms of support that may be available to you include, but are not limited to:

· Virginia Easy Access website as of summer 2008.  (Virginia Easy Access is a part of Virginia’s “No Wrong Door” initiative under two federal grants.  The vision of No Wrong Door is to have individuals and their families or caregivers, as appropriate, transition coordinators, case managers, screening teams and discharge planners access the system by using Virginia Easy Access, call centers (2-1-1 Virginia), or six No Wrong Door implementation sites (with four sites added by September 2008) to access long-term supports in the community.  Three of the new implementation sites will be expanded to include resources for individuals with intellectual and developmental disabilities and individuals with mental health needs. You can find out more information about No Wrong Door at http://www.vda.virginia.gov/ or contact the State Coordinator for No Wrong Door at the Virginia Department for the Aging at (804) 662-9153.

· Ticket to Work incentives such as Benefits Counseling;

· Vocational Rehabilitation and employment services through the Departments of Rehabilitative Services and the Blind and Vision Impaired;

· Long-Term Rehabilitation Case Management through the Department of Rehabilitative Services;
· Workforce Centers; 

· Assistive Technology beyond what is already covered under this Project through the Assistive Technology Loan Fund Authority (now the NewWell Program) 
· Recycling programs for assistive technology devices are available for individuals who do not have public or private insurance, are underinsured, or do not have the resources to purchase what they need.  Recycling means that gently-used devices are donated by the public, sanitized, repaired and gifted to those who need it.  These devices include wheelchairs, both manual and power; canes; scooters; walkers; tub benches; shower chairs; hospital chairs; and bedside commodes.  Most of the available devices are for adults, though some programs are beginning to have devices for children. There are currently 11 programs operating in localities across the State. Information concerning the available programs can be found at http://www.vats.org/atrecycling.htm;  
· Public Guardianship Program through the Virginia Department for the Aging for individuals in need of guardians;
· Independent Living Services (training, advocacy, peer counseling, information and referral) through the Centers for Independent Living; 

· There are several services in Virginia that read newspapers, magazines, and other current publications every day.  This service will help you if you cannot read because you have visual impairment or another disability.  To find a service near you, see Appendix​​​ 18.
· Regional Community Support Centers, which offer specialized services in dentistry, medical specialty areas, and behavioral therapies both on-site and through satellite clinics to persons with intellectual disabilities who live in the community; and
· Nutrition services, which may include but are not limited to the following:
· Seniors may apply for meals assistance through the local Area Agencies on Aging where this service is available.  Area Agencies on Aging vary on the number of individuals served and number of meals provided.  There may be a waiting list for these services depending on the locality.

· You may also apply for and, if you qualify, receive food stamps.  Virginia is establishing a streamlined process to expedite the application and approval process to assist transitioning individuals to receive emergency food stamps.

· Local food banks and/or closets may also be utilized to assist you with obtaining food to set-up your new household
· If you require assistance with preparing and eating meals, the personal assistance service option offered through the waivers will assist you with this need.

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.
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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.
7.
CONSUMER DIRECTION (SELF DIRECTION) 
What is consumer direction?  
For the purposes of this Guidebook, “consumer direction” means the same thing as “self direction.”  Consumer direction allows you to be the employer of your consumer-directed services.  As the employer, you are responsible for hiring, training, supervising, and firing your own consumer-directed services employees.  When services are consumer-directed, you or your family or caregiver, as appropriate, decide what service is needed, who will provide it, when it will be provided, where it will be provided, and how it will be provided. Consumer-directed services are offered in four of the Medicaid Home and Community-Based Waiver programs: Mental Retardation Waiver, HIV/AIDS Waiver, Individual and Family Developmental Disabilities Support Waiver, and Elderly or Disabled with Consumer Direction Waiver.  In addition to this section, please refer to Appendix 10 for more information.

What services can I self-direct? 
Currently four waiver services can be self-directed (consumer-directed):

· Personal assistance services

Consumer-directed personal assistance services are “hands-on” services of either a supportive or health-related nature.  They may include, but are not limited to, assistance with activities of daily living, access to the community, monitoring of self-administration of medications or other medical needs, monitoring of health status and physical condition, and personal care services provided in a work environment.  If you require assistance with activities of daily living (for example, bathing, transferring, toileting, feeding, and walking) and this is specified in your services plan, supportive services may include assistance with instrumental activities of daily living (for example, shopping, bill paying, and housecleaning).  This service does not include skilled nursing services unless tasks (such as catheterization) are provided through nurse delegation. You can contact the Virginia Board of Nursing at (804) 367-4515 to obtain information about tasks that can be delegated by a registered nurse.
· Respite services
Consumer-directed respite services are specifically designed to provide temporary, periodic, or routine relief to your unpaid primary caregiver. This service may be provided in your home or other community settings.
· Companion services

Consumer-directed companion services (offered in the Mental Retardation and Individual and Family Developmental Disabilities Support Waivers) provide nonmedical care, socialization, or support to an adult.  Companions may assist or support you with such tasks as meal preparation, community access and activities, laundry and shopping, but they do not perform these activities as stand-alone services.  Companions may also perform light housekeeping tasks. This service is provided in accordance with a therapeutic goal in your person-centered service plan and is not purely for entertainment. 

How do my employees get paid?

A fiscal agent pays your employee .The Department of Medical Assistance Services contracts with a fiscal agent (which is currently Public Partnership Limited –PPL) to perform many of the administrative management tasks for consumer-directed services. These tasks include management of enrollment packets, maintaining preauthorization information, approving of the assistant’s employment and tax-related documents, payroll processing, calculating and depositing State and Federal income tax and Medicare, Social Security and unemployment taxes, completing criminal background checks, and providing quarterly reports on the assistant’s salary.  For information on the fiscal agent, you can call 1-866-259-3009.
Does anyone assist me in being my own employer? 

If you choose consumer-directed services, you must receive support from a consumer-directed services facilitator.  This is not a separate waiver service, but is required in conjunction with consumer-directed services.  The consumer-directed services facilitator is responsible for assessing your particular needs for a requested consumer-directed service, assisting in the development of your services plan, providing training to you and your family or caregiver, as appropriate, on your responsibilities as an employer, and providing ongoing support of the consumer-directed services.  The following people cannot be a consumer-directed services facilitator:  you, a direct service provider, your spouse, or your parent or family or caregiver who acts as the employer of record.

If I can, and do, choose to direct my own services, may I change my mind later?

Yes.  You will never be required to direct your own services.  You may elect at any time to stop self-directing your services.  You also may combine agency-directed and consumer-directed services in order to meet your needs. 
If I change my mind, how can I be sure that I will continue to receive the services I need during the change? 

If you decide to stop directing your services, the consumer directed services facilitator, case manager or transition coordinator, as appropriate, will help you to get services from an agency provider and will monitor your services until the agency has them in place.  To ensure the continuity of your services, it is recommended that you continue your consumer-directed services until agency services begin.
Are there any situations in which the State can require me to stop directing my services? 

Yes, but only if it is determined that your health, safety, or welfare is in danger.  If the service facilitator, after consulting you and/or your family member or surrogate decision maker, determines that your health, safety, and welfare may be in jeopardy and there is no way to reduce or eliminate the risk to you, the service facilitator will recommend to the Department of Medical Assistance Services that you be moved from consumer-directed to agency-directed services.  The Service Facilitator will assist you in securing services from an agency provider.  If there is a situation of suspected abuse, neglect, or exploitation, the consumer-directed services facilitator must contact either Adult Protective Services or Child Protective Services, as appropriate. 
You have a right to appeal if your consumer-directed services are terminated against your will.  For a copy of your appeal rights, see Appendix 11.  
How many individuals who participate in the Project will direct their own services? 

It is expected that approximately ten percent of individuals participating in the Money Follows the Person Project will choose consumer-directed services.
8.
QUALITY

Are my risks and benefits considered when I think about transitioning into the community? 

You, your needs, and preferences are central to the risk assessment process which is conducted with the support of your case manager, transition coordinator, registered nurse, or consumer-directed services facilitator. This is also an important part of your service plan development.  During this discussion you and the provider assisting you with developing your service plan will take into account the services and supports that you need as well as the supports that are already in place to mitigate risk.

As a part of the risk mitigation process, you will develop a viable back-up plan for each essential service using the framework established in Section Six.  In addition, as a part of the risk mitigation process, the State has a system in place that allows you and your service providers to report any concerns or critical incidents that occur.  Examples of critical incidents are abuse, neglect or exploitation.  The State will use the information reported to fix any immediate problems or concerns and monitor the State’s long-term support system.  Monitoring will also include identifying trends or systemic issues and making system changes to better support you.  Please see the section below for more details on the State’s use of critical incident reporting systems for its home and community-based waiver programs.
What will Virginia do to monitor the quality of services and supports provided to you?

( Primary responsibility for home and community based waiver and PACE quality management resides within the Department of Medical Assistance Services.  The Department of Mental Health, Mental Retardation and Substance Abuse Services is responsible for daily operation, licensing, human rights and some of the quality management components of the Mental Retardation and Day Support Waivers. The Department of Medical Assistance Services maintains ultimate authority for waiver and PACE oversight and monitoring.  In addition, the Department of Mental Health, Mental Retardation and Substance Abuse Services is responsible for human rights and licensing certain Individual and Family Developmental Disabilities Support Waiver services.  The Department of Medical Assistance Services is responsible for daily operation, quality management, and oversight of the Individual and Family Developmental Disabilities Support Waiver and for quality management, and oversight of the PACE program.  The Home and Community-Based Services system includes the ability to evaluate your access, provider capacity and capabilities, and your satisfaction on a limited basis.  Virginia is committed to making sustainable improvements across all levels of the service system with input from you and other individuals using the services.  
Home and Community Based Waiver Services:
Virginia is moving toward a comprehensive Quality Management strategy that spans waiver services and will include the following components:
· Information about service quality from you and other individuals using the services, as well as from providers;

· Regular input from you and other individuals using services that is not based solely on unsatisfactory events;

· Outcome measures established as a result of surveys and provider reviews will be designed to support quality improvement that means making services better for you;

· Internet-based information technologies will be developed to collect information on any critical incidents to understand why they occurred and prevent similar incidents in the future;

· Surveys and reporting systems will include standardized information to support many layers of review to discover problems and evaluate changes needed to the service system; and
· Data summaries will be readily available to key stakeholders to review and provide comment on training needs, health and safety issues, and decision indicators for systemic change.
The Department of Medical Assistance Services began working with Thomson Healthcare (formally Thomson Medstat) in the fall of 2005 to improve quality and monitoring oversight of its home and community based waiver services, beginning with review of the HIV/AIDS and Elderly or Disabled with Consumer Direction Waivers. This review was expanded to four additional home and community based services waivers in 2007 and produced action plans to meet all waiver assurances and improve overall Quality Management systems.  
The basic Quality Management strategy framework includes:

· Discovery activities related to level of care evaluations, person-centered service plan development, qualifications of providers, health and welfare of individuals, and administrative authority and financial accountability by the Department of Medical Assistance Services;

· A multi-level structure assessing the results of discovery;

· Identification and prioritization of quality management results for use in remediation and improvement;

· Compilation and communication of quality management information; and 

· A process to assess the effectiveness of the overall Quality Management System and make improvements.
The Centers for Medicare and Medicaid Services approved the HIV/AIDS and Elderly or Disabled with Consumer Direction Waiver quality management strategies in 2007 and also approved the quality management strategies for the Mental Retardation, Individual and Family Developmental Disability Support, and Technology Assisted waivers when the waiver amendments for the MFP Project were approved in February 2008.  In addition, The Centers for Medicare and Medicaid Services approved Technology Assisted Waiver renewal (including the quality management strategy) in April 2008 and approved the Individual and Family Developmental Disability Support Waiver renewal in May 2008. A chart that demonstrates the timeframes for review and approval is found below.  In addition, all home and community-based waiver quality management strategy sections (also called Appendix H in the waiver application) may be found in Appendix 22.
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The PACE Program:
Virginia has a comprehensive Quality Management strategy for the PACE programs that include the following components:

1. A certification that the provider is qualified to be a PACE provider.

2. A certification that the Commonwealth of Virginia is willing to enter into a program agreement with the PACE provider.

3. A description of the SAA’s enrollment process, including the process for conducting annual level of care recertifications and the criteria for deemed continued eligibility for PACE, in accordance with 42 CFR Section 460.160 (b).  

4. A description of the SAA’s process for overseeing the PACE organization’s administration of the criteria for determining if a potential PACE enrollee is safe to live in the community.  (See attached)

5. A description of the information to be provided by the SAA to enrollees, including information on how individuals access the State’s Fair Hearing process.

6. A description of the SAA’s disenrollment process.

7. The methodology the State used to develop the PACE Medicaid capitation rates.  

8. A description of the SAA’s procedures for the enrollment and disenrollment of individuals in the SAA’s system.

9. A description of how Medicare benefit requirements are protected for individuals who participate in PACE and who are dually eligible upon entering a facility, in accordance with 42 CFR Section 460.90.  

A more detailed description of this process can be found in Appendix 23.
What is the Project’s Quality Management Strategy?

( Home and Community Based Waiver Services Quality Management Strategy
The Centers for Medicare and Medicaid Services requires that quality indicators and monitoring be developed for waiver assurances related to service planning and participant health and welfare.  Virginia will use these quality measures for the Project by conducting discovery and remediation activities for each home and community based services waiver used to support individuals following transition to continuously improve the process by which home and community based waiver services are provided.  

Virginia’s Quality Management process provides monitoring of level of care for individuals receiving waiver services, person-centered service plan development, qualifications of waiver service providers, the health and welfare of individuals receiving waiver services, and financial accountability of providers.  Waiver service providers received periodic onsite Quality Management Review and corrective actions for providers are initiated when appropriate.  A more detailed description of each home and community-based waiver quality management strategy may be found in Appendix 22.
For each quality indicator, Virginia will collect data on a representative sample of individuals using waiver services, which will include individuals participating in the Project.  The Department of Medical Assistance Services will compile data from Quality Management Reviews into a centralized data base.  Data aggregation, analysis, and reporting will be done quarterly by an internal Quality Review team comprised of waiver policy and operations staff members. The Department of Medical Assistance Services will make adjustments to its quality management program in accordance with the both the findings from the data analysis, as well as evidentiary reviews.  

Virginia will track and monitor the following quality indicators:

Quality Improvement: Service Plan

You will be able to choose whether you live in an institution or get services in the community and be able to choose your providers and the waiver services you receive.  Your service plan will be developed as outlined in the waiver and will address all of your needs (including any health and safety risk factors) and your personal goals, whether they are covered by a waiver service or not.  The Department of Medical Assistance Services monitors, analyzes data, develops remediation plans and makes corrections to the system if your service plan is found not to be developed correctly as outlined in the waiver.  In addition, your service plan will be updated or revised with you and/or your family members at least once a year or if your needs change and your services will be delivered as they were written in your service plan based on the chosen service and its level of delivery, the number of hours, the length time, and how often.  
Quality Improvement: Health and Welfare

Virginia will monitor your health and welfare and take action if your services do not support your needs or impact your health, safety, or well-being.  Virginia will monitor the findings of investigations by the Department of Social Services to assure that instances of abuse, neglect, and exploitation are identified, addressed, and prevented whenever possible.  

Quality Improvement:  Administrative Authority

The Department of Medical Assistance Services monitors the agencies involved with pre-admission screening, case management oversight to include service plan development, pre-authorization, provider enrollment, and fiscal agent services.  The monitoring of these agencies occurs through a periodic assessment of contract questions and deliverables and during Quality Management reviews of service provider at which time a centralized database for data collection is maintained.

Quality Improvement:  Level of Care 

An evaluation for your level of care will be provided to you and all other users of home and community based waivers using standardized processes and instruments.  In addition, your level of care will be reevaluated at least annually or as specified in the approved waiver.
Quality Improvement: Qualified Providers

To ensure that the services you are receiving from providers are qualified to render home and community based waiver services, the Department of Medical Assistance Services will collect data on the number of providers requesting enrollment and the number and percentage that meet qualifications.  In addition, the Department of Medical Assistance Services will collect data during the Quality Management Review process to determine if the providers meet qualifications for the delivery of care. These reviews are conducted upon the personal records of the providers. During these reviews the qualifications of staff are reviewed including criminal record checks, training and any other specific personal requirements for delivery of care to waiver participants.  An analysis of activity on this measure will be completed by the Quality Management Review team to review both initial enrollment of providers, as well as on-going, periodic verification of provider qualifications. The Quality Management Review team monitors, analyzes data, develops remediation plans and makes corrections to the system if a provider is found not to be in compliance with the provider requirements as outlined in the waiver.
Quality Improvement:  Financial Accountability

The Program Integrity Division in the Department of Medical Assistance Services monitors that state payments for waiver services to ensure they go to individual using waiver services, are authorized in the service plan, and are properly billed by qualified providers.  The Department of Medical Assistance Services collects data to ensure compliance with this quality indicator.  Data will also be collected on the actions taken if services approval, authorization and billing are identified by Program Integrity as not being correct and appropriate remediation will be taken with the provider.
(  PACE Quality Management Strategy 
The Centers for Medicare and Medicaid Services requires that quality indicators and monitoring be developed for PACE Program assurances related to service planning and participant health and welfare.  Virginia will use these quality measures for the Project by conducting discovery and remediation activities for each PACE Program used to support individuals following transition to continuously improve the process by which PACE services are provided.  

Quality Improvement:  Routine Immunizations

The Department of Medical Assistance Services will collect data regarding the number of PACE participants who received routine immunizations during the reporting year.

Quality Improvement:  Grievances and Appeals

The Department of Medical Assistance Services will collect data regarding grievances which are defined as either a written or oral complaint that expresses dissatisfaction with service delivery or the quality of care provided.  Appeals are defined as a written complaint for the non-coverage or non-payment or a service or item.

Quality Improvement:  Enrollment

The Department of Medical Assistance Services will collect data regarding the number of individuals enrolled in the PACE program by month.

Quality Improvement:  Disenrollments
The Department of Medical Assistance Services will collect data regarding the number of individuals who disenrolled from the program for reasons other then death.

Quality Improvement:  Prospective Enrollees
The Department of Medical Assistance Services will collect data regarding the number potential participants who were interviewed, met eligibility requirements, but did not enroll in the PACE program.

Quality Improvement:  Readmissions

The Department of Medical Assistance Services will collect data regarding the number individuals participating in PACE who were re-admitted to an acute care hospital (excluding hospitalizations for diagnostic tests) in the last 30 days.

Quality Improvement:  Emergent (unscheduled) Care

The Department of Medical Assistance Services will collect data regarding the number individuals participating in PACE who are seen in the hospital emergency room (including care from a PACE physician in a hospital emergency department) or an outpatient department/clinic emergency, Surgicenter.

Quality Improvement:  Unusual Incidents for Individuals and the PACE site (to include staff if individual was involved)

The Department of Medical Assistance Services will collect data regarding the number of unanticipated circumstances, occurrences or situation which have the potential for serious consequences for the participants.  Examples include, but are not limited to: falls at home or the adult day health center, falls while getting into the van, van accidents other than falls, participant suicide or attempted suicide, staff criminal records, infectious or communicable disease outbreaks, food poisoning, fire or other disasters, participant injury that required follow-up medical treatment, participant injury on equipment, lawsuits, medication errors and any type of restraint use.  This is not inclusive list, so we would expect PACE sites to submit quarterly information on any unanticipated situations that occur.

Quality Improvement:  Deaths

The Department of Medical Assistance Services will collect data regarding the number of deaths of individuals participating during the given reporting period.
How will individual problems be identified and fixed in the Project’s Quality Management Strategy?

( The Department of Medical Assistance Services is responsible for collecting data, analyzing it on a quarterly basis, and identifying and implementing improvements as needed.
Virginia will continue to implement action plans that achieve the development of a comprehensive quality management strategy related to Level of Functioning, Provider Qualifications, Administrative Authority, and Financial Accountability. The process for addressing individual problems as they arise for Money Follows the Person Project participants is the same quality management strategy as described in “What is the Project’s Quality Management Strategy?” above.  In addition, individuals participating in the Project have additional back-up support through the use of 2-1-1 Virginia.  All incidents that are reported to 2-1-1 Virginia are recorded and reported to the Department of Medical Assistance Services.     

9.
HOUSING AND TRANSPORTATION

Case managers and transition coordinators are trained by the Department of Medical Assistance Services to assure that, if you indicate an interest in participating in the Money Follows the Person Project., you and your family member, caregiver, or surrogate decision maker, as appropriate, receive comprehensive, timely and accurate information about:

· The following are types of “qualified” residences available to you under this Project.  These residences must meet one of the following requirements:

· a home that you or your family member owns or leases;

· an apartment with an individual lease, with lockable entry and exit, which includes living, sleeping, bathing and cooking areas over which you or your family has domain and control; or

· a residence, in a community-based residential setting, in which no more than four unrelated individuals reside.

· The location of “qualified” residences in the geographic area in which you wish to reside, whether public transit is available to each residence and, if not, alternate transportation, if any, that is available. 
· Access Virginia, an online housing registry at www.accessva.org, is designed to assist you in finding accessible, affordable homes and apartments.  
· An interactive map to determine whether public transit is available in the locality in which you choose to reside is available at http://www.drpt.virginia.gov/locator/default.aspx.

· Whether and what types of assistance may be available to you and how you can access that assistance.  Types of housing and transportation assistance are discussed in detail in Sections B.9.a through B.9.f below.

Can I choose where I live?
You and your family member or surrogate decision-maker, as appropriate, may choose the residence into which you will move based on all available information.  Service facilitators, transition coordinators, case managers, facility and other staff do not decide where you will live.

How is it documented that I will be living in a qualified residence?
Your case manager or transition coordinator is responsible for documenting that you have transitioned to a qualified residence and the type of qualified residence into which you transitioned.  If you do not have a case manager or transition coordinator, the Department of Medical Assistance Services or its designated agent will document your move to a qualified residence.  Please refer to Appendix 12 for a chart detailing types of qualified residences in Virginia, with estimates of the numbers of individuals transitioning into each type.  A detailed description of the qualified residences available appears in section B.9.e below.

Am I eligible for housing and transportation assistance?

As a participant in the Project, you may be eligible for the following types and amounts of assistance.

a. Environmental Modifications
What are environmental modifications?   

Environmental modifications are physical changes to your residence or to your primary vehicle, and in some cases a workplace, which provide you a direct medical or remedial benefit.  They must be necessary to ensure your health, welfare, and safety, or assist you to function with greater independence. Without them, you would require continued institutionalization.

· Home modifications may include but are not limited to the installation of ramps and grab-bars, widening of doorways, modification of bathroom or kitchen facilities, changing the location of environmental controls, installation of specialized electric and plumbing systems that are necessary to accommodate the medical equipment and supplies that are necessary for your welfare, and home modifications consultation.

· Modifications may be made to a vehicle if it is the primary vehicle you are using.

· Modifications may be made to your workplace if the modification exceeds the reasonable accommodation requirements of the Americans with Disabilities Act.

This funding is available from Medicaid funding through certain home and community based waiver programs administered by the Department of Medical Assistance Services.  This service encompasses those durable medical equipment items not otherwise covered in the State Plan for Medical Assistance or through another state or federal program.

How do I qualify?  

In order to qualify, you must have a demonstrated need, documented in your person-centered service plan, for equipment or modifications of a remedial or medical benefit offered in your primary home, primary vehicle, workplace, community activity setting, or day program to specifically improve your personal functioning.  
What are the limitations?   

The maximum per person-centered service plan or calendar year, depending upon the waiver you are using, is $5,000.  Costs for environmental modifications cannot be carried over from year to year, cannot be duplicated, and must be authorized in advance by the Department of Medical Assistance Services or its designated agent for each year.  You cannot use modifications to bring a substandard dwelling up to minimum habitation standards or to make any changes or improvements to your home that are of general use, such as carpeting, roof repairs, or central air conditioning, and are not of direct medical or remedial benefit to you.  Modifications are also not available if some other law (for example, the Fair Housing Act or the Virginia Fair Housing Law) requires the modification to be completed by a third party.  Modifications that add to the total square footage of the home are also excluded except when they are necessary to complete the modification (for example, in order to improve entry to or exit from a residence or to configure a bathroom to accommodate a wheelchair).  Environmental modifications are not available to you if you will be transitioning to a living arrangement that is licensed or certified by the Commonwealth of Virginia or approved by a local government agency.
What are the provider requirements?  

Environmental modifications must be provided in accordance with all applicable federal, state or local building codes and laws by licensed contractors who have a provider agreement with the Department of Medical Assistance Services or who contract with an organization that has a provider agreement with the Department of Medical Assistance Services.   See Appendix 13 for a listing of local organizations that may have an environmental modifications provider agreement.  Your spouse and parents may not be providers.  Modifications must be completed within the person-centered service plan year or calendar year, as appropriate to the waiver you are using, in which the modification was authorized.

The following are provider documentation requirements:

· A person-centered service plan that documents the need for the environmental modification, the process to obtain the service, and the time frame during which the services are to be provided.  The person-centered service plan must include documentation of the reason that a rehabilitation engineer or specialist is needed, if one is to be involved;

· Documentation of the time frame involved to complete the modification and the cost of services and supplies;

· Any other relevant information regarding the modification;

· Documentation of notification by you or your family or caregiver as appropriate, of satisfactory completion of the service; and

· Instructions regarding any warranty, repairs, complaints, and servicing that may be needed.

Your case manager, transition coordinator, or the requesting provider if you do not have a case manager or transition coordinator, must, upon completion of each modification, meet face-to-face with you and your family or caregiver, as appropriate, to ensure that the modification is completed satisfactorily and that you are able to use it.
b. Supplemental Home Modifications

What are supplemental home modifications?  

Supplemental home modifications are the same physical changes to your qualified residence described in section 9.a above, but that must be completed in order for you to safely move into you home.  This funding is available only to individuals participating in the Money Follows the Person Project from the Department of Housing and Community Development.  

How do I qualify? 

In order to qualify for supplemental home modifications, you must have the same demonstrated need for equipment or modifications of a remedial or medical benefit offered in your primary home to specifically improve your personal functioning as described in section 9.a above.  In addition, your case manager, transition coordinator, or other provider if you do not have a case manager or transition coordinator, is responsible for providing documentation to the Department of Housing and Community Development that: 1) you are a participant in the Project; 2) your household income is at or below 80% of the area median income; and 3) home modifications not to exceed $45,000 are necessary before you can be safely inhabit the residence.  This information must be accompanied by a copy of the authorization made by the Department of Medical Assistance Services or its designated contractor for the $5,000 available under section 9.a above, the specifications for the modifications, building permit if applicable, and the name of the contractor.  This documentation must be sent to the attention of:
Shea Hollifield, Deputy Director of Housing

Department of Housing and Community Development 

Main Street Centre
600 East Main Street, Suite 300
Richmond, VA 23219

Phone:  (804) 371-7000 Fax: (804) 371-7090

shea.hollifield@dhcd.virginia.gov

What are the limitations?  

There is a limited amount of funding available, and it will be allocated on a first come, first served basis.  The total cost of the modifications is subject to approval by the Department of Housing and Community Development. This funding is available on a one-time basis only and must be used for your primary residence to enable you to transition.  You may not use this funding to bring a substandard dwelling up to minimum habitation standards or to make changes or improvements to your home that are of general use, such as carpeting, roof repairs, central air conditioning, and are not of direct medical or remedial benefit to you.  Modifications are also not available if some other law (for example, the Fair Housing Act or the Virginia Fair Housing Law) requires the modification to be completed by a third party.  Changes that add to the total square footage of the home are also excluded except when necessary to complete an adaptation (for example, in order to improve entry to or exit from a residence or to configure a bathroom to accommodate a wheelchair).  Landlords must agree not to increase your rent payment as a result of the modifications, and must waive any right to have the property returned to its original state.  Home modifications are not available to you if you will be transitioning to a living arrangement that is licensed or certified by the Commonwealth of Virginia or approved by a local government agency.  This funding does not cover vehicle modifications, community activity settings, day programs or worksite alterations.

What are the provider requirements?  

Home modifications must be provided in accordance with all applicable federal, state building codes and laws by licensed contractors.  The contractor must agree to submit a separate invoice to the Department of Housing and Community Development for the amount of the modifications that exceeds the $5,000 available in section 9.a above. The Department of Housing and Community Development reserves the right to verify the qualifications of contractors and to approve the cost of the modifications.
c. Bridge Rent
What is bridge rent?  

When environmental or home modifications are required before you move into a house or apartment, the modifications can take some time to complete.   When you will be leasing a home or apartment from a landlord, modifications cannot be started until you sign a lease agreement.  Bridge rent covers your rental payments from the time you sign a lease until the time you can actually move into the modified residence.  This funding is available only to individuals participating in the Money Follows the Person Project from federal HOME grant funds administered by the Department of Housing and Community Development.  The Department of Housing and Community Development will use existing Homelessness Intervention Providers to administer this funding.
How do I qualify?  

If home modifications are required to a residence that you intend to lease, bridge rent is available to you between the time you sign the lease and the time that the home modifications are completed.  Your case manager, transition coordinator or other home modifications provider if you do not have a case manager or transition coordinator, is responsible for providing documentation to the Department of Housing and Community Development that: 1) you are a participant in the Project; 2) your household income is at or below 80% of the area median income; 3) you have been approved for environmental modifications funding under section 9.a above; and 4) you have signed a lease.  This documentation should be sent to the attention of:
Shea Hollifield, Deputy Director of Housing

Department of Housing and Community Development 

Main Street Centre
600 East Main Street, Suite 300
Richmond, VA 23219

Phone:  (804) 371-7000 Fax: (804) 371-7090

shea.hollifield@dhcd.virginia.gov


What are the limitations? 

There is a limited amount of funding available, and it will be allocated on a first come, first served basis.  Bridge rent is available one time only to any one individual and for a maximum of 60 consecutive days, with an additional 30 days possible in special circumstances.  It is not available if no home modifications are needed or if the needed modifications can be performed within two weeks of signing of a lease.  Bridge rent is paid directly to the landlord.  You may not receive bridge rent unless you are leasing a home or apartment.
What are the provider requirements? 

There are no provider requirements other than that the landlord must agree to accept bridge rent payments.
d. Transition Services

What are transition services?  

Transition services are household set-up expenses available to you if you are transitioning to a living arrangement in a private residence where you are directly responsible for your own living expenses.  The maximum amount of funding is $5,000 per-person per lifetime.  Allowable costs include, but are not limited to:

· security deposits that are required to obtain a lease on your apartment or home;

· essential household furnishings required to move into and use your apartment or home, including furniture, window coverings, food preparation items, and bed and bath linens;

· set-up fees or deposits for utility or services access, including telephone, electricity, heating and water;

· services necessary for your health, safety, and welfare, such as pest eradication and one-time cleaning prior to your moving in;

· moving expenses;

· fees to get a copy of your birth certificate or an identification card or driver’s license; and

· activities to assess need, arrange for, or obtain needed resources. 
This funding is available to you from Medicaid funding through certain home and community based waiver programs administered by the Department of Medical Assistance Services.
How do I qualify?  

You qualify for this service if you will be transitioning to any private residence where you will be directly responsible for your own living expenses.  The case manager, transition coordinator, or the requesting provider if you do not have a case manager or transition coordinator, will initiate the service request and ensure that the funding spent is reasonable.
What are the limitations? 

Transition services are not available to you if you are transitioning:

· to any residence from an acute care hospital admission; or
· to any residence where you will not be directly responsible for your own living expenses.
Transition services must be authorized in advance by the Department of Medical Assistance Services or its designated agent.  Services are available only for one transition per person, per lifetime.  The total cost of these services must not exceed $5,000.  You must spend the funding you receive for transition services within nine months from the date the services are authorized.  No funding is available to you after that period of time.  The Department of Medical Assistance Services’ designated fiscal agent manages the accounting of the transition service and will ensure that the funding does not exceed the $5,000 maximum limit.
The services are furnished only to the extent that they are reasonable and necessary as determined through your person-centered service plan development process, are clearly identified in your person-centered service plan, you are unable to pay for the services, and the services cannot be obtained from another source.  The expenses do not include monthly rental or mortgage expenses; food; regular utility charges; or household items that are intended for purely recreational purposes. This service also does not include services or items that are covered under other waiver services such as chore, homemaker, environmental modifications or specialized supplies and equipment.

What are the provider requirements?  

Any retail or wholesale vendor, utilities company, or rental landlord identified to supply the needed goods or services to you which accepts a voucher for payment from the Department of Medical Assistance Services can be a provider.
e. Qualified Residences

There are several types of “qualified” residences available to you under this Project.  These residences must meet one of the following requirements:

· a home owned or leased by you or your family member;

· an apartment with an individual lease, with lockable entry and exit, which includes living, sleeping, bathing, and cooking areas over which you or your family has domain and control; or

· a residence, in a community-based residential setting, in which no more than four unrelated individuals reside.

i. Renting your own home or apartment
If you want to rent, your case manager or transition coordinator will assist you in finding a home or apartment suitable for you, obtaining a federal rental subsidy if available, and securing credit counseling for you, if needed.  Federal subsidies are described in detail below.

IMPORTANT NOTES:

If you are a first-time renter and cannot obtain a federal subsidy, you are encouraged to review, understand and use:

· The attached “U.S. Department of Housing and Urban Development (HUD) Housing Quality Standards Inspection Form,” at Appendix 14 to assess the quality of the home or apartment you want to rent before you sign a lease.  You can find more detail about these standards by going to http://www.hud.gov/offices/adm/hudclips/forms/files/593pih.pdf; and
· The Virginia Landlord/Tenant Handbook, which is available at http://www.dhcd.virginia.gov/HomelessnesstoHomeownership/PDFs/Landlord_Tenant_Handbook.pdf.  This Handbook explains your rights and responsibilities as a tenant.  
If you believe you have been discriminated against in the rental of a home or apartment based on your race, color, religion, national origin, sex, age (persons 55 years or older), family status (having children under the age of 18 years of age), or disability (both mental and physical disabilities are protected), you should contact the Virginia Fair Housing Office at:
Perimeter Center

9960 Mayland Drive, Suite 400
Richmond, Virginia 23233

(804) 367-8530

Toll Free: (888) 551-3247  TDD: (804) 367-9753

Email: FairHousing@dpor.state.va.us
Federal Rental Subsidies
What is a federal rental subsidy?  
There are two types of federal housing subsidies:  
· Development subsidies, for example federal Low-Income Housing Tax Credits, are provided to builders to reduce the cost of housing construction, thereby enabling individuals to have a more affordable rent.  Generally, these developments provide rents affordable to households with incomes between 40% and 60% of area median income.  However, the subsidies made available through these programs are not “deep” enough to provide rents that are affordable to the very lowest income populations, including households that are dependent on fixed-incomes provided through Supplemental Security Income (SSI).  Therefore, the federal government also provides the rental assistance described below.

· Rental assistance is provided to individuals to further reduce their rent to a level they can afford based on their specific income.  Monthly rental assistance payments enable very low-income households to afford adequate housing.  In some programs, such as Section 8 and Rural Rental Assistance, the federal rent subsidy pays the difference between the actual rent charged for a privately owned housing unit and what the household can afford to pay.  The federal assistance is paid each month directly to the private landlord.  In other cases, such as the Public Housing program, the monthly federal assistance is provided in the form of an operating subsidy that enables the rent to be tailored to what the household can afford.
What is the difference between a housing “voucher” and “project-based” housing assistance?  
1) Housing “vouchers”—In the Housing Choice (“Section 8”) Voucher program, the rental assistance is assigned directly to the household for use in any privately owned housing that complies with program rent guidelines and housing quality standards  ( See www.hudclips.org/sub_nonhud/cgi/pdfforms/7420g10.pdf and Appendix 14 and whose owner is willing to accept a federal rent voucher.  To access housing choice voucher assistance, you must apply to the public housing agency that administers the program in the locality in which you choose to live.  If all available voucher funds have already been assigned to qualifying households (this is usually the case), then you must ask to be added to the public housing agency’s voucher program waiting list.  See Appendix 15 for contact information for all public housing agencies in Virginia.  For an interactive map that allows you to locate Housing Choice Voucher administrators, see https://apps.vhda.com/applications/agencyupdate/voucheradmin/default.aspx.  A FACT SHEET for HUD ASSISTED RESIDENTS, Rental Assistance Payments (RAP), appears at Appendix 16.

2) “Project-based” assistance—In “project-based” assistance programs, the rental assistance is assigned to a specific housing development for use by qualifying tenants who reside in it.  In some cases, all of the units in a rental development have rental assistance subsidies.  In other cases, rental assistance may be available for only a portion of the dwelling units in a housing development.  There are five types of housing developments with “project-based” rental assistance:

· Section 8—These are privately owned housing developments with rental assistance provided by the U.S. Department of Housing and Urban Development.  Some Section 8 developments are designed just for seniors and/or people with disabilities.

· Rural Housing Section 515—These are privately owned rental housing developments in rural areas and small towns with rental assistance provided by the Rural Housing Service, which is an office within the U.S. Department of Agriculture.  Some of these developments are designed just for seniors.  For additional information see http://www.rurdev.usda.gov/rhs/mfh/dev_splash.htm.

· Section 202—These are rental housing developments designed for seniors that are owned by private nonprofit entities with rental assistance provided by the U.S. Department of Housing and Urban Development.

· Section 811—These are rental housing developments designed for people with disabilities that are owned by private nonprofit entities with rental assistance provided by the U.S. Department of Housing and Urban Development.

· Public Housing—These are rental housing developments that are owned and managed by local public housing authorities with operating subsidies provided by the U.S. Department of Housing and Urban Development.  Some public housing developments are designed just for seniors and/or people with disabilities.

To access “project-based” rental assistance, you must apply directly to the owner of the rental property.  If the property has no current vacancies, then the owner usually maintains a waiting list.  In the case of Public Housing, a local public housing agency maintains a single waiting list for all of the housing developments it owns and manages.
How do I qualify for federal rental housing assistance?

There are four factors that affect eligibility:

· You must meet the definition of “family” as established by the U.S. Department of Housing and Urban Development, Rural Housing Service or the public housing agency.

· Your household's annual income may not exceed the applicable income limit set by the U.S. Department of Housing and Urban Development or Rural Housing Service, and it must be reexamined annually.

· You must meet the documentation requirements of citizenship or eligible immigration status.
· If you have been evicted from public housing or any Section 8 program for drug-related criminal activity, you are ineligible for assistance for at least three years from the date of the eviction.

If I qualify for rental assistance, then will I receive it?  
Unfortunately, meeting program qualifying guidelines does not guarantee your access to federal rental assistance.  Unlike other forms of public assistance to needy households, federal rental assistance is not an “entitlement” program.  The amount of federal funding is limited, and waiting lists for assistance are often very long.  In fact, a public housing agency may close its waiting list when it has more families on the list than can be assisted in the near future.

Public housing agencies may establish local preferences for selecting applicants from their waiting list for Housing Choice Vouchers or Public Housing.  Each public housing agency has the discretion to establish local preferences to reflect the housing needs and priorities of its particular community.  Households that qualify for any such local preferences move ahead of other households on the list that do not qualify for any preference.

In addition, not all localities administer Housing Choice Voucher programs, and available units in housing developments with “project-based” rental assistance may not be designed to meet your specific needs.

How do I determine whether my locality has a Housing Choice Voucher program?
The Virginia Housing Development Authority website, https://apps.vhda.com/applications/agencyupdate/voucheradmin/default.aspx, provides information on local voucher administrative agencies in Virginia.  For each city and county, the site shows the name of the administering agency or agencies, location and telephone number, whether the voucher program is administered directly with the U.S. Department of Housing and Urban Development or through the Virginia Housing Development Authority, and in some cases the length of the local waiting list and whether or not it is currently open.

How do I determine which rental properties in my community provide “project-based” rental assistance?  

Contact your local public housing agency (see Appendix 15 for a listing of local public housing agencies) for a listing of rental housing developments, their location, the total number of apartment units in each development, the number of units with rental assistance, the federal subsidy program through which the assistance is provided, and contact information.
Where can I get assistance in identifying available units in assisted housing developments and getting on housing subsidy waiting lists?  

The case manager or transition coordinator supporting your transition will assist you in getting this information.

ii. Owning your own home

You may want to own a home someday.  This section explains how you can determine whether it is something you would like to pursue.  

What do I do first?

Homebuyer education is the starting point for determining if buying a home is a viable option for you.  Many of the loan products designed for first time buyers require homeownership education.  Also, underwriters (who approve mortgage loans) and insurance companies look favorably upon evidence of your having learned how to go about buying a home.  There are two resources available to assist you to learn what you will need to buy a home:

· Take a class.  The Virginia Housing Development Authority provides several classes throughout the state each month at no charge for anyone who would like to attend.  These classes provide an opportunity for you to speak with a lender, a real estate agent, and others who will be instrumental in the home buying process. The people who conduct homebuyer education classes can assist you in identifying homeownership assistance programs for which you may qualify.  If becoming a homeowner is one of your goals, you may want to take advantage of some programs and people that are available, at no cost, to assist.  To register for a class:

· Call the Virginia Housing Development Authority at 1-877-843-2123 and someone will provide you with more information; or  
· Visit www.vhda.com/edu and select the Schedule of Homeownership Classes. Toward the bottom of the page is a calendar you can access.  When you open the calendar, select the date and location most convenient to you and call the number provided to reserve a space.  If you prefer to take the class on-line, you can call the same toll-free number (1-877-843-2123), select option six, and someone will get you registered. 
Attendance requires pre-registration.  You will receive a certificate after completing the class.  Please note that if you are going to attend an evening class, you will need to attend both evenings in order to receive a certificate of completion. 
Should you have need of an on-line class, the Virginia Housing Development Authority provides that as well.  It, too, is available at no cost, and all you need do is call toll free 1-877-843-2123 and select option six.  Someone will either be available to take your call immediately or you will be asked to provide a number where you can be reached.  Once you have completed the on-line course, you will be able to print a certificate which will include your name as you registered it and the date of completion.

· Visit a housing counselor.  You can locate a housing counselor on-line at www.virginiahousingcounselors.org .  The agencies are sorted by location.  Select the city or county most convenient to you, and you will have access to a name and a number.  You can make an appointment to speak in-person with a counselor or you may be able to speak to a housing counselor via telephone.

Whether you take the class or visit a housing counselor, you will get valuable information about:

· How to work effectively with a real estate agent to meet your specific housing needs; 
· How to establish credit;
· Individual Development Accounts, which allow you to save and have your savings matched;
· Down Payment Assistance programs;
· Section 8 Homeownership Voucher program. (Also see http://www.hud.gov/offices/pih/programs/hcv/homeownership/index.cfm);
· U. S. Department of Agriculture home ownership program; and 
· HOME Investment Partnerships Program, including a Special Needs Housing and the HOME Program and Tenant-based Rental Assistance: a HOME Program Model.
iii. Living with your family in a home or apartment
You may choose to transition to a home or apartment that your family member owns or leases.
iv. Living in a residential setting with people who are unrelated to you
You may choose to live with up to three other people who are unrelated to you.  Examples of these types of these residential settings are described below.
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Adult Foster Care (With Auxiliary Grant)

What is adult foster care?  
Adult Foster Care is a locally optional program that provides room and board, supervision, and special services to adults who have a physical or mental health need.  Adult Foster Care may be provided for up to three adults by any one provider.  Local boards of social services must have an Adult Foster Care policy, approve Adult Foster Care programs, approve each home that is used in the program, and make each individual placement in an Adult Foster Care.  The local department may approve only Adult Foster Care homes in which it will make placements.  Local departments may not approve Adult Foster Care homes for placements by other agencies that are not part of the Virginia Department of Social Services system.  Case managers or transition coordinators can assist you in choosing Adult Foster Care, in conjunction with the local department of social services.  If you choose this type of qualified residence, you may be eligible to receive an “auxiliary grant.”
What is an auxiliary grant?  
An Auxiliary Grant is a supplement to income for individuals who receive Supplemental Security Income (SSI) and certain other individuals who have disabilities or are aging.  This assistance is available through local departments of social services to ensure that individuals who receive an Auxiliary Grant are able to maintain a standard of living that meets a basic level of need.  The Virginia Department of Social Services administers Virginia’s Auxiliary Grant program.  

If you qualify for an Auxiliary Grant, you also receive a personal needs allowance.  You can use the personal needs allowance for such things as over-the-counter and non-prescription medications, prescriptions not covered by Medicaid, dental care, eyeglasses, medical co-payments, clothing, personal toiletries, tobacco products, sodas, snacks, provision of a personal telephone and long-distance service, personal transportation, and activities outside of what is offered by the provider.

How do I qualify?  
You must be assessed by the local department of social services as meeting the following requirements:

· 18 years old or over, or blind, or have a disability;
· Be a citizen of the United States or a noncitizen who meets specified criteria;
· Have non-exempted (countable) income less than the total of the Auxiliary Grant rate approved for the Adult Foster Care home plus the personal needs allowance;
· Have non-exempted resources less than $2,000 for one person or $3,000 for a couple;
· Have been assessed with the Uniform Assessment Instrument and determined to need Adult Foster Care placement.  Reassessment is required annually or whenever there is a significant change in your condition.

What are the limitations? 
There are a very limited number of Adult Foster Care providers and amounts of funding available; therefore, funding will be allocated on a first come, first served basis.

The $77 per month personal needs allowance may not be used for required recreational activities, administration of accounts, debts owed the Adult Foster Care home for basic services, or charges for laundry that exceed $10 per month.

What are the provider requirements?  

If an Adult Foster Care provider is approved by the local department of social services, the provider is bound by provider standards and regulations of the Virginia Department of Social Services.  
Providers must be at least 18 years of age, and assistants must be at least 16 years of age.  Providers, assistants, providers’ spouses and adult household members must identify criminal convictions and consent to a criminal records search; conviction of a felony or misdemeanor that jeopardizes the safety or proper care of individuals disqualifies the provider.  The provider must participate in interviews; give two references; provide information on his or her employment history; and attend any orientation and training required.  Providers must submit evidence of freedom from tuberculosis in a communicable form and, when requested based on indications of a physical or mental health problem, providers and assistants must submit results of a physical and mental health examination.

Providers must not discriminate against anyone on the basis of familial status, race, color, sex, national origin, age, elderliness, religion, or disability/handicap.

There must be a plan for seeking assistance from police, firefighters, and medical professionals in an emergency.  A responsible adult must always be available to substitute in case of an emergency.  If extended absence of the provider is required, the local social services department must approve any substitute arrangements the provider wishes to make.  Providers must have the name, address, and telephone number of your physician and first aid supplies easily accessible in case of accidents and keep medicines and drugs separate from food except items that must be refrigerated. Providers must immediately report any suspected abuse, neglect, or exploitation to Adult Protective Services.

You must receive three meals a day, snacks as appropriate, and any special diets must be honored if prescribed by a licensed physician or in accordance with religious or ethnic requirements or other special needs.  Drinking water must be available at all times.

Providers who transport you must have a valid driver's license and automobile liability insurance. The vehicle used must have a valid license and inspection sticker.

The home must be in compliance with all local ordinances.  It must have sufficient appropriate space and furnishings for you, including: space for your clothing and other personal belongings; accessible sink and toilet facilities; comfortable sleeping furnishings; if you cannot use stairs unassisted, sleeping space on the first floor; space for recreational activities; and sufficient space and equipment for food preparation, service and proper storage.  All rooms that you use must be heated in winter, dry, and well ventilated.  All doors and windows used for ventilation must be screened.  Rooms must have adequate lighting for activities and your comfort. The home must have access to a working telephone. There must be space in the household for privacy outside of the sleeping rooms for you to entertain visitors and talk privately.

The home and grounds must be free from litter and debris and present no hazard to your safety. Providers must permit a fire inspection if conditions indicate a need for approval and the agency requests it; have a written evacuation plan in case of fire; rehearse the plan at least twice a year; and review the plan with you.  All sleeping areas must have an operable smoke detector. Attics or basements must have two fire exits, one of which must lead directly outside and may be a door or an escapable window. Providers must store firearms and ammunition in a locked cabinet or an area not accessible to individuals living in the home; protect you from household pets that may be a health or safety hazard; and keep cleaning supplies and other toxic substances stored away from food and out of the reach of children.  Providers must permit inspection of the home's private water supply and sewage disposal system by the local health department if conditions indicate a need for approval and the agency requests it.  Providers may not accept more than three adults for the purpose of receiving room, board, supervision, or special services, regardless of relationship of any adult to the provider.

Providers must maintain written information on you that includes: identifying information; the name, address, and home and work telephone numbers of responsible persons; the name and telephone number of a person to be called in an emergency when the responsible person cannot be reached; the names of persons not authorized to call or visit you; date of your admission and withdrawal; daily attendance record, where applicable; medical information pertinent to your health care; correspondence related to you and other written information provided by the agency; and placement agreement between the provider and you or your surrogate decision-maker where applicable.  Records are confidential and cannot be shared without the approval of you or surrogate decision-maker. The local social services department and its representatives must have access to all records.

Four-Bed Assisted Living Facility (with Auxiliary Grant)
What is an Assisted Living Facility?  
Assisted living facilities are non-medical residential settings that provide or coordinate personal and health care services, 24-hour supervision, and assistance for four or more seniors or people with disabilities.  Services may be provided in one or more locations.  Assisted living facilities are not nursing facilities.  

If you choose this type of qualified residence, you may be eligible to receive an “auxiliary grant.”    See What is an Auxiliary Grant?, above.

How do I qualify?  
You must be assessed as needing at least moderate assistance with your activities of daily living. 

What are the limitations?
For purposes of this Project a qualified residential setting consists of no more than four unrelated individuals living in a supervised residential setting.  If you choose to live in an assisted living facility, you will need to live in an assisted living facility that houses no more than four residents if you participate in the Money Follows the Person Project.  If you choose not to participate in this Project, the size of the assisted living facility should be selected based on what best meets your needs.
What are the provider requirements?  
Assisted living facilities are required to be licensed by the Virginia Department of Social Services.  The regulations specify all requirements for the facility and service provided to residents in the following areas:

· General Provisions

· Administration and Administrative Services

· Personnel

· Staffing and Supervision

· Admission, Retention and Discharge of Residents

· Resident Care and Related Services

· Resident Accommodations and Related Provisions

· Buildings and Grounds

· Emergency Preparedness

· Adults with Serious Cognitive Impairments

All potential providers must participate in pre-licensure training offered by one of the eight Virginia Department of Social Services licensing field offices.  
Sponsored Residential Services 

What are sponsored residential services?
Sponsored residential services are supports provided to you in a person’s or family’s (“sponsor’s”) home.  The sponsor is evaluated, trained, supported and supervised by a provider agency that is licensed by the Department of Mental Health, Mental Retardation and Substance Abuse Services. 
How do I qualify?
If you enroll in the Mental Retardation or the Individual and Family Developmental Disabilities Support Waiver, you may receive sponsored residential services as your means of residential support.  To qualify for either Waiver you must be eligible for Medicaid and meet the Level of Functioning Survey criteria.  To qualify for the Mental Retardation Waiver you must have a diagnosis of mental retardation/intellectual disability.  To qualify for the Individual and Family Developmental Disabilities Support Waiver you must have a diagnosis of a developmental disability other than intellectual disability.  Annual reassessment using the Level of Functioning Survey is required. 
What are the limitations?

The maximum number of individuals who may receive sponsored residential services in one home is two.

What are the provider requirements?
Physical location: All sponsor homes must be inspected and approved as required by the appropriate building regulatory entity, including obtaining a Certificate of Use and Occupancy.  The physical environment, design, structure, furnishing, and lighting of the home must be safe and appropriate, including: 
· clean floor surfaces and floor coverings that enable you to move safely; 
· adequate ventilation and temperatures kept between 65°F and 80°F; 
· adequate hot and cold running water of a safe and appropriate temperature;

· sufficient interior and exterior lighting to maintain safety; and 
· recycling, composting, and garbage disposal that does not create a nuisance, permit transmission of disease, or create a breeding place for insects or rodents.

The home must be on public water and sewage systems, or else the location’s water and sewage system must be inspected and approved annually by state or local health authorities.
Bedrooms for one person can have no less than 80 square feet of floor space.  Bedrooms for more than one person can have no less than 60 square feet of floor space per individual.  You must have adequate storage space for clothing and personal belongings.  Beds must be clean, comfortable and equipped with a mattress, pillow, blankets, and bed linens.  When a bed is soiled, the sponsor must assist you with bathing as needed, and provide clean clothing and bed linen.  Bedroom and bathroom windows and doors must provide privacy.  No one should have to travel through another bedroom to get to the bathroom.  There must be at least one toilet, one hand sink, and shower or bath for every four individuals.  A well-stocked first aid kit must be maintained and readily accessible for minor injuries and medical emergencies at each service location and to employees or contractors providing in-home services or traveling with individuals.

Provider agency responsibilities: The licensed provider agency must maintain a written agreement with residential home sponsors and provide training and development opportunities for sponsors to enable them to perform the responsibilities of their job.  The provider is required to maintain an organized system to manage and protect the confidentiality of personnel files and records.

The provider agency must keep information on file about the sponsor(s) such as:

· Documentation of references;

· Criminal background checks and results of the search of the registry of founded complaints of child abuse and neglect on all adults who are staff in the home;
· Orientation and training provided to the sponsor; and

· A log of visits made to the sponsor’s home. These visits must occur on an unannounced basis at least semi-annually.

The licensed provider agency must conduct an assessment to identify your physical, medical, behavioral, functional, and social strengths, preferences and needs, as applicable.  Using this information, the provider must then develop an individualized services plan for you.  A responsible adult must be available to provide supports to you as specified in your individualized person-centered service plan.
Both the licensed provider and the sponsor are required to comply with the Department of Mental Health, Mental Retardation and Substance Abuse Services human rights regulations.  

If behavioral intervention (also known as behavioral management) procedures are to be used with you, they must:
· Be consistent with applicable federal and state laws and regulations;

· Emphasize positive approaches to behavioral intervention;

· List and define behavioral intervention techniques in the order of their relative degree of intrusiveness or restrictiveness and the conditions under which they may be used for you;

· Protect your safety and well-being at all times, including during fire and other emergencies;

· Specify the mechanism for monitoring the use of behavioral intervention techniques; and

· Specify the methods for documenting the use of behavioral intervention techniques.

The provider agency must develop and implement periodic emergency preparedness and response training for all sponsors and their employees.  There must be at least one person at the home who holds a current certificate, issued by a recognized authority, in standard first aid and cardiopulmonary resuscitation, or emergency medical training.  Each sponsor or employee who will have direct contact with you must obtain a statement from a medical professional indicating the absence of tuberculosis in a communicable form within 30 days of employment or contact with individuals.
The provider agency is required to maintain the following emergency medical information for you:

· If available, the name, address, and telephone number of:

· Your physician; and

· A relative, surrogate decision maker (for example, an authorized representative), or other person to be notified;

· Medical insurance company name and policy or Medicaid, Medicare or CHAMPUS number, if any;

· Currently prescribed medications and over-the-counter medications that you use;

· Medication and food allergies;

· History of substance abuse;

· Significant medical problems;

· Significant communication problems; and

· An advance directive, if one exists.

Medications can be administered only by persons authorized by state law.

The provider agency ensures a means for facilitating and arranging, as appropriate, your transportation to medical and dental appointments and medical tests.  Any member of the sponsor family who transports you must have a valid driver’s license and automobile liability insurance. The vehicle used to transport you must have a valid registration and inspection sticker.
Sponsor(s) responsibilities:  Sponsored residential home members must submit to the provider agency the results of a physical and mental health examination when requested by the provider based on indications of a physical or mental health problem.
The sponsor must have a written plan for the provision of food services, which ensures your access to nourishing, well-balanced, healthful meals.  In addition, the sponsor must make reasonable efforts to prepare meals that consider your cultural background, personal preferences, and food habits and that meet your dietary needs.  The sponsor must assist you if you require assistance feeding yourself.

The sponsor must provide opportunities for you to participate in community activities.
Group Home Residential Services

What are group home residential services?

Group home residential services are congregate residential services providing 24-hour supervision to individuals in a community-based, home-like dwelling operated by a provider agency licensed by the Department of Mental Health, Mental Retardation and Substance Abuse Services.  Intermediate Care Facilities for Individuals with Intellectual Disabilities/Mental Retardation and Related Conditions are not considered to be group home residential services.
How do I qualify?

If you are eligible for the Mental Retardation Waiver, you may receive group home residential services as your means of residential support.  To qualify for this Waiver you must be eligible for Medicaid, meet the Level of Functioning Survey criteria and have a diagnosis of mental retardation/intellectual disability.    

What are the limitations?

For purposes of this Project, a qualified residential setting consists of no more than four unrelated individuals living in a supervised residential setting.  If you choose to live in a group home, you will need to live in a group home of no more than four beds.  If you choose not to participate in this Project, the size of the group home should be selected based on what best meets your needs.
What are the provider requirements?

The provider agency requirements are essentially the same as those listed under sponsored residential services above.  However, the licensed provider employs persons to work in the group home instead of contracting with sponsor(s) to provide services in their own home.  Therefore, responsibilities of the sponsor above become the responsibilities of the provider agency.
f. Transportation
What types of transportation are available in the community?

Transportation to and from Medicaid-covered services.  Transportation services are provided to all individuals transitioning under this Project to ensure necessary access to and from providers of services covered by the State Plan for Medical Assistance.  Visit http://websrvr.dmas.virginia.gov/manuals/General/I_gen.pdf for a complete list of these services.  
Both emergency and non-emergency transportation services are covered, with certain limitations.

· Emergency ambulance transportation is available if you have an emergency condition such as a heart attack and other life-threatening injury.  It is not available for non-emergency conditions.

Non-emergency transportation is available through a broker, who must pre-authorize the trip and assign it to a transportation provider who transports you to or from the Medicaid-covered service.  You must contact the broker in advance to have your trip pre-authorized.  The current broker is Logisticare, which can be contacted at 1-866-386-8331.  

Logisticare is required to use the following guidelines to determine your need for transportation:

· Mobility: Your transportation is provided and covered if you do not own an operable automobile or cannot operate it safely.  

· Eligible Purpose: Your transportation is provided and covered so services that are covered by Medicaid can be received.  If the covered service requires pre-authorization by the Department of Medical Assistance Services or its designated agent, you must have the required pre-authorization before requesting transportation for the service and any follow-up visits.  However, transportation for a service consultation or evaluation does not require pre-authorization.

Transportation is provided and covered for the nearest available source of care capable of providing your medical needs.

For additional information on scheduling trips, making complaints and appeals, visit http://www.dmas.virginia.gov/tra-transportation_services.htm or see A User’s Guide to Non-Emergency Medicaid Transportation at Appendix 9.  
Medicaid non-emergency transportation is promoting alternative means of transportation in an effort to better support your needs and circumstances.  The first alternative is to promote when possible and feasible fixed-route public transit (See “Public Transit” immediately below).  Public transit is often the most desirable alternative because it increases your mobility, sometimes very dramatically.  Your participation is voluntary and not required.  If you have frequent trips and the transit system offers weekly or monthly passes, the broker may offer you that instead of tickets.  Travel training is also available.  The other alternative includes two options: 1) a volunteer driver program in which a trained and qualified volunteer driver provides your transportation in their own approved vehicle (the driver receives mileage reimbursement paid by the broker); and 2) gas reimbursement. (if you need to go to a medical appointment, service, or day program for example, and a family member or friend can drive you, the driver can receive mileage reimbursement from the broker.)  Pre-approval is needed).

Public Transit: Many localities in Virginia offer public transit, including Para transit services, to their residents.  For a listing of available public transit services and the localities they serve, see Appendix 17.  An interactive map to determine whether public transit is available in the locality in which you choose to reside is available at http://www.drpt.virginia.gov/locator/default.aspx.  Additional information may also be available by dialing 2-1-1, or by visiting the Easy Access website.

Specialized Transportation:  Specialized transportation is available in many localities in Virginia from various services providers such as Area Agencies on Aging, Community Services Boards, Centers for Independent Living and other private, non-profit organizations.  To see if specialized transportation is available in the area in which you wish to live, call 2-1-1, visit Easy Access website, or contact your local Center for Independent Living, Community Services Board or Area Agency on Aging.
Modifications to the Primary Vehicle You Use:  See Section 9.a, Environmental Modifications, above, for Medicaid-reimbursed assistance for modifications to the primary vehicle that you use.

Vehicle loans:  If you are interested in an automobile loan to purchase a van or car and make necessary modifications, you may wish to contact the NewWell program (also known as the Assistive Technology Loan Fund Authority or “Authority”) at http://www.atlfa.org/autoloans.htm.  These loans cover vehicles that are modified to accommodate a specific disability (for example, wheelchair lifts and hand controls), and are secured by the vehicle.  Financing for up to 100% of the vehicle may be available.  Used vehicles no more than three years old may be financed for up to 72 months, while older vehicles can be financed for up to 60 months.  Loans for new vehicles may be made for up to 72 months.  
If you are unable to meet the bank's standard loan requirements but can demonstrate to the Authority that you are creditworthy and able to repay the loan you are applying for, the Authority may guarantee the loan.  The Authority will make payments to the bank for problems of repayment or pay the principle and accrued interest in cases of default.  Any funds paid by the Authority for repayment will be owed by you to the Authority and repaid at the conclusion of the loan.  Auto and van purchases, including vehicles that are modified to accommodate a specific disability (for example, wheelchair lifts and hand controls) may be secured by the vehicle, in the same way other vehicle purchases are secured.  To qualify, you must be a resident of Virginia with a disability or a family member of someone who has a self-identified limitation to a major life function.  You must demonstrate creditworthiness and repayment abilities to the satisfaction of the Authority’s Board.  For a loan guarantee, the participating bank must first reject your application.  All other terms and conditions are the same as those of the non-guaranteed loans offered by SunTrust Bank.  For more information, see http://www.atlfa.org/guaranteed_loans.htm.
New Freedom Initiative Transportation Grants:  Awards will be made to successful applicants for New Freedom Initiative Transportation Grants by mid-2008, and information about new services funded by these grants will be shared with individuals interested in transition.
g. Future Assistance through the Annual Housing and Transportation Action Plan
(  A Housing Task Force working with this Project has been asked to develop an Annual Housing and Transportation Action Plan by Fall 2008 that addresses additional assistance that may become available to you and to other individuals.  The Task Force’s over-arching goal is to increase housing options for both individuals who participate in this Project and other seniors and individuals with disabilities, with an emphasis on working at the local level with human service providers and public housing agencies to forge new partnerships among them and, where possible, to encourage development of memoranda of understanding designed to increase housing options for these individuals.  The members of the Task Force are listed in Appendix 8.  
Strategies that the Task Force will be asked to consider are as follows:

1.  Strategies to increase the affordability and availability of community housing

a. Work with Virginia’s Congressional Liaison Office to educate the U.S. Department of Housing and Urban Development on understanding the housing needs of people with disabilities and seniors who are currently residing in institutions or at risk of unwanted admission to an institution and to seek targeted voucher rental assistance for these populations.

b. Develop a state community living supplement that would provide a monthly income supplement for you if you have tried, but cannot access, federal rental assistance.  
c. Develop recruitment, training and supervision strategies for additional Adult Foster Care providers.

d. Use Auxiliary Grants for qualified residences other than adult foster care and assisted living facilities.
e. Assess local housing capacity needs and develop strategies to address identified needs with appropriate local, state and federal policymakers.  This will be supported by funding from the Statewide Independent Living Council  and facilitated by the 16 Centers for Independent Living through local training and advocacy activities
f. Develop a plan for ensuring that your housing needs are included permanently in local plans and planning processes.  This will be supported through funding from the Statewide Independent Living Council. 

g. Explore the need to make further amendments to the Qualified Allocation Plan Low Income Housing Tax Credit program.
h. Explore the possible use of below market loans through the Sponsoring Partnerships and Revitalizing Communities Loan Programs.  Find out more about this program at http://www.vhda.com/vhda_com/template_a.asp?vhda_com_page_name=sparchomepage. 
i. Produce new housing units for persons leaving institutions.  The Virginia Housing Development Authority and the Department of Housing and Community Development have pledged unused supplemental home modifications and bridge rent funding (if any) toward subsidizing the production of new housing units for persons leaving institutions.  The Department of Housing and Community Development will direct the funding into the existing special needs funding pool.

j. Consider the use of any federal Housing Trust Fund monies that may become available. 

2.  Strategies to increase the availability of accessible transportation  

a. Clearly identify and disseminate information about transportation providers that offer accessible vehicles, including “5310,” Job Access Reverse Commute, and New Freedom Initiative vehicles. 
b. Incentivize specialized transportation providers to coordinate their services beyond geographic boundaries. 
c. Incentivize specialized transportation providers to provide door through door transportation.

d. Explore the potential for a transportation voucher system.

e. Widely disseminate information about new services that become available under the New Freedom Grants.

3.  Strategies that recognize the importance of the link between housing and transportation
Assist individuals to locate housing and transportation in each geographic area of the Commonwealth via an interactive website.

Use the existing Transportation and Housing Alliance Toolkit as a resource for gathering information and data.  This will be supported by funding from the Statewide Independent Living Council and facilitated by the 16 Centers for Independent Living through local activities.  The purpose of the Toolkit is to assist localities, local governments, and Planning District Commissions with assessing housing and transportation needs, project future needs and identify overlapping issues and opportunities. You can read more about the Toolkit at http://www.tjpdc.org/housing/thatoolkit.asp.
Create incentives to develop housing on public transportation routes.  

4.  Strategies for education, awareness, and partnership building among housing and human service agencies and the individuals they serve
Through the three year State Plan for Independent Living, the Statewide Independent Living Council has allocated Federal Rehabilitation Act Title VII, Part B funding of up to $380,000 (Year 1), $327,000 (Year 2), and $325,000 (Year 3) to assist in educating stakeholders in housing and transportation planning through the 16 local Centers for Independent Living.  

a. Enhance the knowledge of the U.S. Department of Housing and Urban Development and local public housing agencies on the housing and community living needs and preferences of people with disabilities and seniors.

1. Offer assistance to public housing agencies in follow up to the U.S. Department of Housing and Urban Development Secretary Jackson’s letters and Governor Kaine’s 2007 letter to public housing agencies.

2. Provide technical assistance to local housing offices, local planning authorities and local the U.S. Department of Housing and Urban Development offices on understanding the needs of persons transitioning out of an institution, the existing Housing Registry (www.accessva.org), and existing laws that govern housing services, options and choice for people with disabilities and seniors.
3. Develop and disseminate a directory of services agencies to housing agencies

4. Distribute the Rutgers Medicaid Services Primer to housing agencies.

5. Encourage public housing agencies to list accessible housing units on www.accessva.org, in the 2-1-1 Virginia databases, and the Easy Access website.
b. Enhance the knowledge of the disability and aging communities about housing.

1. Provide orientation to Public Housing Agency Plans, the Qualified Allocation Plan, Consolidated Plans, the Continuum of Care Plan and transportation planning to people with disabilities, seniors, advocates, Area Agencies on Aging, Community Services Boards, Centers for Independent Living, Disability Services Boards, local Departments of Social Services, other local services agencies, and the broader disability and aging communities.

2. Use funding from the Statewide Independent Living Council to disseminate this annual action plan and related recommendations arising from Virginia's Money Follows the Person Housing Task Force to educate people with disabilities, seniors, Disability Services Boards, Area Agencies on Aging, Centers for Independent Living, Community Services Boards and other stakeholders about effective participation in community housing planning processes, including but not limited to the Consolidated Plan, Public Housing Agency Plan, Continuum of Care Plan and Qualified Allocation Plan.

3. Ensure that the input of advocates and the broader disability and aging communities is considered in housing agencies’ Consolidated Plans, the Qualified Allocation Plan and local planning activities by creating a mechanism to track local changes in public policy and relate ongoing needs and solutions to statewide and national housing funding agents and authorities.

4. Develop a timetable for review of local plans for use of HOME, Community Development Block Grant, and Housing Choice Voucher funding and disseminate the list to organizations to encourage their participation in needs statements and priorities for allocation of resources in local plans.

5. Using funding made available by the Statewide Independent Living Council, document local changes in public housing policy, and work with the Council to interface with state and national public policy makers and funding agents to foster and sustain increased housing options for people with disabilities and seniors.   This information will be tracked through a grant from the Council to the Virginia Association of Centers for Independent Living.
6. Develop a directory of public housing agencies and rental and homeownership assistance programs for use by people with disabilities, seniors, Disability Services Boards, Area Agencies on Aging, Centers for Independent Living, Community Services Boards, local Departments of Social Services, and other stakeholders.

7. Develop a Housing Primer for services agencies and advocates.
10.
CONTINUITY OF CARE POST DEMONSTRATION

By participating in the Money Follows the Person Project, you will have access to services that you need from one of Virginia’s home and community-based waiver or PACE programs and be eligible to receive other services provided in the Medicaid State Plan.  After participating for 12 months in the Project, the Money Follows the Person benefit code will disappear, but the Medicaid payment system will still show that you continue to remain enrolled in the waiver program as long as you continue to meet criteria for waiver eligibility.  
(  When you are enrolled as an individual participating in the Money Follows the Person Project, staff of the Department of Medical Assistance Services will assign you a special benefit code in the Medicaid payment system’s eligibility file that will reflect your participation in this Project.  (This code is used only for required tracking and reporting purposes to the Centers for Medicare and Medicaid Services.)  You will also be enrolled in the home and community based waiver program that best fits your support needs.   Normally, if an individual is enrolled in a home and community based waiver program, the Medicaid payment system prohibits an overlap of another long term care program.  However, this Money Follows the Person benefit code will allow the overlap to occur for a twelve-month period.  This will ensure that you will continue to receive services even after the 12-month demonstration period ends.  In addition, the Department of Medical Assistance Services is exploring the feasibility of offering the 2-1-1 Virginia back up service following the 12-month period. 
How will the State ensure that individuals are able to successfully move out of institutions after the Money Follows the Person Project ends?

The new wavier services in each waiver (see Appendix 1) are approved as “qualified home and community-based program” services for the purposes of the Project.  This means you will have access to these services as needed both during and after the Project.

All of the new services added to existing home and community-based waiver programs for the Project are permanent service changes to ensure individuals will continue to be able to transition from institutional settings into the community beyond the demonstration period.  In addition, as a part of Virginia’s balancing efforts, services that were added to the home and community based waiver programs are also available to individuals who are receiving those waiver services.  The amendments were approved by the Centers for Medicare and Medicaid Services in March 2008.

To accomplish this, the following permanent changes were made:

· The AIDS Waiver 1915(c) home and community based waiver application was amended and submitted for review and approval by the Centers for Medicare and Medicaid Services on December 13, 2007 to include Personal Emergency Response Systems, assistive technology, environmental modifications, and transition funding as waiver services.  No additional slots were needed for this Waiver because there are sufficient numbers of additional slots available in this Waiver to accommodate individuals transitioning to this program.  The amendment was approved by the Centers for Medicare and Medicaid Services in March 2008.  As of July 1, 2009, assistive technology and environmental modifications will not be available as a permanent waiver service; however, these two services will still be available as demonstration services to individuals participating in the Money Follows the Person Project.  This amendment was approved by the Center for Medicare and Medicaid Services on July 2, 2009.  
· The Elderly or Disabled with Consumer Direction 1915(c) home and community based waiver application was amended and submitted for review and approval by the Centers for Medicare and Medicaid Services on December 13, 2007  to include assistive technology, environmental modifications, transition funding, and transition coordination as waiver services.  No additional slots were needed for this Waiver because there are sufficient numbers of additional slots available in this Waiver to accommodate individuals transitioning to this program.  The amendment was approved by the Centers for Medicare and Medicaid Services in March 2008.  As of July 1, 2009, assistive technology and environmental modifications will not be available as a permanent waiver service; however, these two services will still be available as demonstration services to individuals participating in the Money Follows the Person Project.  This amendment was approved by the Center for Medicare and Medicaid Services on June 26, 2009.  An amendment will be submitted to the Centers for Medicare and Medicaid Services in December 2009 to achieve consistency between the Money Follows the Person Operational Protocol and the waiver amendment for the allowable period of pre-discharge Transition Coordination of up to two months.
· The Individual and Family Developmental Disability Support 1915(c) home and community based waiver application was amended and submitted for review and approval by the Centers for Medicare and Medicaid Services on December 13, 2007 to include transition funding as waiver services.  The amendment was approved by the Centers for Medicare and Medicaid Services in March 2008.  The State also reserved 15 slots for each fiscal year for individuals transitioning into the community through the Project.  The additional slots for this Waiver were necessary because there is currently a waiting list to receive services in this program.  An amendment will be submitted to the Centers for Medicare and Medicaid Services in December 2009 to reserve capacity for the 15 slots for individuals transitioning into the community through the Project. 
· The Mental Retardation 1915(c) home and community based waiver application was amended and submitted for review and approval by the Centers for Medicare and Medicaid Services on December 13, 2007  to include transition funding as waiver services.  The State also reserved 110 slots for each fiscal year for individuals transitioning into the community through the Project.  The additional slots for this Waiver were necessary because there is currently a waiting list to receive services in this program.  The amendment was approved by the Centers for Medicare and Medicaid Services in March 2008.
· The Technology Assisted 1915(c) home and community-based waiver application was amended and submitted for review and approval by the Centers for Medicare and Medicaid Services on December 13, 2007 to include transition funding and Personal Emergency Response Systems as waiver services.  No additional slots were needed for this Waiver because there are sufficient numbers of additional slots available in this Waiver to accommodate individuals transitioning to this program.  The amendment was approved by the Centers for Medicare and Medicaid Services in March 2008.
In addition, the state’s regulations that govern the operation of these home and community based waiver programs were amended to include the new services.  These regulations were developed with extensive stakeholder input and were promulgated to go into effect on July 1, 2008.  This, combined with the waiver amendment approvals, means that Virginia has Federal and State approval to continue to offer the new services that were added to home and community based waiver programs even after the Project ends.
For the demonstration services offered as part of the participation in the Money Follows the Person Project, these demonstration services will be discontinued at the end of the Project.  In addition, for individuals participating in the Project, access to the demonstration services will cease at the end of their one-year of Money Follows the Person Project participation.  In order to ensure continuity of care for individuals participating in the Project after their one-year of participation, all demonstration services were designed to meet an individuals transitional needs, but once the individual is in the community, their individual supports will be provided by the waiver in which the individual is enrolled.  
I currently receive other Medicaid-funded services (for example, hospitalizations) outside of the institution in which I live.  Will those benefits still be available to me if I participate in the Project?

Yes.  When you agree to participate in the Project, you are still eligible to receive those services that you are currently eligible to receive in the Medicaid program.  This includes physician visits, hospitalizations, and other necessary medical services.  These services will continue to be available to you after the Project ends as long as you continue to need long-term support services and meet the level of care criteria for the home and community based program in which you are receiving services. 

What procedures does the State have in place to monitor services, detect fraud, and insure against duplication of payment to providers of State and Medicaid-funded services in the Project?  

( Department of Housing and Community Development Services
The Department of Housing and Community Development will receive referrals from the Department of Medical Assistance Services for those individuals who are eligible. If you are eligible for this service, you will then request approval for home modifications, including the proposed scope of work. Payments from the Department of Housing and Community Development for eligible home modifications will only be made after the Department of Medical Assistance Services has confirmed the amount it will pay through its environmental modifications service. Once this has been confirmed, you can then request payment from the Department of Housing and Community Development. This request will require submission of actual invoices for the work performed. A database of everyone who uses this service will be set up to track expenditures. This will ensure that you do not receive duplicative payments.  In addition, site visits will be conducted with you to ensure that the work has been completed and that it was done in a workman-like manner. 
( Medicaid Services

There are several systems in place through the Medicaid program that monitor services, detect fraud, and insure against duplication of payments to providers.  

Duplication of Payments to Providers
The Department of Medical Assistance Services assures that, when claims are paid on your behalf, you are Medicaid-eligible at the time the services were provided to you and the services being billed were approved for you.  First, many of your services must be pre-authorized by the Department of Medical Assistance Services or its designated agent.  Secondly, prior to payment, all claims submitted by providers are processed through the Medicaid payment system using automated edits that:

· Check for a valid pre-authorization;

· Verify there is no duplicate billing;

· Verify that the provider submitting claims has a valid participation agreement with the Department of Medical Assistance Services;

· Check for any service limits; and

· Verify your eligibility.

Service Monitoring
The Department of Medical Assistance Services also uses a post-payment review process, Quality Management Review, on an annual sample of individual records to assure that services are approved and appropriate for the individuals using them.  The purpose of the Quality Management Review is to determine whether services delivered met your needs, continue to be needed by you, and that you really needed the amount and kind of services they received.  The Department of Medical Assistance Services staff conduct Quality Management Reviews of all documentation, which shows your level of care.  Visits are conducted on-site and are unannounced.  
The Quality Management Review visit is conducted by reviewing individual records, evaluating individual medical and functional status, and meeting with individuals and family or caregivers, as appropriate.  As a user of Medicaid waiver services, you may be selected to be interviewed as a part of the Quality Management Review process.  Specific attention is paid to all applicable documentation, which may include person-centered service plans, supervisory notes, daily logs, consumer-directed employee time sheets, progress notes, screening packages, and any other documentation necessary to determine if appropriate payment was made for services delivered.

A financial review is also included as a part of the Quality Management Review.  The purpose of the financial review and verification of services is to ensure the provider bills only for those services that have been provided in accordance with Department of Medical Assistance Services’ policy and which are covered by the waivers.

Fraud Detection
The Department of Medical Assistance Services’ Program Integrity and Medicaid Fraud Units may be requested to conduct additional review of service providers if Quality Management Review uncovers very serious errors or suspect practices by the provider.  This occurs when a Quality Management Review results in atypical practices by the provider that cannot be routinely taken care of through technical assistance, corrective action planning, and/or retraction of funds.  Individuals who suspect fraudulent activity should call at 1-800-371-0824 or send an email to MFCU_mail@oag.state.va.us to relay their concerns.
In addition, the Department of Medical Assistance Services undergoes an annual independent audit through the Audit of Public Accounts process.  This process includes a review of all home and community based waiver and State Plan service operations.  Results of the audit are available to the public for review.
C.
ORGANIZATION AND ADMINISTRATION

Which State agencies are involved in Virginia’s Money Follows the Person Project?
Below is a diagram outlining all the various State agencies that are involved with Virginia’s Money Follows the Person Project.  
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Which State agency is responsible for oversight of the Money Follows the Person Project?

The Department of Medical Assistance Services is responsible for the oversight of the Money Follows the Person Project.  This State agency is housed (along with 12 other human service agencies) under the umbrella of the Secretary of Health and Human Resources.  

A copy of the Department’s organizational chart as well as the organizational chart for the Governor’s Office and Cabinet can be found in Appendix 19. 

Although the Department of Medical Assistance Services has the primary responsibility for the administration of the Money Follows the Person Project, there are numerous state agency and other organization staff who are committed to this Project.  A detailed staffing plan which provides the staffing plan for this Project may be found in Appendix 20.

Who is the Director of the Project, and how can I contact him if I have questions or need assistance? 

The Director for the Money Follows the Person Project is Mr. Jason Rachel.  Mr. Rachel began employment with the Department of Medical Assistance Services in July 2007, and he is assigned full-time to the Project.  Mr. Rachel has an extensive educational background in both gerontology and the study of the health care delivery system.  Mr. Rachel has worked professionally in the private sector of senior housing, as well as in grants management at the university level.  Mr. Rachel’s resume can be found in Appendix 21.  Mr. Rachel can be reached by email at mfp@dmas.virginia.gov or by phone at (804) 225-4222.
D.
EVALUATION

How will the Money Follows the Person Project be evaluated?

The Money Follows the Person Project will be evaluated by the Centers for Medicare and Medicaid Services through a contract with Mathematica, Inc.  Mathematica developed the Quality of Life Survey tool that is being used in the Project and will be maintaining Quality Of Life survey data collected by all participating states.  In addition, the Department of Medical Assistance Services will be providing data to support the benchmarks identified in Section A. 2.  Benchmark data will be analyzed at the state and federal levels to determine Virginia’s progress in successfully rebalancing its long term support systems.  
Virginia will measure the number of individuals choosing to use self-directed services and the availability of self-directed services.
Virginia will also measure the number of individuals choosing to use transition coordination under the Elderly or Disabled with Consumer Direction Waiver.
E.
FINAL BUDGET

What is the budget for the Money Follows the Person Project?
The MFP Project will allow 1,041 individuals in institutions, who wish to return to the community to do so.  To support these individuals, transition coordination, transition services, assistive technology, personal emergency response systems and environmental modification services are being added to the appropriate home and community based care waivers.  There are savings from the reduced cost of home and community-based waiver services as compared to institutions, and for individuals served under this Project, the federal matching percentage is 75% instead of 50%, for one year after the you leave your institutional setting.  

Projected Estimated Expenditures

Projected Number of Enrollees:

	Money Follows the Person Demonstration Years
	Seniors*
	Individuals with Physical Disabilities
	Individuals with Intellectual Disabilities-Developmental Disabilities
	TOTAL

	
	Expected
	Actual
	Expected
	Actual
	Expected
	Actual
	Expected
	Actual

	MFP Calendar  Year 2008
	25
	
	28
	
	28
	
	81
	

	MFP Calendar Year 2009
	100
	
	110
	
	110
	
	320
	

	MFP Calendar Year 2010
	100
	
	110
	
	110
	
	320
	

	MFP Calendar Year 2011
	100
	
	110
	
	110
	
	320
	

	TOTAL
	325
	
	358
	
	358
	
	1,041
	


The following number of individuals are anticipated to transition during the life of the Money Follows the Person Project:

* Seniors are those individuals age 65 and older who participate in the Project.

Qualified Home and Community-Based Services Expenditures

All of the home and community-based waiver and State Plan (long-term care) expenditures that will be used by individuals participating in the Money Follows the Person Project will be captured as a qualified home and community-based services expenditures and are reflected in the crosswalk listed in Chart 3 below.  Acute care services are not figured into this calculation.  The waivers that will be affected in this Project include the Elderly or Disabled with Consumer Direction, Technology Assisted, Individual and Family Developmental Disabilities Support, AIDS, and Mental Retardation Waivers. These expenditures are anticipated to total $20,282,883 over a four-year period.  The projected expenditures may be found in Chart 1 below.

Home and Community-Based Demonstration Expenditures

Transition Services

Transition services as a demonstration service will be available to all individuals who participate in the Money Follows the Person Project who meet the criteria for transition services.  This service will be reimbursed as a demonstration service if the needed transition items are purchased prior to your transition and you successfully move into the community.  If you use this service prior to entering a home and community-based waiver program, you will still be eligible to receive transition services in the community as long as you have not exhausted the $5,000 lifetime limit.  You will still have a $5,000 lifetime limit for transition services, whether it is a demonstration or waiver service (or a combination of both).  It is estimated approximately 178 individuals each year will use transition services as a demonstration service.  The projected expenditures may be found in Chart 1 below.

Environmental Modifications
Environmental modifications as a demonstration service will be available to all individuals who participate in the Money Follows the Person Project.  This service will be reimbursed as a demonstration service if the needed environmental modifications are made prior to your transition and you successfully move into the community.  If you use this service prior to entering a home and community-based waiver program, you will still be eligible to receive environmental in the community as long as you have not exhausted the $5,000 yearly limit.  You will still have a $5,000 yearly limit for environmental modifications, whether it is a demonstration or waiver service (or a combination of both).  It is estimated approximately 178 individuals each year will use environmental modifications as a demonstration service. The projected expenditures may be found in Chart 1 below.

2-1-1 Emergency Back-Up System
The emergency back-up service provided to all individuals who participate in the Money Follows the Person Project will be covered as a demonstration expenditure.  The annual projected expenditure for this service is $400,000 ($100,000 of which will be covered in general funds).  This service will be available to all individuals participating in the Money Follows the Person Project during the twelve-month period that they are enrolled in the Project. The projected expenditures may be found in Chart 1 below.

Supplemental Services

Virginia has elected to cover no supplemental services for the Money Follows the Person Project.  
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Demonstration Budget

Total

Rate Total Costs Federal State

Qualified HCBS**** 20,282,883       15,212,162    5,070,721           

Demonstration HCBS**** 1,260,000         945,000         315,000              

Supplemental**** -                    -                 -                     

Administrative - Normal***** 2,180,189         1,090,094      1,090,094           

Administrative - 75%***** 1,001,244         750,933         250,311              

Administrative - 90%***** -                    -                 -                     

State Evaluation -                    -                 -                     

Total 24,724,316       17,998,190    6,726,126           

Per Capita Service Costs 20,694             

Per Capita Admin Costs 3,056               

Rebalancing Fund****** 5,385,721        

****  Qualified HCBS Services, Demonstration HCBS Services and Supplemental Services were defined in the RFP.

*****  Administration - Normal should include all costs that adhere to CFR Title 42, Section 433(b)(7) Administrative - 75% 

should include all costs that adhere to CFR Title 42, Sections 433(b)(4) and 433(b)(10)  Administrativ - 90% should include 

all costs that adhere to CFR Title 42 Section 433(b)(3)

******  The Rebalancing Fund is a calculation devised by CMS to estimate the amount of State savings realized because of 

the enhanced FMAP rate that could be reinvested into rebalancing benchmarks.

   


Administrative Expenditures
The estimated administrative costs associated with the MFP Project include contractual services, system changes, and personnel costs.  The estimates for contractual services are based on current average payment and utilization rates for comparable services.  The payment processing expenditures for consumer-direction and transition services are based on the current contractual $88 per member, per month rate paid by the Department of Medical Assistance Services to an outside contractor (the fiscal management to process these payments for a total annualized estimate of $166,848 ($83,424 general funds).  

Implementation of the Money Follows the Person Project requires one-time modifications to the Department’s computer systems of $275,000 total funds which is based on the costs of systems changes required for other similar programs.  Computer systems include the Medicaid Management Information System and the prior authorization system (which is tied to the Medicaid Management Information System.  The ongoing expenses for processing prior authorizations and claims for the new services are also calculated into the administrative expenses over the four-year Project.

Additionally, the Department will use administrative funding to hire staff to administer the quality of life interviews for individuals participating in the Money Follows the Person Project and one wage position to manage the Project.  With 1,041 MFP participants anticipated over the four-year grant period, 3,123 interviews will need to be conducted during this time frame. 

	Budget Items
	FY 2008
	FY 2009
	FY 2010
	FY 2011

	Personnel
	$15,375
	$117,241
	$117,241
	$117,241

	Fringe Benefits
	$1,176
	$52,765
	$52,765
	$52,765

	Contractual Costs
	$0
	$67,068
	$611,788
	$876,748

	Indirect Charges
	$0
	$119,330
	$119,330
	$119,330

	Travel
	$0
	$29,000
	$25,000
	$23,000

	Supplies
	$0
	$2,000
	$2,000
	$2,000

	Equipment
	$0
	$1,000
	$1,000
	$1,000

	*Other Costs
	$0
	$275,000
	$0
	$0


*Includes changes to computer systems

Crosswalk Between State Procedure Codes and Type of MFP Services

The following chart specifies the type of service and its corresponding (billing) procedure codes for Money Follows the Person long-term support services.
Chart 3
	
State Plan Service

	VA Procedure Code(s)
	Modifier (if Applicable)

	Targeted Case Management
	H0023, H0046, T2023

 T1017
	U3

	PACE
	3101 (Revenue Code)
	

	Rehabilitation Services
	0400, 0421, 0423, 0424, 0431, 0433, 0434, 0430, 0440, 0441, 0443, 0444
	

	Home Health
	0550, 0551, 0559, 0571, 0420, 0421, 0431, 0424, 0434, 0444, 0441, 0542
	

	Hospice
	0651, 0562, 0653, 0655, 0658
	

	Personal Care Services
	N/A
	N/A

	Waiver Services
	
	

	Case Management
	T1016
	

	Homemaker Services
	N/A
	N/A

	Home Health Aide Services
	N/A
	N/A

	Personal Care
	T1019, S5126
	

	Adult Day Health
	S5102
	

	Habilitation (Residential)
	97535, H2014
	

	Habilitation (Day)
	97537

97537 w/modifier
	U1

	Expanded Habilitation (Prevocational Services)
	H2025

H2025 w/modifier
	U1

	Expanded Habilitation (Supported Employment)
	H2023, H2024
	

	Education
	N/A
	N/A

	Respite Care
	S9125, T1005, S5150
T1030

T1031  
	TD

TE

	Day Treatment
	N/A
	N/A

	Partial Hospitalization
	N/A
	N/A

	Psychosocial Services
	N/A
	N/A

	Clinic Services
	N/A
	N/A

	Live-In Caregiver
	N/A
	N/A

	Capitated Payments for LTC Services
	N/A
	N/A

	Family/Caregiver Training
	S5111
	

	Personal Emergency Response System
	S5160

S5161
S5185

S5160

H2021
	U1

TD, TE

	Skilled Nursing
	T1002, T1003
	

	Private Duty Nursing
	T1002, T1003, T1030, T1031
S9125
S9125
	TD

TE

	Environmental Modifications
	S5165
	

	2-1-1 Emergency Back Up
	N/A
	N/A

	Assistive Technology
	T1999
	

	Crisis Stabilization - Intervention

	H0040
	

	Crisis Supervision
	H2011
	

	Companion Care
	S5135, S5136
	

	Assisted Living
	T2031
	

	Enteral Nutrition
	B4150, B4141, B4152, B4153, B4154, B4155, B4156
	

	Therapeutic Consultation
	97139
	


Rebalancing Fund

The federal government encourages states to return the savings realized in this Project (called the “rebalancing fund”) to its long term support system to aid in rebalancing efforts.  Virginia is using the cost savings resulting from this Project (listed in Chart 1)to cover the costs of allowing all eligible individuals in the home and community-based waivers (in addition to individuals in the Money Follows the Person Project) to have access to the services added in their waivers.  An example includes the addition of assistive technology and environmental modifications to the Elderly or Disabled with Consumer Direction Waiver.  These services will be available to all individuals who receive services in this waiver.  The costs for adding these services will be covered using available rebalancing funding. A breakdown of the rebalancing fund amount can be found in Chart 1, with anticipated yearly savings documented in Appendix 24 (Budget Form).
Budget Narrative

Virginia developed the projected expenditures for the Money Follows the Person Project using current average payment and utilization rates for comparable services in its home and community-based waiver programs.  The enhanced federal financial participation savings were estimated by calculating the general fund/non-general fund payment of projected expenditures at the current Virginia Medicaid FMAP (50%) to the enhanced FMAP (75%) provided through the Money Follows the Person Project. The savings associated with home and community-based waiver services are based on the differences in the average annual per capita institutional costs and the average annual per capita community care costs for home and community-based waiver services.  

Enhanced Federal Financial Participation Savings

There are projected costs savings associated with participation in the MFP Demonstration because Virginia will be able to pull down an enhanced match (75 percent) of Medicaid expenditures for a period of 12 months for individuals who were transitioning out of the institution and who were already factored into the Medicaid budget.  There are 1,041 individuals (183 in the first year, 226 each subsequent year) who are currently projected to leave the institution during the four-year period in which Virginia will also draw on the enhanced match to realize cost savings.  

Community-Based Care Savings
It is also assumed there will be cost savings each year for individuals who transition into the community from institutions because the overall costs for providing care to individuals in the community is less than overall costs for providing institutional care.  However, the cost savings for 126 individuals who already transition yearly from the nursing homes and individuals who already transition from state intermediate care facilities for persons with mental retardation/intellectual disabilities in were not counted because these savings are already factored into the Medicaid budget.  Community-based care savings, however, were counted for persons transitioning from private intermediate care facilities for persons with mental retardation/intellectual disabilities as a result of the Money Follows the Person Project.  Community-based savings were also adjusted by seven percent to reflect the capital expenditures for institutional beds.  
Required Budget Request Forms

Lastly, the Department will use all budget forms and assurances required by the Centers for Medicare and Medicaid Services.  In addition, Virginia has the capacity to report all qualified home and community-based expenditures by individuals participating in the Project for the enhanced Federal Medical Assistance Percentage and to demonstrate the maintenance of effort.  The final budget form, Application for Federal Assistance SF 424, is attached as Appendix 25.
Appendix 1 Description of Waivers and Services Available Under Each

Virginia Department of Medical Assistance Services

Elderly or Disabled with Consumer-Direction (EDCD) Waiver

Fact Sheet as of April 2008

	Initiative
	Home- and community-based (1915 (c)) waiver whose purpose is to provide care in the community rather than in a nursing facility.



	Targeted Population:


	Individuals who: 
(1) Meet the nursing facility level of care criteria (i.e., they are functionally dependent and have a medical nursing needs); 
(2) Are determined to be at imminent risk of nursing facility placement; and 
(3) Are determined that community-based care services under the waiver are the critical services that enable the individual to remain at home rather than begin placed in a nursing facility.



	Effective Date
	February 1, 2005



	Eligibility Rules


	The individual must be eligible for Medicaid and meet screening criteria; income limit is 300% of the SSI payment limit for one person.



	Eligibility Disregards
	Working individuals have a greater need due to expenses of employment; therefore an additional amount of income shall be deducted. Earned income shall be deducted within the following limits: (i) for individuals employed 20 hours or more, earned income shall be disregarded up to a maximum of 300% of SSI; and 
(ii) for individuals employed at least eight but less than 20 hours, earned income shall be disregarded up to a maximum of 200% of SSI. However, in no case, shall the total amount of income (both earned and unearned) disregard for maintenance exceed 300% of SSI.



	Services Available


	Agency- & Consumer-Directed Personal Care (PC), Adult Day Care (ADHC), Agency- & Consumer-Directed Respite Care, Personal Emergency Response Systems (PERS), and Medication Monitoring.



	Service Authorization


	Local and hospital screening teams conduct a pre-admission screening. A screening team consists of a registered nurse, social worker, and a physician. A preauthorization (PA) contractor performs pre-authorizations of services.



	Program Administration

	Program administered by DMAS



	Total Waiver Expenditures (SFY2007)


	$190,622,941

	Number of People Served (SFY2007)


	13,965



	Average Cost  Per Recipient (SFY2007)
	$13,650 


Service Descriptions:

Adult Day Health Care: services offered to recipients in a congregate daytime setting where a group of professionals and nurse aides provide personal care, socialization, nursing, rehabilitation, and transportation.

Consumer-Directed Services: services for which the individual or family/caregiver is responsible for hiring, training, supervising, and firing of the personal aide.  
Medication Monitoring: an electronic device that enables certain recipients at high risk of institutionalization to be reminded to take their medications at the correct dosages and times.

Personal Care Aide Services: long-term maintenance or support services necessary to enable the individual to remain at or return home rather than enter a nursing facility.  Services are provided to individuals in the areas of activities of daily living, instrumental activities of daily living, access to the community, monitoring of self-administered medications or other medical needs, and the monitoring of health status and physical condition.  Services may be provided in home and community settings to enable an individual to maintain the health status and functional skills necessary to live in the community or participate in community activities. May be agency- or consumer-directed.   
Personal Emergency Response System (PERS):  an electronic device that enables certain recipients who are at high risk of institutionalization to secure help in an emergency through the provision of a two-way voice communication system that dials a 24-hour response or monitoring center upon activation and via the recipient’s home telephone line. This is limited to those recipients who live alone or are alone for significant parts of the day and who have no regular caregiver for extended periods of time, and who would otherwise require extensive routine supervision.

Respite Care:  services provided to individuals who are unable to care for themselves, furnished on a short-term basis because of the absence or need for relief of those unpaid persons normally providing the care.  Services may be agency-directed or consumer-directed.   
Providers: 

An institution, facility, agency, partnership, corporation, or association that meets the standards and requirements set forth by DMAS, and has a current, signed contract with DMAS to be a provider of waiver services.

Recipient Criteria: 

(1) Must meet nursing facility criteria as outlined in the Pre-Admission Screening Manual, Appendix B. The recipient is both functionally dependent and has medical and nursing needs;

(2) Determined to be at risk of nursing facility placement and for whom community-based care service under the waiver is the critical service that enables the individual to remain at home rather than being placed in a nursing facility;

(3) The health, safety, and welfare of the recipient must be safely maintained in the home when the attendant is not present;
(4) Cannot be provided to individuals who reside in a nursing facility, an ICF/MR, a hospital, an assisted living facility licensed by DSS or an Adult Foster Care provider certified by DSS, or a group home licensed by the Department of Mental Health & Mental Retardation & Substance Abuse Services (DMHMRSAS)
(5) Cannot be provided to any individual who resides outside the physical boundaries of the Commonwealth, with the exception of brief periods of time as approved by DMAS;
(6) There is no age limit; and
(7) To receive consumer-directed services, individuals cannot have a severe cognitive impairment, or they must have someone managing their care for them.
Current Reimbursement Rates (NOVA – Northern Virginia  / ROS – Rest of the State)

	Waiver Service
	ROS Rate
	NOVA Rate

	Agency-Directed Personal Care
	$12.54/hr.
	$14.76/hr.

	Agency-Directed Respite (Aide)
	$12.54hr.
	$14.76/hr.

	Agency-Directed Respite (LPN)
	$22.52/hr.
	$27.30/hr.

	Adult Day Health Care
	$43.91/day
	$48.20/day

	Adult Day Health Care Transportation
	$2.00/trip
	$2.00/trip

	Personal Emergency Response System (PERS)

	
	Installation
	$50.00
	$59.00

	
	Monthly Monitoring
	$30.00
	$35.40

	PERS Medication Monitor

	
	Installation
	$75.00
	$88.50

	
	Monthly Monitoring
	$50.00
	$59.00

	
	Nursing – RN
	$12.25/.25 hr.
	$15.00/.25 hr.

	
	Nursing – LPN
	$10.25/.25 hr.
	$13.00/.25 hr.

	Consumer-Directed Personal Care
	$8.35/hr.
	$10.82/hr.

	Consumer-Directed Respite Care
	$8.35/hr.
	$10.82/hr.

	CD Service Facilitation Services

	
	Initial Comprehensive Visit
	$169.05
	$219.45

	
	Consumer Training 
	$168.00
	$218.40

	
	Routine Visit
	$52.50
	$68.25

	
	Reassessment Visit
	$84.00
	$110.25

	
	Management Training
	$21.00/unit
	$27.30/unit

	
	Criminal History Check
	$15.00
	$15.00

	
	CPS Registry Check
	$5.00
	$5.00


For additional information, contact Mr. William A. Butler, Program Manager, Division of Long Term, (804) 371-8886.
Virginia Department of Medical Assistance Services

HIV/AIDS Waiver

Fact Sheet As of April 2008

	Initiative
	Home- and community-based (1915 (c)) waiver whose purpose is to provide care in the community rather than in a hospital or nursing facility.



	Targeted Population:


	Individuals who are experiencing medical and functional symptoms associated with HIV/AIDS that would, in the absence of waiver services, require the level of care provided in a hospital or nursing facility.  Persons who would revert to a hospital or nursing facility level of care without continuation of waiver services will be allowed to continue to participate in the waiver.



	Effective Date
	January 1, 1991



	Program Administration
	The program is administered by DMAS.



	Criteria
	(1) The individual must meet nursing facility criteria as outlined in the Pre-Admission Screening Manual, Appendix B, or meet inpatient hospital placement criteria, and be diagnosed by a physician who is part of the designated preadmission screening team with HIV/AIDS. In order to meet inpatient hospital placement criteria the recipient must have had an inpatient hospital admission within three months of the request for waiver services for an AIDS-related reason.
(2) Community-based care service under the waiver is the critical service that enables the individual to remain at home rather than being placed in a nursing facility.

(3) Cannot be offered or provided to any individual who resides in a nursing facility, an intermediate care facility for the mentally retarded, a hospital, or an assisted living facility licensed or certified by DSS. 
(4) Cannot be provided to any individual who resides outside of the physical boundaries of the Commonwealth, with the exception of brief periods of time as approved by DMAS.  Brief periods of time may include, but are not necessarily restricted to, vacation or illness.

(5) Must be able to develop an appropriate plan of care, which may not exceed the average annual cost of inpatient hospital or facility care.

(6) Agency-directed respite care may be offered to the individual in the home, place of residence, in a Medicaid-certified nursing facility, or in a licensed respite care facility.

	Eligibility Rules


	Must be eligible for Medicaid and meets nursing facility or inpatient hospital criteria; income limit is 300 percent of the SSI payment limit for one person ($1,590/month).



	Services Available
	Direct Services:  Personal Assistance (agency- and consumer-directed); Private Duty Nursing (PPN); Respite Care (agency- and consumer-directed); and Enteral Nutrition. 

Indirect Services:  Case Management (CM)



	Service Authorization


	A local pre-admission screening, which consists of a registered nurse, social worker, and a physician. KePRO is contracted by DMAS to perform authorizations.


	Waiver Exception
	Recipients are exempt from patient pays.



	Total Waiver Expenditures (SFY2007)


	$812,272


	Number of People Served (SFY2007)


	94

	Average Cost Per Recipient (SFY2007)
	$8,641 




Personal Assistance:  

Two types of personal assistance available: Agency- and Consumer-directed. Services that are provided by nurse aides who assist the recipient with activities of daily living such as bathing, dressing, transferring, ambulating, and meal preparation.

Private Duty Nursing:

Skilled medical services provided by a Registered Nurse or a Licensed Practical Nurse.

Respite Care:

Services provided by nurse aids, RN, or LPN who perform personal care type activities. This service differs from Personal Assistance in that the focus is on the need of the primary caregiver for a break rather than the need of a recipient for continuous care. Services are limited to 720 hours per calendar year. Respite care is available from an agency (agency-directed) or as a consumer-directed service.

Case Management:

The continuous reevaluation of need, monitoring of service delivery, revisions to the plan of care and coordination of services for AIDS individuals receiving home and community-based services in order to assure effective and efficient delivery of direct services.

Enteral Nutrition (EN):

Non-legend drug enteral nutrition covered under this waiver that is deemed by a physician, to be necessary as the primary source of nutrition for the recipient’s health care plan (due to the prevalence of conditions of wasting, malnutrition, and dehydration) and not available through any other food program. 
Consumer-Directed Services (CD):

Services for which the recipient or family/caregiver is responsible for hiring, training, supervising, and firing of the staff. 

Providers:

An institution, facility, agency, partnership, corporation, or association that meets the standards and requirements set forth by DMAS, and has a current, signed contract with DMAS to be a provider of a waiver service in the HIV/AIDS Waiver. 

For additional information, contact Mr. William A. Butler, Program Manager, Division of Long- Term Care, (804) 371-8886.

Virginia Department of Medical Assistance Services (DMAS)

Individual and Family Developmental Disabilities 
Support (IFDDS) Waiver

Fact Sheet as of April 2008

	Initiative
	Home- and community-based (1915(c)) waiver whose purpose is to provide care in the community rather than in an intermediate care facility for individuals with intellectual disabilities/mental retardation (ICF/MR).


	Targeted Population:


	Individuals who are 6 years of age and older who have a related condition and do not have a diagnosis of mental retardation and who: 
(1) Meet the ICF/MR level of care criteria (i.e., meet two out of seven levels of functioning in order to qualify); 
(2) Are determined to be at imminent risk of ICF/MR placement; and 
(3) Are determined that community-based care services under the waiver are the critical services that enable the individual to remain at home rather than begin placed in an ICF/MR.



	Program Administration
	The program is administered by DMAS.



	Eligibility Rules


	Individual Eligibility

An individual is deemed eligible for Waiver services based on three factors:

1) Diagnostic Eligibility: Individuals age six and older must have a psychological or standardized developmental evaluation that states that the child does not have a diagnosis of mental retardation or is at developmental risk and reflects the child’s current level of functioning.  

2) Functional Eligibility:  All individuals must meet the ICF-MR (Intermediate Care Facility for Mental Retardation) level of care. This is established by meeting the indicated dependency level in two or more of the categories on the “Level of Functioning Survey.”  

3) Financial Eligibility:  An eligibility worker from the local Department of Social Services (DSS) determines an individual’s financial eligibility for Medicaid.  

Medicaid regulations specify that once an individual has been determined eligible by the IFDDS screening team, he or she must be offered a choice between institutional and waiver services, choice of case manager, choice of provider and services.



	Services Available


	Case management, In– Home Residential Support Services, Day Support, Supported Employment, Prevocational Services, Agency- & Consumer-directed Personal Assistance, Agency- & Consumer-directed Respite,  Agency- & Consumer-directed Companion Care, Assistive Technology, Environmental Modifications, Skilled Nursing, Therapeutic Consultation to include Positive Behavioral Support and Applied Behavioral Analysis , Crisis Stabilization, Crisis Supervision, Personal Emergency Response Systems (PERS), and Family and Caregiver Training.



	Service Authorization


	An individual or family/caregiver submits a “Request for Screening” form to the screening team. The screening request is taken to one of the 11 Child Development Clinics designated to serve as the screening team for this waiver.  If the screening team determines the individual meets criteria, a service plan is created by a case manager and DMAS assigns a slot to the individual once a slot becomes available.



	Total Waiver Expenditure (SFY2007)
	$9,507,150 



	Number of People Served (SFY2007)
	408



	Average Cost Per Recipient (SFY2007)
	$23,302 


Waiting List

A waiting list exists for the DD Waiver.  The waiting list is maintained on a first-come, first served basis. Individuals are assigned waiting list numbers based on the date DMAS receives all required documentation - the complete Screening Packet from the screening team and the plan of care and supporting documentation from the case manager.  
Once the screening team determines the individual is eligible, a case manager works with the individual to develop a service plan. The amount of services on the service plan determines which level waiting list the individual is assigned.  Individuals whose service plans are below $25,000 are assigned to Level I; service plans exceeding $25,000 are assigned to Level II.

Emergency Criteria

Subject to available funding, individuals must meet at least one of the emergency criteria to be eligible for immediate access to waiver services without consideration to the length of time an individual has been waiting to access services.  In the absence of waiver services, the individual would not be able to remain in his home.   The criteria are:

1. The primary caregiver has a serious illness, has been hospitalized, or has died; or 

2. The individual has been determined by the DSS to have been abused or neglected and is in need of immediate Waiver services; or 

3. The individual has behaviors which present risk to personal or public safety; or

4.
The child presents extreme physical, emotional or financial burden at home and the family or caregiver is unable to continue to provide care.

Services Description

Assistive Technology: specialized medical equipment, supplies, devices, controls and appliances, which enable the individual to better perform activities of daily living, to perceive, control or communicate with his/her environment, or which are necessary to his/her proper functioning.  $5,000 limit per plan of care year.
Case Management: the assessment, planning, linking, and monitoring for individuals referred for the DD Waiver. It also ensures the development, coordination, implementation, monitoring, and modification of consumer service plans; links individuals with appropriate community resources and supports; coordinates service providers; and monitors quality care.
Companion: may be either agency-directed or consumer-directed (to individuals 18 years of age or older). Provide non-medical care, socialization, or support to adults in an individual’s home or at various locations in the community. 

Consumer-Directed Services: offer the individual/family the option of hiring workers directly, rather than using traditional agency staff.

Crisis Stabilization: direct intervention (and may include one-to-one supervision) to a person with developmental disabilities who is experiencing serious psychiatric or behavioral problems which jeopardize his/her current community living situation.

Crisis Supervision:  an optional component of crisis stabilization in which one-to-one and face-to-face supervision of the individual in crisis is provided by agency staff in order to ensure the safety of the individual and others in the environment.  It may be provided as a component of crisis stabilization only if clinical or behavioral interventions allowed under this service are also provided during the authorized period.  If this service is provided as part of crisis stabilization, it shall be separately billed in hourly service units.  
Day Support:  training, assistance, and specialized supervision to enable the individual to acquire, retain, or improve his/her self-help, social, and adaptive skills. Typically take place away from the home in which the individual resides and may be located in a “center” or in community locations.

Environmental Modifications:  physical adaptations to an individual’s home or vehicle needed by the individual to ensure his/her health, welfare, and safety or enable him/her to experience greater independence in the home and around the community.  $5,000 limit per Plan of Care year.

Family and Caregiver Training: training and counseling services to families of individuals receiving services in the waiver. 
In–Home Residential Support Services: training, assistance, and specialized supervision, provided primarily in an individual’s home to help the person learn or maintain skills in activities of daily living, safety in the use of community resources, and behavior appropriate for home and the community.  This may not be provided by a paid primary caregiver.

Respite: services provided to individuals who are unable to care for themselves, furnished on a short-term basis because of the absence or need for relief of those unpaid persons normally providing the care. May be agency- or consumer-directed.
Personal Assistance (Personal Care): may be either agency- or consumer-directed. Direct support with activities of daily living (e.g., bathing, toileting, personal hygiene skills, dressing, transferring, etc.), instrumental activities of daily living (e.g., assistance with housekeeping activities, preparation of meals, etc.), accessing the community, taking medication or other medical needs, and monitoring the individual’s health status and physical condition.  

Personal Emergency Response System (PERS):  an electronic device that enables certain recipients who are at high risk of institutionalization to secure help in an emergency through the provision of a two-way voice communication system that dials a 24-hour response or monitoring center upon activation and via the recipient’s home telephone line. This is limited to those recipients who live alone or are alone for significant parts of the day and who have no regular caregiver for extended periods of time, and who would otherwise require extensive routine supervision.
PERS Medication Monitoring: an electronic device that enables certain recipients at high risk of institutionalization to be reminded to take their medications at the correct dosages and times.

Prevocational Services: training and assistance to prepare an individual for paid or unpaid employment.  These services are not job task-oriented.  These are for individuals who need to learn skills fundamental to employment such as accepting supervision, getting along with co-workers, using a time clock, and etc.

Skilled Nursing Services: nursing services ordered by a physician for individuals with serious medical conditions and complex health care needs. This service is available only for individuals for whom these services cannot be accessed through another means.  These services may be provided in an individual’s home, community setting, or both.

Supported Employment: enables individuals with disabilities to work in settings in which persons without disabilities are typically employed.  It may be provided to one person in one job (e.g., a person working to bus tables in a restaurant) or to several people at a time when those individuals are working together as a team to complete a job (e.g., such as a grounds maintenance crew).

Therapeutic Consultation: expert training and technical assistance in any of the following specialty areas to enable family members, caregivers, and other service providers to better support the individual.  The specialty areas are: Psychology, Social Work, Speech and Language Pathology, Occupational Therapy, Physical Therapy, Therapeutic Recreation, Psychiatric Clinical Nursing, Rehabilitation, and Positive Behavioral Supports. 

Providers
An institution, facility, agency, partnership, corporation, or association that meets the standards and requirements set forth by DMAS, and has a current, signed contract with DMAS to be a provider of waiver services. 

For additional information, please contact Ms. Yvonne Goodman, RN, Supervisor, Division of Long-Term Care, (804) 786-1465.
Virginia Department of Medical Assistance Services (DMAS)

Mental Retardation (MR) Waiver

Fact Sheet as of April 2008
	Initiative
	Home- and community-based (1915 (c)) waiver the purpose of which is to provide care in the community rather than in an intermediate care facility for individuals with intellectual disabilities/mental retardation (ICF/MR).


	Targeted Population:


	Individuals who are up to 6 years of age who are at developmental risk and individuals age 6 and older who have mental retardation.  All individuals must: 

(1) Meet the ICF/MR level of care criteria (i.e., meet two out of seven levels of functioning in order to qualify); 

(2) Be at imminent risk of ICF/MR placement, and 

(3) Be determined that community-based care services under the waiver are the critical services that enable the individual to remain at home rather than being placed in an ICF/MR.



	Program Administration
	Program is administered by the Department of Mental Health, Mental Retardation and Substance Abuse Services (DMHMRSAS) and DMAS.



	Eligibility Rules


	The individual must be eligible for Medicaid and meet screening criteria; the income limit is 300% of the SSI payment limit for one person.  

	Services Available


	Assistive Technology, Crisis Stabilization, Day Support, Personal Assistance (Agency- & Consumer-Directed), Companion Care (Agency- & Consumer-Directed), Environmental Modifications, Personal Emergency Response Systems (PERS), Prevocational Services, Residential Support Services (In-Home and Congregate), Respite Care (Agency- & Consumer-Directed), Skilled Nursing, Supported Employment, and Therapeutic Consultation.


	Service Authorization


	An individual or the individual’s representative requests to be screened at the local community services board (CSB). The CSB is the single point of entry for mental retardation services.


	Total Waiver Expenditures (SFY2007)


	$381,861,078


	Number of People Served (SFY2007)


	6,850 



	Average Cost Per Recipient (SFY2007)
	$55,746 




Waiting List

A waiting list does exist for the MR Waiver.  The waiting list is maintained as follows:

All CSBs/BHAs are responsible for maintaining their own waiting list for the MR Waiver.   The waiting list maintained by the CSB/Behavioral Health Authority (BHA) consists of three categories: urgent, non-urgent and the planning list.  DMHMRSAS will maintain the Statewide Waiting List to include the CSBs’ urgent and non-urgent lists. The urgent category criteria are outlined later in this section. The non-urgent category consists of those who meet the diagnostic and functional criteria for the waiver, including the need for services within 30 days, but who do not meet the urgent criteria.  The planning list category consists of those who need services in the future.  The waiver is “needs based” with those in the urgent category being given priority.  Only after all individuals in the State who meet the urgent criteria have been served can individuals in the non-urgent category be served.

The CSB/BHA must maintain documentation with the reasons the individual meets the urgent criteria.  If a slot becomes vacant or when a new slot is allocated, the CSB/BHA is responsible for assigning the slot to an individual from the urgent category.  DMHMRSAS will confirm that the slot is available to the CSB/BHA and that the individual has previously been included on the Statewide Urgent Need of Waiver Services Waiting List or newly meets the Urgent Need criteria.  The CSB/BHA will determine, from among the individuals included in the urgent category, who should be served first, based on the needs of the individual at the time a slot becomes available and not on any predetermined numerical or chronological order.

The urgency of need of individuals on the CSB’s/BHA’s waiting list is evaluated quarterly by the case manager, who makes additions and deletions to the urgent and non-urgent categories as needed and forwards to DMHMRSAS any modifications to the Statewide Urgent Need of Waiver services Waiting List.  When the individual is first placed on the Waiting List or if an individual is moved from the urgent to non-urgent waiting list category, he or she is to be notified in writing by the case manager within 10 days and given appeal rights. 

Urgent Criteria:

The urgent category is assigned when the individual is in need of services because he or she is determined to be at significant risk.  Assignment to the urgent category may be requested by the individual, his or her legal guardian, or primary caregiver.  The urgent category may be assigned only when the individual or legal guardian would accept the preferred service if it were offered.  

Satisfaction of one or more of the following criteria shall create a presumption that the individual is at significant risk and indicate that the individual should be placed on the Urgent Need of Waiver Services Waiting List:

1. Primary caregiver(s) is/are 55 years or older; 

2. The individual is living with a primary caregiver who is providing the service voluntarily and without pay and the primary caregiver indicates that he or she can no longer care for the individual with mental retardation;

3. There is a clear risk of abuse, neglect, or exploitation;

4. The primary caregiver has a chronic or long term physical or psychiatric condition or conditions which significantly limit his or her ability to care for the individual with mental retardation;

5. The individual is aging out of a publicly funded residential placement or otherwise becoming homeless (exclusive of children who are graduating from high school); or

6. The individual with mental retardation lives with the primary caregiver and there is a risk to the health or safety of the individual, primary caregiver, or other individual living in the home due to either of the following conditions:

a. The individual’s behavior or behaviors present a risk to himself or others which cannot be effectively managed by the primary caregiver even with generic or specialized support arranged or provided by the CSB/BHA; or

b. There are physical care needs (such as lifting or bathing) or medical needs that cannot be managed by the primary caregiver even with generic or specialized supports arranged or provided the CSB/BHA.

Services Description

Assistive Technology: specialized medical equipment, supplies, devices, controls and appliances, which enable the individual to better perform activities of daily living, to perceive, control or communicate with his/her environment, or which are necessary to his/her proper functioning.

Case Management: the assessment, planning, linking, and monitoring for individuals. It also ensures the development, coordination, implementation, monitoring, and modification of consumer service plans; links individuals with appropriate community resources and supports; coordinates service providers; and monitors quality care.
Companion: may be either agency- or consumer-directed. Provide non-medical care, socialization, or support to adults in an individual’s home or at various locations in the community. 

Consumer-Directed Services: offer the individual/family the option of hiring workers directly, rather than using traditional agency staff.

Crisis Stabilization: direct intervention (and may include one-to-one supervision) to a person with developmental disabilities who is experiencing serious psychiatric or behavioral problems which jeopardize his/her current community living situation.

Day Support:  training, assistance, and specialized supervision to enable the individual to acquire, retain, or improve his/her self-help, social, and adaptive skills. Typically take place away from the home in which the individual resides and may be located in a “center” or in community locations.

Environmental Modifications:  physical adaptations to an individual’s home or vehicle needed by the individual to ensure his/her health, welfare, and safety or enable him/her to experience greater independence in the home and around the community. 

In–Home Residential Support Services: training, assistance, and specialized supervision, provided primarily in an individual’s home to help the person learn or maintain skills in activities of daily living, safety in the use of community resources, and behavior appropriate for home and the community.

Medication Monitoring: an electronic device that enables certain recipients at high risk of institutionalization to be reminded to take their medications at the correct dosages and times.
Residential Support:  support provided in the individuals’ home; training, assistance, and supervision is routinely provided to enable individuals to maintain or improve their health, to develop skills in activities of daily living and safety in the use of community resources, adapt their behavior to community and home-like environments, to develop relationships, and participate as citizens in the community.

Respite: services provided to individuals who are unable to care for themselves, furnished on a short-term basis because of the absence or need for relief of those unpaid persons normally providing the care. May be agency- or consumer-directed.
Personal Assistance (Personal Care): may be either agency- or consumer-directed. Direct support with activities of daily living (e.g., bathing, toileting, personal hygiene skills, dressing, transferring, etc.), instrumental activities of daily living (e.g., assistance with housekeeping activities, preparation of meals, etc.), accessing the community, taking medication or other medical needs, and monitoring the individual’s health status and physical condition.  

Personal Emergency Response System (PERS):  an electronic device that enables certain recipients who are at high risk of institutionalization to secure help in an emergency through the provision of a two-way voice communication system that dials a 24-hour response or monitoring center upon activation and via the recipient’s home telephone line. This is limited to those recipients who live alone or are alone for significant parts of the day and who have no regular caregiver for extended periods of time, and who would otherwise require extensive routine supervision.

Prevocational Services: training and assistance to prepare an individual for paid or unpaid employment.  These services are not job task-oriented.  These are for individuals who need to learn skills fundamental to employment such as accepting supervision, getting along with co-workers, using a time clock, and etc.

Skilled Nursing Services: nursing services ordered by a physician for individuals with serious medical conditions and complex health care needs. This service is available only for individuals for whom these services cannot be accessed through another means.  These services may be provided in an individual’s home, community setting, or both.

Supported Employment: enables individuals with disabilities to work in settings in which persons without disabilities are typically employed.  It may be provided to one person in one job (e.g., a person working to bus tables in a restaurant) or to several people at a time when those individuals are working together as a team to complete a job (e.g., such as a grounds maintenance crew).

Therapeutic Consultation: expert training and technical assistance in any of the following specialty areas to enable family members, caregivers, and other service providers to better support the individual.  The specialty areas are: Psychology, Social Work, Speech and Language Pathology, Occupational Therapy, Physical Therapy, Therapeutic Recreation, Psychiatric Clinical Nursing, and Rehabilitation. 

Providers:

An institution, facility, agency, partnership, corporation, or association that meets the standards and requirements set forth by DMAS, and has a current, signed contract with DMAS to be a provider of waiver services. 

For additional information, please contact Ms. Gail Rheinheimer of DMHMRSAS at (540) 981-0697 or by e-mail at grheinheimer@dmhmrsas.state.va.us or Mr. William A. Butler, Program Manager, Division of Long-Term Care DMAS, (804) 371-8886.

Virginia Department of Medical Assistance Services

Technology Assisted Waiver

Fact Sheet as of April 2008
	Initiative
	Home- and community-based (1915 (c) waiver whose purpose is to provide care in the community rather than in a hospital, nursing facility, or other medical long-term care facility.


	Targeted Population:


	Individuals who are dependent upon technological support and require substantial, ongoing skilled nursing care. 

	Effective Date
	December 12, 1988

	Program Administration

	The program administered by DMAS.

	Recipient Criteria


	(1) To receive waiver services, the provision of home and community-based care must be determined to be a medically appropriate and cost-effective alternative to facility placement and must be pre-authorized by DMAS. 
(2) Recipients under 21 years old – must be determined that he/she would otherwise require hospitalization.
(3) Recipients 21 and older – must be eligible for adult specialized care placement prior to admission to the waiver.
(4) The health, safety, welfare of the recipient must be safely maintained in the home when the nurse or nurse aide is not present.
(5) Cannot be provided to any individual who resides outside the physical boundaries of the Commonwealth, with the exception of brief periods of time as approved by DMAS.


	Eligibility Rules
	Must be eligible for Medicaid and meet screening criteria; income limit is 300% of the SSI payment limit for one person  ($1,590/month)

Spousal impoverishment rules apply to this waiver. Children, recipients under the age of 21, this is based on their income not that of their parents.

	Services Available
	Private Duty Nursing (PDN), Personal Assistance (PC), and Respite Care (RC)

	Ancillary Service
	Environmental modifications (EM), assistive technology (AT), and durable medical supplies

	Excluded Services
	Individuals may not receive services under any other home and community-based waiver while receiving services under this waiver

Recipients with PDN private insurance benefits. DMAS is the secondary.

	Service Authorization
	For individuals aged 21 and over, a pre-admission screening team, local health and social services departments and hospital screening teams. A screening team consists of a registered nurse, social worker, and a physician. 

Pre-authorization is completed by DMAS Health Care Coordinators by conducting a home assessment.

Under the age of 21 years old, a DMAS Health Care Coordinator conducts a home visit using an assessment scoring tool.

	Providers


	Private duty nursing provider approved to render nursing services as either continuous nursing or as respite nursing and personal assistance services. Providers must meet the standards and requirements set forth by DMAS, and have a current, signed contract with DMAS to be a provider of such services. DME providers must be contracted with DMAS as a DME provider.



	Service Limitations
	RC – 360 hours per calendar year

EM - $5,000 per recipient per calendar year

AT - $5,000 per recipient per calendar year



	Total Waiver Expenditures (SFY2007)


	$26,738,452 

	Number of People Served (SFY2007)


	384

	Average Cost Per Recipient (SFY2007)


	$69,631


Technology Assisted:

Any individual defined as chronically ill or severely impaired who needs both a medical device to compensate for the loss of a vital body function and substantial and ongoing skilled nursing care to avert death or further disability and whose illness or disability would, in the absence of services approved under this waiver, require admission to or prolonged stay in a hospital, nursing facility, or other medical long-term care facility.

Private Duty Nursing:

Skilled medical services provided by a Registered Nurse or a Licensed Practical Nurse.

Personal Assistance:  

Non-skilled services provided by nurse aides who assist the recipient with activities of daily living such as bathing, dressing, transferring, ambulating, and meal preparation. May be performed by a Certified Nurse Aide(CNA) or a Respiratory Therapist (RT).
Respite Care is Defined:

Reimbursement for care provided by a Registered Nurse, Licensed Practical Nurse, or a Nurse Aides. This service is focused on the need of the caregiver for a break rather than the need of a recipient for continuous care. Services are limited to 360 hours per household per calendar year.

Environmental Modification (EM):

Physical adaptations to a house or place of residence when the modification exceeds reasonable accommodation requirements of the Americans with Disabilities Acts, necessary to ensure individuals’ health and safety or enable functioning with greater independence when the adaptation is not being used to bring a substandard dwelling up to minimum habitation standards and is of direct medical or remedial benefit to individuals.

Assistive Technology:

Specialized medical equipment and supplies including those devices, controls, or appliances, specified in the plan of care but not available under the State Plan for Medical Assistance, which enable individuals to increase their abilities to perform activities of daily living, or to perceive, control, or communicate with the environment in which they live or which are necessary to the proper functioning of such items.

Durable Medical Equipment (DME): 

Supplies prescribed by the attending physician, generally recognized by the medical community as serving a diagnostic or therapeutic purpose and as being a medically necessary element of the home care plan. Items covered are medically necessary equipment and supplies needed to assist the individual in the home environment, without regard to whether those items are covered by the Plan.

For additional information, contact Mr. Steve Ankiel, Program Manager, of the Long-Term Care, at (804) 786-1465.
Appendix 2 Quality of Life Survey

MFP Quality of Life Survey

Respondent Information

Respondent Name: 



Respondent Street Address:



Respondent City:



Respondent State:



Respondent ZIP Code:



Social Security Number:



Medicaid ID number:



(
Check here if the Sample Member is deceased and record date of death:


[_________] 
[_________]
[__________]
( GO TO END

Month
Day
Year

Hello, my name is _______ and I am from ________. I’m here to ask for your help with an important study of Medicaid beneficiaries in the state of __________.   The Quality of Life Survey, sponsored by the Centers for Medicare & Medicaid Services (CMS) and the state of __________, is an essential part of an evaluation of the Money Follows the Person Program, a program designed to help Medicaid beneficiaries transition out of institutional care into the community.  I’d like to ask you some questions about your housing, access to care, community involvement, and your health and well-being. Results from the study will help CMS and the state of __________ evaluate how well its programs are meeting the needs of Medicaid beneficiaries like you. 

Before we begin, let me assure you that all information collected will be kept strictly confidential and will not be reported in any way that identifies you personally.  Your answers will be combined with the answers of others and reported in such a way that no single individual could ever be identified.  Further, the information collected will not be used by anyone to determine your continuing eligibility for Medicaid benefits. We are collecting this information for research purposes only. However, I may be required to report any instances of abuse or neglect that you tell me about to authorities. Your participation is completely voluntary and if we come to any question you prefer not to answer, just tell me and we’ll move on to the next one.

If you have any questions, please stop me and ask me. Also, please let me know if you do not understand a question or if you would like me to repeat it.

Module 1:  Living Situation

1.
I’m going to ask you a few questions about the place you live. About how long have you lived (here/in your home)?  

Probe: Your best estimate is fine.

Interviewer: If respondent indicates less than 1 month, enter 1 month.
[_________]
[__________]
( GO TO QUESTION 2

Years
Months

DON’T KNOW
DK    


REFUSED
R       


1a. 
Would you say you have lived here more than five years?

Yes
01

No
02

Don’t Know
DK 

Refused
R

2. 
Interviewer: Does sample member live in a group home or nursing facility?
Yes
01

No
02

Don’t Know
DK

Refused 
R
3.
Do you like where you live?

Yes
01

No
02

Sometimes
03

DON’T KNOW
DK

REFUSED
R

4.
Did you help pick (this/that) place to live?

Yes
01

No
02

DON’T KNOW
DK

REFUSED
R

5.
Do you feel safe living (here/there)?

Yes
01
( GO TO QUESTION 6
No
02 


DON’T KNOW
DK 
( GO TO QUESTION 6
REFUSED
R 
( GO TO QUESTION 6
5a.
How often do you feel unsafe living (here/there)?

Sometimes
01

Most of the Time
02

DON’T KNOW
DK

REFUSED
R

6.
Can you get the sleep you need without noises or other disturbances where you live?

Yes
01

No
02

Sometimes
03

DON’T KNOW
DK

REFUSED
R

Module 2:  Choice and Control

7.
Can you go to bed when you want?

Yes
01

No
02

Sometimes
03

DON’T KNOW
DK

REFUSED
R

8.
Can you be by yourself when you want to?

Yes
01

No
02

Sometimes
03

DON’T KNOW
DK

REFUSED
R

9.
When you are at home, can you eat when you want to?

Yes
01

No
02

Sometimes
03

DON’T KNOW
DK

REFUSED
R

10.
Can you choose the foods that you eat?

Yes
01

No
02

Sometimes
03

DON’T KNOW
DK

REFUSED
R 
11.
Can you talk on the telephone without someone listening in?

Yes
01

No
02

Sometimes
03

No access to telephone
04

DON’T KNOW
DK

REFUSED
R

12. 
Can you watch TV when you want to?
Yes
01

No
02

Sometimes
03

No access to TV
04

DON’T KNOW
DK

REFUSED
R

13.
[AFTER TRANSITION ONLY] Some people get an allowance from the state to pay for the help or equipment they need.  Do you get an allowance like this? 

Yes
01

No
02 
( GO TO QUESTION 14
DON’T KNOW
DK 
( GO TO QUESTION 14
REFUSED
R 
( GO TO QUESTION 14
13a.
[AFTER TRANSITION ONLY] In the last 12 months, what help or equipment did you buy with this allowance? 


[Code all that apply]

Modified Home
01

Modified Car
02

Special Equipment
03

Paid Help
04

Transportation
05

Household Goods
06

Security Deposit
07

Other
08

DON’T KNOW
DK 

REFUSED
R
Module 3:  Access to Personal Care

14.
Now I’d like to ask you about some everyday activities, like getting dressed or taking a bath. Some people have no problem doing these things by themselves. Other people need somebody to help them. First, does anyone help you with things like bathing, dressing, or preparing meals? 


Probe: Please include any help received by another person, including cueing or standby assistance.

Yes
01

No
02
( GO TO QUESTION 15
DON’T KNOW
DK
( GO TO QUESTION 15
REFUSED
R
( GO TO QUESTION 15
14a.
Do any of these people get paid to help you?  

Yes
01

No
02
( GO TO QUESTION 15
Don’t Know
DK 
( GO TO QUESTION 15
Refused
R
( GO TO QUESTION 15
 14b.
Do you pick the people who are paid to help you?

Yes
01

No
02


Don’t Know
DK 

Refused
R

15.
Do you ever go without a bath or shower when you need one?

Yes
01

No
02  
( GO TO QUESTION 16

DON’T KNOW
DK  
( GO TO QUESTION 16
REFUSED
R  
( GO TO QUESTION 16
15a.
How often do you go without a bath or shower when you need one? Would you say only sometimes or most of the time? 

Sometimes
01

Most of the time
02

DON’T KNOW
DK

REFUSED
R

15b.
Is this because there is no one there to help you?

Probe: Please include any help received by another person, including cueing or standby assistance.

Yes
01

No
02

DON’T KNOW
DK

REFUSED
R

16.
Do you ever go without a meal when you need one?

Yes
01

No
02  
( GO TO QUESTION 17
DON’T KNOW
DK  
( GO TO QUESTION 17
REFUSED
R  
( GO TO QUESTION 17
16a.
How often do you go without a meal when you need one? Would you say only sometimes or most of the time? 

Sometimes
01

Most of the Time
02

DON’T KNOW
DK

REFUSED
R

16b.
Is this because there is no one there to help you?

Probe: Please include any help received by another person, including cueing or standby assistance.

Yes
01

No
02

DON’T KNOW
DK

REFUSED
R

17.
Do you ever go without taking your medicine when you need it?

Probes: Medicines are pills or liquids that are given to you by a doctor to help you feel better.

Yes
01

No
02  
( GO TO QUESTION 18
DON’T KNOW
DK  
( GO TO QUESTION 18
REFUSED
R  
( GO TO QUESTION 18
17a.
How often do you go without taking your medicine when you need it? Would you say only sometimes or most of the time? 
Sometimes
01

Most of the Time
02

DON’T KNOW
DK

REFUSED
R

17b.
Is this because there is no one there to help you?

Probe: Please include any help received by another person, including cueing or standby assistance.

Yes
01

No
02

DON’T KNOW
DK

REFUSED
R

18.
Are you ever unable to use the bathroom when you need to?

Yes
01

No
02  
( GO TO QUESTION 19
DON’T KNOW
DK  
( GO TO QUESTION 19
REFUSED
R  
( GO TO QUESTION 19
18a.
How often are you unable to use the bathroom when you need to? Would you say only sometimes or most of the time? 

Sometimes
01

Most of the Time
02

DON’T KNOW
DK

REFUSED
R
18b.
Is this because there is no one there to help you?

Probe: Please include any help received by another person, including cueing or standby assistance.

Yes
01

No
02

DON’T KNOW
DK

REFUSED
R

19.
[AFTER TRANSITION ONLY] Have you ever talked with a case manager or support coordinator about any special equipment or changes to your home that might make your life easier?

Probe: Equipment means things like wheelchairs, canes, vans with lifts, and automatic door opener.

Yes
01

No
02   
( GO TO QUESTION 20
DON’T KNOW
DK
( GO TO QUESTION 20
Not Applicable 
N/A
( GO TO QUESTION 20
REFUSED
R   
( GO TO QUESTION 20
19a.
[AFTER TRANSITION ONLY] What equipment or changes did you talk about?

DON’T KNOW
DK

REFUSED
R

19b.
[AFTER TRANSITION ONLY] Did you get the equipment or make the changes you needed?

Yes
01

No
02

In Process
03

DON’T KNOW
DK

REFUSED
R

20. [AFTER TRANSITION ONLY] Please think about all the help you received during the last week around the house like cooking or cleaning. Do you need more help with things around the house than you are now receiving?

Yes
01

No
02   


DON’T KNOW
DK   


REFUSED
R   


21. 
[AFTER TRANSITION ONLY] During the last week, did any family member or friends help you with things around the house?
Yes
01  

No
02
( GO TO QUESTION 22
DON’T KNOW
DK
( GO TO QUESTION 22
REFUSED
R
( GO TO QUESTION 22
21a.
[AFTER TRANSITION ONLY] Please think about all the family members and friends who help you. About how many hours did they spend helping you yesterday?

Probe: Your best estimate is fine.

Interviewer: if less than one hour, enter 1 hour. 

[_________]



Hours


DON’T KNOW
DK

REFUSED
R

Module 4:  Respect and Dignity

Note: If Q14 = No, DK or R ( GO TO QUESTION 27

Interviewer: For questions in this module, refer to your state’s policy on reporting any suspected incidents of abuse and neglect. For this survey, record only reports of current abuse. 

22. 
You said that you have people who help you. Do the people who help you treat you the way you want them to?
Yes
01  
( GO TO QUESTION 23
No
02

DON’T KNOW
DK
( GO TO QUESTION 23
REFUSED
R
( GO TO QUESTION 23
22a.
How often do they not treat you the way you want them to? Would you say only sometimes or most of the time? 

Sometimes
01

Most of the Time
02

DON’T KNOW
DK

REFUSED
R

23. 
Do the people who help you listen carefully to what you ask them to do?
Yes
01  
( GO TO QUESTION 24
No
02

DON’T KNOW
DK
( GO TO QUESTION 24
REFUSED
R
( GO TO QUESTION 24
23a.
How often do they not listen to you? Would you say only sometimes or most of the time? 

Sometimes
01

Most of the time
02

DON’T KNOW
DK

REFUSED
R

24.
[Optional] Have you ever been physically hurt by any of the people who help you now?


Probe: Physically hurt means someone could have pushed, kicked, or slapped you.

Yes
01  

No
02
( GO TO QUESTION 25
DON’T KNOW
DK
( GO TO QUESTION 25
REFUSED
R
( GO TO QUESTION 25
24a.
[Optional] What happened when the people who help you now physically hurt you?

DON’T KNOW
DK

REFUSED
R

24b.
[Optional] How many times have you been physically hurt by the people who help you now?

Probe: Your best guess is fine.
[_________]



Times


DON’T KNOW
DK

REFUSED
R

25.
[Optional] Are any of the people who help you now mean to you or do they yell at you? 

Probe:  Do they treat you in a way that makes you feel bad or do they hurt your feelings?
Yes
01  

No
02
( GO TO QUESTION 26
DON’T KNOW
DK
( GO TO QUESTION 26
REFUSED
R
( GO TO QUESTION 26
25a.
[Optional] How often are they mean to you? Would you say only sometimes or most of the time? 
Sometimes
01

Most of the Time
02

DON’T KNOW
DK

REFUSED
R

26.
[Optional] Have any of the people who help you now ever taken your money or things without asking first?

Yes
01  

No
02
( GO TO QUESTION 27
DON’T KNOW
DK
( GO TO QUESTION 27
REFUSED
R
( GO TO QUESTION 27
26a.
[Optional] How many times have they taken your money or things without asking first?

Probe: Your best guess is fine.

[_________]



Times


DON’T KNOW
DK

REFUSED
R

Module 5: Community Integration and Inclusion

27.
I’d like to ask you a few questions about things you do. Can you see your friends and family when you want to see them?

Interviewer: Code “yes” if respondent indicates that they have either gone to see friends or family or that friends and family have come to visit them.

Yes
01  

No
02
( GO TO QUESTION 28
DON’T KNOW
DK
( GO TO QUESTION 28
REFUSED
R
( GO TO QUESTION 28
27a.
How often do you see your friends and family when you want to see them? Would you say only sometimes or most of the time? 
Sometimes
01

Most of the Time
02

DON’T KNOW
DK

REFUSED
R

28.
Can you get to the places you need to go, like work, shopping, or the doctor’s office?

Yes
01  

No
02
( GO TO QUESTION 29
DON’T KNOW
DK
( GO TO QUESTION 29
REFUSED
R
( GO TO QUESTION 29

28a.
How often do you get to the places you need to go, like work, shopping, or the doctor’s office? Would you say only sometimes or most of the time? 

Sometimes
01

Most of the Time
02

DON’T KNOW
DK

REFUSED
R

29.
Is there anything you want to do outside [the facility/your home] that you can’t do now?

Yes
01  

No
02
( GO TO QUESTION 30
DON’T KNOW
DK
( GO TO QUESTION 30
REFUSED
R
( GO TO QUESTION 30

29a.
What would you like to do that you don’t do now?

DON’T KNOW
DK

REFUSED
R

29b.
What do you need to do these things?

DON’T KNOW
DK

REFUSED
R

30.
When you go out, can you go by yourself or do you need help?

Go out Independently
01 
( GO TO QUESTION 31
Need Help
02
DON’T KNOW
DK 
( GO TO QUESTION 31
REFUSED
R 
( GO TO QUESTION 31
30a.
Please think about all the help you received during the last week with getting around the community, such as shopping and going to a doctor’s appointment, do you need more help getting around than you are receiving?

Yes
01

No
02
DON’T KNOW
DK

REFUSED
R

31.
[AFTER TRANSITION ONLY] Are you working for pay right now?

Probe: Do you get any money for doing work?

Yes
01  
( GO TO QUESTION 32
No
02


DON’T KNOW
DK
( GO TO QUESTION 32
REFUSED
R
( GO TO QUESTION 32

31a.
[AFTER TRANSITION ONLY] Do you want to work for pay?

Yes
01

No
02

DON’T KNOW
DK

REFUSED
R

32.
[AFTER TRANSITION ONLY] Are you doing volunteer work or working without getting paid?

Probe: Are you doing work but not getting any money for it?

Yes
01  
( GO TO QUESTION 33
No
02


DON’T KNOW
DK
( GO TO QUESTION 33
REFUSED
R
( GO TO QUESTION 33

32a.
[AFTER TRANSITION ONLY] Would you like to do volunteer work or work without getting paid?

Probe: would you like to do work without getting paid for it?

Yes
01

No
02

DON’T KNOW
DK

REFUSED
R

33.
I’d like to ask you a few questions about how you get around. Do you go out to do fun things in your community?

Probe: These are things that you enjoy such as going to church, the movies or shopping?

Yes
01

No
02
DON’T KNOW
DK

REFUSED
R

34.
When you want to go somewhere, can you just go, do you have to make some arrangements, or do you have to plan many days ahead and ask people for help?

Decide and Go
01 

Plan Some 
02 

Plan Many Days Ahead
03

        DON’T KNOW
DK

REFUSED
R

N/A…………………………………………NA

35.
Do you miss things or have to change plans because you don’t have a way to get around easily?

Probe: Do you have to miss things because it is hard for you to get there?

Yes
01

No
02
Sometimes
03

DON’T KNOW
DK

REFUSED
R

36.
Is their any medical care, such as a medical treatment or doctor’s visits, which you have not received or could not get to within the past month? 
Probe: The medical care includes doctor visits or medical treatments that you may need.

Yes
01

No
02
DON’T KNOW
DK

REFUSED
R

Module 6:  Satisfaction

37.
Taking everything into consideration, during the past week have you been happy or unhappy with the help you get with things around the house or getting around your community?
Happy
01
( GO TO QUESTION 37a
Unhappy
02
( GO TO QUESTION 37b
DON’T KNOW
DK
( GO TO QUESTION 38 
REFUSED
R
( GO TO QUESTION 38
37a
Would you say you are a little happy or very happy?

A little happy
01
( GO TO QUESTION 38
Very happy 
02
( GO TO QUESTION 38


Don’t Know
DK 
( GO TO QUESTION 38
Refused
R
( GO TO QUESTION 38
37b
Would you say you are a little unhappy or very unhappy?

A little unhappy
01

Very unhappy
02


Don’t Know
DK 

Refused
R

38.
Taking everything into consideration, during the past week have you been happy or unhappy with the way you live your life?
Happy
01
( GO TO QUESTION 38a
Unhappy
02
( GO TO QUESTION 38b
DON’T KNOW
DK
( GO TO QUESTION 39
REFUSED
R
( GO TO QUESTION 39
38a.
Would you say you are a little happy or very happy?

A little happy
01
( GO TO QUESTION 39
Very happy 
02
( GO TO QUESTION 39


Don’t Know
DK 
( GO TO QUESTION 39
Refused
R
( GO TO QUESTION 39
38b.
Would you say you are a little unhappy or very unhappy?

A little unhappy
01

Very unhappy
02


Don’t Know
DK 

Refused
R

Module 7:  Health Status

39.
During the past week have you felt sad or blue?

Yes
01  

No
02
( GO TO QUESTION 40
DON’T KNOW
DK
( GO TO QUESTION 40
REFUSED
R
( GO TO QUESTION 40

39a.
How often have you felt sad and blue? Would you say only sometimes or most of the time? 
Sometimes
01

Most of the Time
02

DON’T KNOW
DK

REFUSED
R

40.
During the past week have you felt irritable?

Probe: Irritable means grumpy or easily upset about things in your life.

Yes
01  

No
02
( GO TO QUESTION 41
DON’T KNOW
DK
( GO TO QUESTION 41
REFUSED
R
( GO TO QUESTION 41

40a.
How often have you felt irritable? Would you say only sometimes or most of the time? 
Probe:  Irritable means grumpy or easily upset about things in your life.

Sometimes
01

Most of the Time
02

DON’T KNOW
DK

REFUSED
R

41.
During the past week have you had aches and pains?
Yes
01  

No
02
( GO TO QUESTION 42


DON’T KNOW
DK
( GO TO QUESTION 42


REFUSED
R
( GO TO QUESTION 42

41a.
How often do you have aches and pain? Would you say only sometimes or most of the time? 
Sometimes
01

Most of the Time
02

DON’T KNOW
DK

REFUSED
R

Closeout

42.
Those are all the questions I have you now. We would like to talk with you in about a year or so to find out how you are doing. In case we have trouble reaching you, what is the name, address, and phone number of a close relative or friend who is not living with you and is likely to know your location in the future?  For example, a mother, father, brother, sister, aunt, uncle, or close friend.

No Contact Available
01
( GO TO QUESTION 43  

Contact Available
02



42a.
Contact Name:



42b. 
Contact Street Address:



42c. 
Contact City:



42d.
Contact State:



42e. 
Contact ZIP



42f.
Contact Phone: 



43. 
Interviewer: Did you complete the interview with the sample member alone, the sample member who was assisted by another, or with a proxy?
Sample Member Alone
01

Sample Member with Assistance
02

Proxy
03

44.
Interviewer: Record date the interview was completed:


[_________] 
[_________]
[__________]


Month
Day
Year

( END INTERVIEW  
Appendix 3 Facilities Targeted for the Money Follows the Person Project
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Directory of 
Long Term Care Facilities
GENERAL INFORMATION 
Introduction 
State and federal regulatory programs guard the health, safety and welfare of the public by establishing and enforcing standards to assure quality health care. The Office of Licensure and Certification (OLC) of the Virginia Department of Health (VDH) administers the state licensing programs for nursing facilities, hospitals, home care organizations and hospice programs. OLC/VDH is also the state survey agency for the federal certification programs under the Centers for Medicare and Medicaid Services (CMS), i.e., Medicare and Medicaid. In addition, the OLC investigates consumer complaints regarding quality of health care services received. Inspections activities are used to satisfy both state licensure and federal certification requirements.  The OLC’s medical facility inspectors are health care professionals such as physicians, registered nurses, dietitians, and social workers. 
This directory contains the contact information for nursing facilities, hospital long-term care units, state mental health facilities federally certified by OLC/VDH, and intermediate care facilities for the mentally retarded federally certified by OLC/VDH. For information regarding Assisted Living Facilities, please contact the Virginia Department of Social Services. 

Additional information regarding Virginia’s nursing facilities be found on the web at: 
www.VDH.Virginia.gov/OLC 
Or on the federal Nursing Home Compare site:   

http://www.medicare.gov/NHCompare 
Terms and Definitions 
“NF” means a Medicaid only nursing facility “NP” or “non-participating” means a facility does not participate in Medicare or Medicaid “SNF” means a Medicare only skilled nursing facility  “SNF/NF” means a skilled nursing facility/nursing facility accepting both Medicare and Medicaid patients 

Nursing facilities are state licensed and federally certified by the OLC/VDH. The majority of Virginia’s nursing facilities accept Medicare/Medicaid reimbursement. A nursing facility’s inspection reports are available at the facility or by contacting OLC/VDH. 

Hospital long-term care units are designated long-term care beds in hospitals and are state licensed and federally certified by the OLC/VDH. 

State mental health facilities are operated by the Virginia Department of Mental Health, Mental Retardation and Substance Abuse Services (DMHMRSAS) and federally certified SNF/NF by OLC/VDH.   

Intermediate Care Facilities for the Mentally Retarded (ICF/MR): are state licensed by DMHMRSAS and federally certified NF only by OLC/VDH. 

Disclaimer 
This information is provided as a public service by OLC/VDH and updated biannually.  While every effort is made to assure accuracy, the information may be incorrect due to recent changes in facility name or address. This information should not be used as a sole source in selecting a facility. 

Amelia Nursing and Rehabilitation Center 
8830 Virginia Street 

Amelia, Virginia 23002 

SNF/NF 

Telephone: (804) 561-5611 

Annaburg Manor Nursing Home 
9201 Maple Street 

Manassas, Virginia 20110-5134 

SNF/NF 

Telephone: (703) 335-8300 

Appomattox Health & Rehabilitation Center 
235 Evergreen Avenue 

Appomattox, Virginia 24522 

SNF/NF 

Telephone: (434) 352-7420 

Arcadia Nursing & Rehabilitation Center 
17405 Lankford Highway 

Nelsonia, Virginia 23414 

SNF/NF 

Telephone: (757) 665-5555 

Arleigh Burke Pavilion 
1739 Kirby Road 

McLean, Virginia 22101 

NP 

Telephone: (703) 506-6900 

Ashland Convalescent Center 
906 Thompson Street

Ashland, Virginia 23005 

SNF/NF 

Telephone: (804) 798-3291 

Augusta Nursing and Rehabilitation Center 
83 Crossroads Lane 

Fishersville, Virginia 22939 

SNF/NF 

Telephone: (540) 885-8424 

Autumn Care of Altavista 
(Health Care Unit) 

1317 Lola Avenue 

Altavista, Virginia 24517 

SNF/NF 

Telephone: (434) 369-6651 

Autumn Care of Great Bridge 
821 Cedar Road 

Chesapeake, Virginia 23322 

SNF/NF 

Telephone: (757) 547-4528 

Autumn Care of Madison 
(Health Care Unit) 

One Autumn Court 

Madison, Virginia 22727 

SNF/NF 

Telephone: (540) 948-3054 

Autumn Care of Norfolk 
1401 Halstead Avenue 

Norfolk, Virginia 23502 

SNF/NF 

Telephone: (757) 857-0481 

Autumn Care of Portsmouth 
3610 Winchester Drive

Portsmouth, Virginia 23707 

SNF/NF 

Telephone: (757) 397-0725 

Autumn Care of Suffolk 
2580 Pruden Boulevard 

Suffolk, Virginia 23434 

SNF/NF 

Telephone: (757) 934-2363 

Avante at Harrisonburg 
94 South Avenue 

Harrisonburg, Virginia 22801

SNF/NF 

Telephone: (540) 433-2791 

Avante at Lynchburg 
2081 Langhorne Road 

Lynchburg, Virginia 24501 

SNF/NF 

Telephone: (434) 846-8437 

Avante At Roanoke 
324 King George Avenue, 

Southwest Roanoke, Virginia 24016 

SNF/NF 

Telephone: (540) 345-8139 

Avante at Waynesboro 
1221 Rosser Avenue 

Waynesboro, Virginia 22980 

SNF/NF 

Telephone: (540) 949-7191 

Bay Pointe Medical and Rehabilitation Center 
1148 First Colonial Road 

Virginia Beach, Virginia 23454 

SNF/NF 

Telephone: (757) 481-3321 

Bayside Healthcare Center 
1004 Independence Boulevard 

Virginia Beach, Virginia 23455 

SNF/NF 

Telephone: (757) 464-4058 

Beacon Shores Nursing & Rehabilitation Center 
340 Lynn Shores Drive 

Virginia Beach, Virginia 23452 

NF 

Telephone: (757) 340-6611 

Beaufont Healthcare Center 
200 Hioaks Road 

Richmond, Virginia 23225 

SNF/NF 

Telephone: (804) 272-2918 

Bedford County Nursing Home 
1229 County Farm Road 

Bedford, Virginia 24523 

NF 

Telephone: (540) 586-7658 

Belvoir Woods Health Care Center at The Fairfax 

(Health Care Unit) 

9160 Belvoir Woods Parkway 

Fort Belvoir, Virginia 22060-2703 

SNF/NF 

Telephone: (703) 799-1333 

Benjamin Borden Health Center 
170 Kendal Drive 

Lexington, Virginia 24450 

SNF/NF 

Telephone Number: (540) 463-1910 

Berkshire Health & Rehabilitation Center 
705 Clearview Drive 
Vinton, Virginia 24179 
SNF/NF 
Telephone: (540) 982-6691 
Berry Hill Nursing Home, Inc. 
621 Berry Hill Road 
South Boston, Virginia 24592 
SNF/NF 
Telephone: (434) 572-8901 
Beth Sholom Home of Eastern Virginia 
6401 Auburn Drive 
Virginia Beach, Virginia 23464 
SNF/NF 
Telephone: (757) 420-2512 
Beth Sholom Home of Virginia 
1600 John Rolfe Parkway 
Richmond, Virginia 23233 
SNF/NF 
Telephone: (804) 750-2183 
Birmingham Green 
(Health Care Unit) 
8605 Centreville Road 
Manassas, Virginia 20110-8426 
SNF/NF/NP 
Telephone: (703) 257-0935 
Bland County Nursing and Rehabilitation Center 
12185 Grapefield Road 
Bastian, Virginia 24314 
SNF/NF 
Telephone: (276) 688-4141 
Blue Ridge Nursing Center, Inc. 
105 Landmark Drive 
Stuart, Virginia 24171 
SNF/NF 
Telephone: (276) 694-7161 
Blue Ridge Rehab Center 
300 Blue Ridge Street 
Martinsville, Virginia 24115
SNF/NF 
Telephone: (276) 638-8701 
Bon Secours-Maryview Nursing Care Center 
4775 Bridge Road 
Suffolk, Virginia 23435 
SNF/NF 
Telephone: (757) 686-0488 
Bowling Green Healthcare Center 
120 Anderson Avenue 
Bowling Green, Virginia 22427-0967 
SNF/NF 
Telephone: (804) 633-4839 
Brandon Oaks Nursing & Rehabilitation 
Center (Health Care Unit) 
3837 Brandon Avenue, Southwest 
Roanoke, Virginia 24018 
SNF/NF 
Telephone: (540) 776-2616 
Brian Center Health & Rehabilitation/Scott 
County (Health Care Unit) 
105 Clonce Street 
Weber City, Virginia 24290 
SNF/NF 
Telephone: (276) 386-9444 
Brian Center Health and Brian Center Health and Rehabilitation  
188 Old Fincastle Road 
Fincastle, Virginia 24090 
SNF/NF 
Telephone: (540) 473-2288 
Brian Center Rehabilitation and Nursing Care 
100 Alleghany Regional Hospital Lane 
Low Moor, Virginia 24457 
SNF/NF 
Telephone: (540) 862-3610 
Bridgewater Home, Inc. 
(Health Care Unit) 
302 North Second Street 
Bridgewater, Virginia 22812 
SNF/NF 
Telephone: (540) 828-2550 
Bristol Nursing Home, Inc.-Virginia 
261 North Street 
Bristol, Tennessee 37620 
NP 
Telephone: (423) 764-6151 
Britthaven of Keysville 
730 Lunenburg Highway 
Keysville, Virginia 23947 
SNF/NF 
Telephone: (434) 736-8406 
Brooke Nursing Center 
140 Andrew Chapel Road 
Stafford, Virginia 22554 
NF 
Telephone: (540) 657-0019 
Burke Health and Rehabilitation Center 
9640 Burke Lake Road 
Burke, Virginia 22015 
SNF/NF 
Telephone: (703) 425-9765 
Carriage Hill Rehabilitation and Nursing 
Center (Health Care Unit) 
6106 Health Center Lane 
Fredericksburg, Virginia 22407-6647 
SNF/NF 
Telephone: (540) 785-1120 
Carrington Place at Botetourt Commons 
290 Commons Parkway 
Daleville, Virginia 24083 
SNF/NF 
Telephone: (540) 966-0056 
Carrington Place at Wytheville-Birdmont Center 
990 Holston Road, Post Office Box 568 
Wytheville, Virginia 24382 
SNF/NF 
Telephone: (276) 228-5595 
Carrington Place of Chesapeake 
1017 George Washington Highway 
Chesapeake, Virginia 23323 
SNF/NF 
Telephone: (757) 485-5500 
Carrington Place of Tappahannock 
1150 Marsh Street 
Tappahannock, Virginia 22560 
SNF/NF 
Telephone: (804) 443-4308 
Carrington, The 
2406 Atherholt Road 
Lynchburg, Virginia 24501 
SNF/NF 
Telephone: (434) 846-3200 
Chase City Nursing and Rehabilitation Center 
5539 Highway Forty Seven 
Chase City, Virginia 23294 
SNF/NF 
Telephone: (434) 372-8885 
Cherrydale Health & Rehabilitation Center 
3710 Lee Highway 
Arlington, Virginia 22207 
SNF/NF 
Telephone Number: (703) 243-7640 
Chesapeake Health & Rehabilitation Center 
688 Kingsborough Square 
Chesapeake, Virginia 23320 
SNF/NF 
Telephone: (757) 547-9111 
Chesapeake, The 
955 Harpersville Road 
Newport News, Virginia 23601 
NF 
Telephone: (757) 223-1600 
Coliseum Park Nursing Home, LLC 
305 Marcella Road 
Hampton, Virginia 23666 
SNF/NF 
Telephone: (757) 827-8953 
Colonial Heights Health Care Center 
831 Ellerslie Avenue 
Colonial Heights, Virginia 23834 
SNF/NF 
Telephone: (804) 526-6851 
Colonnades Health Care Center, The 
100 Colonnades Hill Drive 
Charlottesville, Virginia 22901 
SNF/NF 
Telephone: (434) 963-4198 
Consulate Health Care of Williamsburg 
1811 Jamestown Road 
Williamsburg, Virginia 23185 
SNF/NF 
Telephone: (757) 229-9991 
Consulate Health Care of Windsor 
23352 Courthouse Highway 
Windsor, Virginia 23487 
SNF/NF 
Telephone: (757) 242-4770 
Consulate Health Care of Woodstock 
803 South Main Street 
Woodstock, Virginia 22664 
SNF/NF 
Telephone: (540) 459-5676 
Convalescent Center at Patriots Colony, The 
(Health Care Unit) 
6500 Patriots Colony Drive 
Williamsburg, Virginia 23188 
SNF 
Telephone: (757) 220-9000 
Courtland Healthcare Center 
23020 Main Street 
Courtland, Virginia 23837 
SNF/NF 
Telephone: (757) 653-0908 
Covenant Woods 
(Health Care Unit) 
7090 Covenant Woods Drive 
Mechanicsville, Virginia 23111 
NP 
Telephone: (804) 569-8003 
Culpeper Baptist Retirement Community 
(Dorothy Finney Health Care Center) 
12425 Village Loop 
Culpeper, Virginia 22701 
NF 
Telephone: (540) 825-2411 
Culpeper Health & Rehabilitation Center 
602 Madison Road 
Culpeper, Virginia 22701 
SNF/NF 
Telephone: (540) 825-2884 
Edgemont Center, Inc. 
100 Edgemont Road 
Wytheville, Virginia 24382 
SNF/NF 
Telephone: (276) 228-7380 
Emporia Manor 
(Health Care Unit) 
200 Weaver Avenue 
Emporia, Virginia 23847 
SNF/NF 
Telephone: (434) 634-6581 
Evergreen Health & Rehabilitation Center 
380 Millwood Avenue 
Winchester, Virginia 22601 
SNF/NF 
Telephone: (540) 667-7010 
Evergreene Nursing Care Center 
355 William Mills Drive 
Stanardsville, Virginia 22973 
NP 
Telephone: (434) 985-4434 
Fairfax Nursing Center, Inc. 
10701 Main Street 
Fairfax, Virginia 22030 
SNF/NF/NP 
Telephone: (703) 273-7705 
Fairmont Crossing Rehabilitation and Health Care Center 
173 Brockman Park Drive 
Amherst, Virginia 24521 
SNF/NF 
Telephone: (434) 946-2850 
Fountains at Washington House, The 
(Health Care Unit) 
5100 Fillmore Avenue 
Alexandria, Virginia 22311 
SNF 
Telephone: (703) 845-5000 
Francis Marion Manor 
100 Francis Marion Lane 
Marion, Virginia 24354 
SNF/NF 
Telephone: (276) 782-1396 
Francis N. Sanders Nursing Home, Inc. 
7385 Walker Avenue 
Gloucester, Virginia 23061 
NP/SNF 
Telephone: (804) 693-2000 
Franklin Healthcare Center 
720 Orchard Avenue 
Rocky Mount, Virginia 24151 
SNF/NF 
Telephone: (540) 489-3467 
Friendship Health and Rehab Center 
327 Hershberger Road, Northwest 
Roanoke, Virginia 24012 
SNF/NF 
Telephone: (540) 265-2100 
Gainesville Health and Rehabilitation Center 
7501 Heritage Village Plaza 
Gainesville, Virginia 20155 
SNF/NF 
Telephone: (571) 248-6100 
Glebe, Inc., The 
200 Glebe Road 
Daleville, Virginia 24083 
NP 
Telephone: (540) 591-2100 
Glenburnie Rehabilitation and Nursing Center 
1901 Libbie Avenue 
Richmond, Virginia 232226 
SNF/NF 
Telephone Number: (804) 673-1022 
Golden LivingCenter - Alleghany 
1725 Main Street 
Clifton Forge, Virginia 24422 
SNF/NF 
Telephone: (540) 862-5791 
Golden LivingCenter - Battlefield Park 
250 Flank Road 
Petersburg, Virginia 23805-9117 
SNF/NF 
Telephone: (804) 861-2223 
Golden LivingCenter - Bayside of Poquoson 
1 Vantage Drive 
Poquoson, Virginia 23662 
SNF/NF 
Telephone: (757) 868-9960 
Golden LivingCenter - Blue Ridge 
836 Glendale Road 
Galax, Virginia 24333 
SNF/NF 
Telephone: (276) 236-9991 
Golden LivingCenter - Elizabeth Adam Crump Manor 
3600 Mountain Road 
Glen Allen, Virginia 23060 
SNF/NF 
Telephone: (804) 672-8725 
Golden LivingCenter - Fredericksburg 
3900 Plank Road 
Fredericksburg, Virginia 22407-6839 
SNF/NF 
Telephone Number: (540) 786-8351 
Golden LivingCenter - Martinsville 
1607 Spruce Street Extension 

Martinsville, Virginia 24112 

SNF/NF 

Telephone: (276) 632-7146 

Golden LivingCenter - Petersburg 
287 South Boulevard 

Petersburg, Virginia 23805 

SNF/NF 

Telephone: (804) 733-1190 

Golden LivingCenter - Portsmouth 
900 London Boulevard 

Portsmouth, Virginia 23704 

SNF/NF 

Telephone: (757) 393-6864 

Golden LivingCenter - Rose Hill 
110 Chalmers Court 

Berryville, Virginia 22611 

SNF/NF 

Telephone: (540) 955-9995 

Golden LivingCenter - Shenandoah Valley 
3737 Catalpa Avenue 

Buena Vista, Virginia 24416 

SNF/NF 

Telephone: (540) 261-7444 

Golden LivingCenter - Sleepy Hollow 
6700 Columbia Pike 

Annandale, Virginia 22003 

SNF/NF 

Telephone Number: (703) 256-7000 

Golden LivingCenter - The Cedars 
1242 Cedars Court 

Charlottesville, Virginia 22903-3684 

SNF/NF 

Telephone: (434) 296-5611 

Goodwin House Alexandria 
(Health Care Unit) 

4800 Fillmore Avenue 

Alexandria, Virginia 22311 

SNF/NF 

Telephone: (703) 578-1000 

Goodwin House Bailey's Crossroads 
(Health Care Unit) 

3440 South Jefferson Street 

Falls Church, Virginia 22041 

SNF/NF 

Telephone: (703) 820-1488 

Grace Healthcare of Abingdon 
600 Walden Road 

Abingdon, Virginia 24210 

SNF/NF 

Telephone: (276) 628-2111 

Grace Lodge 
(Health Care Unit) 

1503 Grace Street 

Lynchburg, Virginia 24504 

NF 

Telephone: (434) 528-0969 

Grayson Nursing and Rehabilitation Center 
400 South Independence Avenue 

Independence, Virginia 24348 

SNF/NF 

Telephone: (276) 773-0303 

Greenspring Village, Inc. 
7470 Spring Village Drive 
Springfield, Virginia 22150 
SNF 
Telephone: (703) 923-4663 
Greensville Manor 
(Long Term Care Unit) 
214 Weaver Avenue 
Emporia, Virginia 23847 
SNF/NF 
Telephone: (434) 348-2000 
Gretna Healthcare Center 
595 Vaden Drive 
Gretna, Virginia 24557-0577 
SNF/NF 
Telephone Number: (434) 656-1206 
Guggenheimer Nursing Home 
1902 Grace Street 
Lynchburg, Virginia 24504 
SNF/NF 
Telephone: (434) 947-5100 
Hanover Healthcare Center 
8139 Lee Davis Road 
Mechanicsville, Virginia 23111 
SNF/NF 
Telephone: (804) 559-5030 
Harbor’s Edge 
One Colley Avenue 
Norfolk, Virginia 23510 
NP 
Telephone: (757) 233-0475 
Harbour Pointe Medical and Rehabilitation Center 
1005 Hampton Boulevard 
Norfolk, Virginia 23507 
SNF/NF 
Telephone: (757) 623-5602 
Harrisonburg Health & Rehabilitation Center 
1225 South Reservoir Street 
Harrisonburg, Virginia 22801 
SNF/NF 
Telephone Number: (540) 433-2623 
Health Care Center at Brandermill Woods, The 
2100 Brandermill Parkway 
Midlothian, Virginia 23112 
SNF/NF 
Telephone: (804) 379-7100 
Health Care Center at Lucy Corr Village 
6800 Lucy Corr Boulevard 
Chesterfield, Virginia 23832-6657 
SNF/NF 
Telephone Number: (804) 748-1511 
Henrico Health & Rehabilitation Center 
561 North Airport Drive 
Highland Springs, Virginia 23075 
SNF/NF 
Telephone: (804) 737-0172 
Heritage Hall - Big Stone Gap 
2045 Valley View Drive 
Big Stone Gap, Virginia 24219 
SNF/NF 
Telephone: (276) 523-3000 
Heritage Hall - Blacksburg 
3610 South Main Street 
Blacksburg, Virginia 24060 
SNF/NF 
Telephone: (540) 951-7000 
Heritage Hall - Blackstone 
900 South Main Street 
Blackstone, Virginia 23824 
SNF/NF 
Telephone: (434) 292-5301 
Heritage Hall - Brookneal 
633 Cook Avenue 
Brookneal, Virginia 24528 
SNF/NF 
Telephone (434) 376-3717 
Heritage Hall - Charlottesville 
505 West Rio Road 
Charlottesville, Virginia 22901 
SNF/NF 
Telephone: (434) 978-7015 
Heritage Hall - Clintwood 
Route 607 Post Office Box 909 
Clintwood, Virginia 24228 
SNF/NF 
Telephone: (276) 926-4693 
Heritage Hall - Dillwyn 
9 Brickyard Drive 
Dillwyn, Virginia 23936 
SNF/NF 
Telephone: (434) 983-2058 
Heritage Hall - Front Royal 
400 West Strasburg Road 
Front Royal, Virginia 22630 
SNF/NF 
Telephone: (540) 636-3700 
Heritage Hall - Grundy 
2966 Slate Creek Road 
Route 5 Box 104 
Grundy, Virginia 24614 
SNF/NF 
Telephone: (276) 935-8144 
Heritage Hall - Laurel Meadows 
16600 Danville Pike 
Laurel Fork, Virginia 24352 
SNF/NF 
Telephone: (276) 398-2117 
Heritage Hall - Nassawadox 
9468 Hospital Avenue 
Nassawadox, Virginia 23413 
SNF/NF 
Telephone: (757) 442-5600 
Heritage Hall - Tazewell 
121 Ben Bolt Avenue 
Tazewell, Virginia 24651 
SNF/NF 
Telephone: (276) 988-2515 
Heritage Hall - Virginia Beach 
5580 Daniel Smith Road 
Virginia Beach, Virginia 23462-1104 
SNF/NF 
Telephone: (757) 499-7029 
Heritage Hall - Wise 
9434 Coeburn Mountain Road 

Wise, Virginia 24293 

SNF/NF 

Telephone: (276) 328-2721 

Heritage Hall Lexington 
205 Houston Street 

Lexington, Virginia 24450 

SNF/NF 

Telephone (540) 464-8181 

Heritage Hall Nursing & Rehab Center 
122 Morven Park Road, 

Northwest Leesburg, Virginia 20176-2098 

SNF/NF

 Telephone: (703) 777-8700 

Heritage Hall of King George 
8443 Kings Highway 

King George, Virginia 22485 

SNF/NF 

Telephone: (540) 775-4000 

Hermitage At Cedarfield, The 
(Health Care Unit)

2300 Cedarfield Parkway 

Richmond, Virginia 23233 

NP 

Telephone: (804) 967-9000 

Hermitage In Northern Virginia 
(Health Care Unit) 

5000 Fairbanks Avenue 

Alexandria, Virginia 22311 

NP 

Telephone: (703) 979-3800 

Hermitage On The Eastern Shore 
(Health Care Unit) 

23610 North Street 

Onancock, Virginia 23417 

NP

 Telephone: (757) 787-4343 

Highland Ridge Rehab Center, LLC 
5872 Hanks Avenue 

Dublin, Virginia 24084 

SNF/NF

 Telephone: (540) 674-4193 

Holly Manor Nursing Home 
2003 Cobb Street

Farmville, Virginia 23901 

SNF/NF/NP

Telephone: (434) 392-6106 

Hopewell Health Care Center 
905 Cousins Avenue 

Hopewell, Virginia 23860 

SNF/NF 

Telephone: (804) 458-6325 

Iliff Nursing and Rehab Center 
8000 Iliff Drive 

Dunn Loring, Virginia 22027 

SNF/NF 

Telephone: (703) 560-1000 

INOVA Cameron Glen Care Center 
(Health Care Unit) 

1800 Cameron Glen Drive 

Reston, Virginia 20190 

SNF/NF 

Telephone: (703) 834-5800 

INOVA Commonwealth Care Center 
4315 Chain Bridge Road 
Fairfax, Virginia 22030 
SNF/NF 
Telephone: (703) 934-5000 
James River Convalescent and Rehabilitation Center 
540 Aberthaw Avenue 
Newport News, Virginia 23601 
SNF/NF 
Telephone: (757) 595-2273 
Jefferson, The 
900 North Taylor Street 
Arlington, Virginia 22203-1858 
SNF/NF 
Telephone: (703) 516-9455 
Johnson Center At Falcons Landing, The 
(Health Care Unit) 
20535 Earhart Place 
Potomac Falls, Virginia 20165 
NP/SNF 
Telephone: (703) 404-5208 
Kings Daughter's Community Health and Rehabilitation Center 
1410 North Augusta Street 
Staunton, Virginia 24401 
SNF/NF 
Telephone: (540) 880-6233 
King's Grant 
(Health Care Unit) 
350 King's Way Road 
Martinsville, Virginia 24112-6631 
NF 
Telephone: (276) 634-1000 
Kroontje Health Care Center, The 
1000 Litton Lane 
Blacksburg, Virginia 24060 
NF 
Telephone: (540) 953-3200 
Lake Prince Woods, Inc. 
100 Anna Good Way 
Suffolk, Virginia 23434 
NP 
Telephone: (757) 923-5500 
Lakewood Manor Baptist Retirement 
Community, Inc. (Health Care Unit) 
1900 Lauderdale Drive 
Richmond, Virginia 23238 
NP 
Telephone: (804) 740-2900 
Lancashire Convalescent and Rehabilitation Center 
287 School Street 
Kilmarnock, Virginia 22482 
SNF/NF 
Telephone: (804) 435-1684 
Laurels of Charlottesville, The 
1165 Pepsi Place 
Charlottesville, Virginia 22901 
SNF/NF 
Telephone: (434) 951-4200 
Laurels of University Park, The 
(Health Care Unit) 
2420 Pemberton Road 
Richmond, Virginia 23233-2099 
SNF/NF 
Telephone: (804) 747-9200 
Laurels of Willow Creek, The 
11611 Robious Road 
Midlothian, Virginia 23113 
SNF/NF 
Telephone: (804) 379-4771 
Lee Nursing And Rehabilitation Center 
1751Combs Road 
Pennington Gap, Virginia 24277 
SNF/NF 
Telephone: (276) 546-4566 
Leewood Healthcare Center 
7120 Braddock Road 
Annandale, Virginia 22003 
SNF/NF 
Telephone: (703) 256-9770 
Lexington Court Rehabilitation & HealthcareCenter 
1776 Cambridge Drive 
Richmond, Virginia 23233 
SNF/NF 
Telephone: (804) 740-6174 
Life Care Center of New Market 
315 East Lee Highway 
New Market, Virginia 22844 
SNF/NF 
Telephone: (540) 740-8041 
Little Sisters Of The Poor/St. Joseph's Home For The Aged 
(Health Care Unit) 
1503 Michael Road 
Richmond, Virginia 23229-4899 
NF 
Telephone: (804) 288-6245 
Loudoun Nursing and Rehabilitation Center 
235 Old Waterford Road, Northwest 
Leesburg, Virginia 20176-2117 
SNF/NF 
Telephone: (703) 771-2841 
Louisa Healthcare Center 
210 Elm Street 
Louisa, Virginia 23093 
SNF/NF 
Telephone: (540) 967-2250 
Lovingston Healthcare Center 
393 Front Street 
Lovingston, Virginia 22949 
SNF/NF 
Telephone: (434) 263-4823 
Lynchburg Health & Rehabilitation Center 
5615 Seminole Avenue 
Lynchburg, Virginia 24502 
SNF/NF 
Telephone: (434) 239-2657 
Manassas Nursing and Rehabilitation Center 
8575 Rixlew Lane 
Manassas, Virginia 20109 
SNF/NF 
Telephone: (703) 257-9770 
ManorCare Health Services - Alexandria 
1510 Collingwood Road 
Alexandria, Virginia 22308 
SNF/NF 
Telephone: (703) 765-6107 
ManorCare Health Services - Arlington 
550 South Carlin Springs Road 
Arlington, Virginia 22204 
SNF/NF 
Telephone: (703) 379-7200 
ManorCare Health Services - Fair Oaks 
12475 Lee Jackson Memorial Highway 
Fairfax, Virginia 22033 
SNF/NF 
Telephone: (703) 352-7172 
ManorCare Health Services - Imperial 
1719 Bellevue Avenue 
Richmond, Virginia 23227 
SNF/NF 
Telephone: (804) 262-7364 
ManorCare Health Services - Stratford Hall 
2125 Hilliard Road 
Richmond, Virginia 23228 
SNF/NF/NP 
Telephone: (804) 266-9666 
Maple Grove Rehabilitation and Health Care Center 
318 SE Main Street 
Post Office Box 2409 
Lebanon, Virginia 24266 
SNF/NF 
Telephone: (276) 889-0733 
Martha Jefferson House 
(Health Care Unit) 
1600 Gordon Avenue 
Charlottesville, Virginia 22903 
NP 
Telephone: (434) 293-6136 
Mary Washington Health Center 
2400 McKinney Boulevard 
Colonial Beach, Virginia 22443 
SNF/NF 
Telephone: (804) 224-2222 
Masonic Home of Virginia 
(Health Care Unit) 
4101 Nine Mile Road 
Richmond, Virginia 23223 
NP 
Telephone: (804) 222-1694 
MeadowView Terrace 
184 Buffalo Road 
Clarksville, Virginia 23927 
SNF/NF 
Telephone: (434) 374-4141 
Medical Care Center 
2200 Landover Place 
Lynchburg, Virginia 24501 
SNF/NF 
Telephone: (434) 846-4626 
Mizpah Health Care Center 
Route 634 Post Office Box 70 
Locust Hill, Virginia 23092 
NF 
Telephone: (804) 758-5260 
MontVue Nursing Home 
30 Montvue Drive 
Luray, Virginia 22835 
SNF/NF 
Telephone: (540) 743-4571 
Mount Vernon Nursing & Rehabilitation Center 
8111 Tiswell Drive 
Alexandria, Virginia 22306-3297 
SNF/NF/NP 
Telephone: (703) 360-4000 
Mountain View Nursing Home, Inc. 
1776 Elly Road 
Aroda, Virginia 22709 
NF 
Telephone: (540) 948-6831 
Nansemond Pointe Rehabilitation and Healthcare Center 
200 West Constance Road 
Suffolk, Virginia 23434 
SNF/NF 
Telephone: (757) 539-8744 
Newport News Nursing and Rehabilitation Center 
12997 Nettles Drive 
Newport News, Virginia 23602 
SNF/NF 
Telephone: (757) 249-8880 
Newport, The 
11141 Warwick Boulevard 
Newport News, Virginia 23601 
SNF 
Telephone: (757) 595-3733 
NHC Healthcare/Bristol LLC 
245 North Street 
Bristol, Virginia 24201 
SNF/NF/NP 
Telephone: (276) 669-4711 
Norfolk Healthcare Center 
901 East Princess Anne Road 
Norfolk, Virginia 23504 
SNF/NF 
Telephone: (757) 626-1642 
Northampton Convalescent and Rehabilitation Center 
1028 Topping Lane 
Hampton, Virginia 23666 
SNF/NF 
Telephone: (757) 826-4922 
Oak Lea Nursing Home 
1475 Virginia Avenue 
Harrisonburg, Virginia 22802-2433 
SNF/NF 
Telephone: (540) 564-3500 
Oak Springs of Warrenton 
614 Hastings Lane 
Warrenton, Virginia 20186 
SNF/NF 
Telephone Number: (540) 347-4770 
Oakwood Nursing and Rehabilitation Center 
5520 Indian River Road 
Virginia Beach, Virginia 23464 
NF/SNF 
Telephone: (757) 420-3600 
Orange County Nursing Home and Home For Adults 
(Health Care Unit) 
120 Dogwood Lane 
Orange, Virginia 22960 
SNF/NF 
Telephone: (540) 672-2611 
Orchard, The 
20 Delfae Drive 
Warsaw, Virginia 22572 
SNF/NF 
Telephone Number: (804) 313-2500 
Our Lady of Hope Health Center, Inc. 
(Health Care Unit) 
13700 North Gayton Road 
Richmond, Virginia 23233 
SNF/NF/NP 
Telephone: (804) 360-1960 
Our Lady Of Peace 
(Health Care Unit) 
751 Hillsdale Drive 
Charlottesville, Virginia 22901 
NF 
Telephone: (434) 973-1155 
Our Lady of Perpetual Help Health Center, Inc. 
4560 Princess Anne Road 
Virginia Beach, Virginia 23462 
NF 
Telephone: (757) 495-4211 
Our Lady Of The Valley, Inc. 
(Health Care Unit) 
650 North Jefferson Street 
Roanoke, Virginia 24016 
SNF/NF 
Telephone: (540) 345-5111 
Parham Healthcare & Rehabilitation Center 
2400 East Parham Road 
Richmond, Virginia 23228 
SNF/NF 
Telephone Number: (804) 264-9185 
Pheasant Ridge Nursing and Rehabilitation Center 
4355 Pheasant Ridge Road, Southwest 
Roanoke, Virginia 24014 
SNF/NF 
Telephone: (540) 725-8210 
Piney Forest Healthcare Center 
450 Piney Forest Road 
Danville, Virginia 24540 
SNF/NF 
Telephone Number: (434) 799-1565 
Potomac Center, Genesis ElderCare 
1785 South Hayes Street 
Arlington, Virginia 22202 
SNF/NF 
Telephone: (703) 920-5700 
Powhatan Nursing Home, Inc. 
2100 Powhatan Street 
Falls Church, Virginia 22043 
NP 
Telephone (703) 538-2400 
Pulaski Health & Rehabilitation Center 
2401 Lee Highway 
Pulaski, Virginia 24301 
SNF/NF 
Telephone: (540) 980-3111 
Radford Nursing and Rehabilitation Center 
700 Randolph Street 
Radford, Virginia 24141 
SNF/NF 
Telephone: (540) 633-6533 
Raleigh Court Healthcare Center 
1527 Grandin Road 
Roanoke, Virginia 24015 
SNF/NF 
Telephone: (540) 342-9525 
Rappahannock Westminster-Canterbury, Inc. 
(Health Care Unit) 
132 Lancaster Drive 
Route 646 
Irvington, Virginia 22480 
SNF/NF 
Telephone: (804) 438-4000 
Regency Healthcare Center 
112 North Constitution Drive 
Yorktown, Virginia 23692-2792 
SNF/NF 
Telephone: (757) 890-0675 
Richfield Recovery & Care Center 
3615 West Main Street 
Salem, Virginia 24153 
SNF/NF 
Telephone: (540) 380-4500 
Ridgecrest Manor Nursing and Rehabilitation 
Ross Carter Boulevard 
Duffield, Virginia 24244 
SNF/NF 
Telephone: (276) 431-2841 
River Pointe Rehabilitation and Healthcare Center 
4142 Bonney Road 
Virginia Beach, Virginia 23452 
SNF/NF 
Telephone: (757) 340-0620 
River View on the Appomattox 
201 Eppes Street 
Hopewell, Virginia 23860 
SNF/NF 
Telephone: (804) 541-1445 
Riverside Convalescent Center - Hampton 
414 Algonquin Road 
Hampton, Virginia 23661 
SNF/NF 
Telephone: (757) 722-9881 
Riverside Convalescent Center - Mathews 
Route 198 & 611 
Mathews, Virginia 23109 
NF 
Telephone: (804) 725-9443 
Riverside Convalescent Center - Saluda 
672 Gloucester Road 

U. S. Route 17 
Saluda, Virginia 23149 
NF 
Telephone: (804) 758-2363 
Riverside Convalescent Center - Smithfield 
200 Lumar Road 
Smithfield, Virginia 23430 
SNF/NF 
Telephone: (757) 357-3282 
Riverside Convalescent Center - West Point 
2960 Chelsea Road 
West Point, Virginia 23181 
SNF/NF 
Telephone: (804) 843-4323 
Riverside Health and Rehabilitation Center 
2344 Riverside Drive 
Danville, Virginia 24540 
SNF/NF 
Telephone: (434) 791-3800 
Riverside Regional Convalescent Center 
1000 Old Denbigh Boulevard 
Newport News, Virginia 23602 
SNF/NF 
Telephone: (757) 875-2020 
Riverview Nursing Home 
120 Old Virginia Avenue 
Rich Creek, Virginia 24147 
SNF/NF 
Telephone: (540) 726-2328 
Roanoke United Methodist Home 
(Health Care Unit) 
1009 Old Country Club Road, Northwest 
Roanoke, Virginia 24017 
NP 
Telephone: (540) 344-6248 
Roman Eagle Memorial Home, Inc. 
2526 North Main Street 
Danville, Virginia 24540 
SNF/NF 
Telephone: (434) 836-9510 
Ruxton Health and Rehabilitation Center of Westover Hills 
4403 Forest Hill Avenue 
Richmond, Virginia 23225 
SNF/NF 
Telephone: (804) 231-0231 
Ruxton Health at The Meadows 
(Health Care Unit) 
2715 Dogtown Road 
Goochland, Virginia 23063 
SNF/NF 
Telephone: (804) 556-4418 
Ruxton Health at The Village 
4238 James Madison Highway 
Fork Union, Virginia 23055 
SNF/NF 
Telephone: (434) 842-2916 
Ruxton Health of Alexandria 
900 Virginia Avenue 
Alexandria, Virginia 22302 
SNF/NF 
Telephone: (703) 684-9100 
Ruxton Health of Lawrenceville 
(Health Care Unit) 
1722 Lawrenceville Plank Road 
Lawrenceville, Virginia 23868 
SNF/NF 
Telephone: (434) 848-4766 
Ruxton of Norfolk (formerly Thornton Hall) 
827 Norview Avenue 
Norfolk, Virginia 23509 
SNF/NF 
Telephone: (757) 853-6281 
Ruxton Health of Staunton 
(Health Care Unit) 
512 Houston Street 
Staunton, Virginia 24402-2565 
SNF/NF 
Telephone: (540) 886-2335 
Ruxton Health of Stratford Hills 
7246 Forest Hill Avenue 

Richmond, Virginia 23225 

SNF/NF Telephone: 

(804) 320-7901 

Ruxton Health of Williamsburg 
1235 Mount Vernon Avenue 

Williamsburg, Virginia 23185 

SNF/NF/NP 

Telephone: (757) 229-4121 

Ruxton Health of Winchester, LLC 
110 Lauck Drive 

Winchester, Virginia 22603 

NF 

Telephone: (540) 667-7830 

Ruxton Health of Woodbridge 
14906 Jefferson Davis Highway 

Woodbridge, Virginia 22191 

SNF/NF 

Telephone (703) 491-6167 

Salem Health & Rehabilitation Center 
1945 Roanoke Boulevard 

Salem, Virginia 24153 

SNF/NF

Telephone: (540) 345-3894 

Seaside, The Health Center At Atlantic Shores 
1200 Atlantic Shores Drive 

Virginia Beach, Virginia 23454 

SNF 

Telephone: (757) 716-2060 

Sentara Nursing and Rehabilitation Center -Hampton 
2230 Executive Drive 

Hampton, Virginia 23666 

SNF/NF 

Telephone: (757) 224-2230 

Sentara Nursing Center - Chesapeake 
776 Oak Grove Road 

Chesapeake, Virginia 23320 

SNF/NF 

Telephone: (757) 204-4000 

Sentara Nursing Center - Norfolk 
249 South Newtown Road 

Norfolk, Virginia 23502 

SNF/NF

Telephone: (757) 892-5500 

Sentara Nursing Center - Portsmouth 
4201 Greenwood Drive 

Portsmouth, Virginia 23701 

SNF/NF 

Telephone: (757) 673-5000 

Sentara Nursing Center - Virginia Beach 
3750 Sentara Way 

Virginia Beach, Virginia 23452 

SNF/NF 

Telephone: (757) 306-2700 

Sentara Nursing Center - Windermere 
1604 Old Donation Parkway 

Virginia Beach, Virginia 23454 

SNF/NF 

Telephone: (757) 496-7100 

Seven Hills Health Care Center 
1900 Cool Lane 
Richmond, Virginia 23223 
SNF/NF 
Telephone: (804) 343-6100 
Shenandoah Nursing Home 
339 Westminister Drive 
Fishersville, Virginia 22939 
SNF/NF 
Telephone: (540) 949-8665 
Shenandoah Valley Westminster - Canterbury 
(Health Care Unit) 
300 Westminster - Canterbury Drive 
Winchester, Virginia 22603 
SNF/NF 
Telephone: (540) 665-0156 
Shore LifeCare At Parksley 
26181 Parksley Road 
Parksley, Virginia 23421 
SNF/NF 
Telephone: (757) 665-5133 
Sitter-Barefoot Veterans Care Center 
1601 Broad Rock Boulevard 
Richmond, Virginia 23224 
NF 
Telephone: (804) 271-8435
Skyline Nursing and Rehabilitation Center 
237 Franklin Pike Road, Southeast 
Floyd, Virginia 24091 
SNF/NF 
Telephone: (540) 745-2016 
Skyline Terrace Convalescent Home 
123 Lakeview Road 
Woodstock, Virginia 22664 
NF 
Telephone: (540) 459-3738 
Snyder Nursing Home 
11 North Broad Street 
Salem, Virginia 24153 
NF 
Telephone: (540) 389-0160 
South Boston Manor, LLC 
406 Oak Lane 
South Boston, Virginia 24592 
SNF/NF 
Telephone: (434) 572-2925 
South Roanoke Nursing Home, Inc. 
3823 Franklin Road, Southwest 
Roanoke, Virginia 24014 
SNF/NF 
Telephone: (540) 344-4325 
Springs Nursing Center, The 
Spring Street 
Hot Springs, Virginia 24445 
SNF/NF 
Telephone (540) 839-2299 
Springtree Health & Rehabilitation Center 
3433 Springtree Drive 
Roanoke, Virginia 24012 
NP 
Telephone: (540) 981-2790 
St. Francis Nursing Center 
4 Ridgewood Parkway 

Newport News, Virginia 23602 

SNF/NF 

Telephone: (757) 886-6500 

Stanleytown Healthcare Center 
240 Riverside Drive 

Bassett, Virginia 24055 

SNF/NF 

Telephone: (276) 629-1772 

Summit Health and Rehabilitation Center 
1300 Enterprise Drive 

Lynchburg, Virginia 24502 

SNF/NF 

Telephone: (434) 845-6045 

Summit Square Retirement Community 
(Health Care Unit) 501 Oak Avenue 

Waynesboro, Virginia 22980 

NF 

Telephone: (540) 941-3100 

Sunnyside Presbyterian Retirement Community 
3935 Sunnyside Drive, Suite A 

Harrisonburg, Virginia 22801-2336 

SNF/NF 

Telephone: (540) 568-8200 

Tandem Health Care of Norfolk 
3900 Llewellyn Avenue 

Norfolk, Virginia 23504 

SNF/NF 

Telephone: (757) 625-5363 

The Hermitage/Via Heatlh Care Center 
(Health Care Unit) 

1600 Westwood Avenue 

Richmond, Virginia 23227 

NP 

Telephone: (804) 474-1800 

Trinity Mission Health & Rehab of Charlottesville 
1150 Northwest Drive 

Charlottesville, Virginia 22901 

SNF/NF 

Telephone: (434) 973-7933 

Trinity Mission Health & Rehab of Farmville 
1575 Scott Drive 

Farmville, Virginia 23901 

SNF/NF 

Telephone: (434) 392-8806 

Trinity Mission Health & Rehab of Hillsville 
222 Fulcher Street 

Hillsville, Virginia 24343 

SNF/NF 

Telephone: (276) 728-2486 

Trinity Mission Health & Rehab of Rocky Mount 
300 Hatcher Street 

Rocky Mount, Virginia 24151 

SNF/NF 

Telephone: (540) 483-9261 

Valley Health Care Center 
940 East Lee Highway 

Chilhowie, Virginia 24319 

SNF/NF 

Telephone: (276) 646-8911 

Virginia Beach Healthcare and Rehabilitation Center 
1801 Camelot Drive 
Virginia Beach, Virginia 23454 
SNF/NF 
Telephone: (757) 481-3500 
Virginia Home, The 
1101 Hampton Street 
Richmond, Virginia 23220 
NF 
Telephone: (804) 359-4093 
Virginia Veterans Care Center 
4550 Shenandoah Avenue, Northwest 
Roanoke, Virginia 24017 
SNF/NF 
Telephone: (540) 982-2860 
Virginian, The 
9229 Arlington Boulevard 
Fairfax, Virginia 22031 
SNF/NF/NP 
Telephone: (703) 385-0555 
Waddell Nursing and Rehab Center 
202 Painter Street 
Galax, Virginia 24333 
SNF/NF 
Telephone: (276) 236-5164 
Walter Reed Convalescent and Rehabilitation Center 
7602 Meredith Drive 
Gloucester, Virginia 23061 
SNF/NF 
Telephone: (804) 693-6503 
Warrenton Overlook Health & Rehabilitation Center 
360 Hospital Drive 
Warrenton, Virginia 20186 
SNF/NF 
Telephone: (540) 349-1919 
Warsaw Healthcare Center 
5373 Richmond Road 
Warsaw, Virginia 22572 
SNF/NF 
Telephone: (804) 333-3616 
Waverly Healthcare Center 
456 East Main Street 
Waverly, Virginia 23890 
SNF/NF 
Telephone: (804) 834-3975 
Westminster At Lake Ridge 
12185 Clipper Drive 
Lake Ridge, Virginia 22192 
SNF/NF 
Telephone: (703) 643-9017 
Westminster Canterbury of Lynchburg, Inc., Health Center 
501 V.E.S. Road 
Lynchburg, Virginia 24503 
SNF/NF/NP 
Telephone: (434) 386-3500 
Westminster-Canterbury on Chesapeake Bay 
(Health Care Unit) 
3100 Shore Drive 
Virginia Beach, Virginia 23451 
SNF/NF 
Telephone: (757) 496-1464 
Westminster-Canterbury Of The Blue Ridge 
(Health Care Unit) 
250 Pantops Mountain Road 
Charlottesville, Virginia 22911 
NP/SNF 
Telephone: (434) 972-3100 
Westminster-Canterbury Richmond 
(Health Care Unit) 
1600 Westbrook Avenue 
Richmond, Virginia 23227 
SNF/NF/NP 
Telephone: (804) 264-6285 
Westport Health Care Center 
7300 Forest Avenue 
Richmond, Virginia 23226 
SNF/NF 
Telephone: (804) 288-3152 
Westwood Center 
(Health Care Unit) 
Westwood Medical Park 
Bluefield, Virginia 24605 
SNF/NF 
Telephone: (276) 322-5439 
Woodbine Rehabilitation & Healthcare Center 
2729 King Street 
Alexandria, Virginia 22302-4008 
SNF/NF 
Telephone: (703) 836-8838 
Woodhaven Hall At Williamsburg Landing 
(Health Care Unit) 
5500 Williamsburg Landing Drive 
Williamsburg, Virginia 23185-3799 
NP/SNF 
Telephone: (757) 253-8801 
Woodhaven Nursing Home 
13055 West Lynchburg/Salem Turnpike 
Montvale, Virginia 24122-0168 
NP 
Telephone: (540) 947-2207 
Woodlands, The 
1000 Fairview Avenue 
Clifton Forge, Virginia 24422 
SNF/NF 
Telephone: (540) 863-4096 
Woodmont Center 
11 Dairy Lane 
Fredericksburg, Virginia 22404 
SNF/NF 
Telephone: (540) 371-9414 
Woodview, The 
103 Rosehill Drive 
South Boston, Virginia 24592 
SNF/NF 
Telephone: (434) 572-4906 
York Convalescent and Rehabilitation Center 
113 Battle Road 
Yorktown, Virginia 23692 
SNF/NF 
Telephone: (757) 898-1491 
HOSPITAL LONG TERM CARE UNITS 
Augusta Medical Center Bon Secours DePaul Medical Center     
Skilled Nursing Unit Transitional Care Center 96 

Medical Care Drive 150 Kingsley Lane 

Fishersville, Virginia 22939 Norfolk, Virginia 23505 

SNF SNF/NF 

Telephone: (540) 932-4000 

Telephone: (757) 889-3200 

Children's Hospital 
Transitional Care Unit 
2924 Brook Road 
Richmond, Virginia 23220 
NF 
Telephone: (804) 321-7474 
Clinch Valley Medical Center 
(Long Term Care Unit) 
2949 West Front Street 
Richlands, Virginia 24641 
SNF/NF 
Telephone: (276) 596-6000 
Community Memorial Health Center 
125 Buena Vista Circle 
South Hill, Virginia 23970 
SNF/NF 
Telephone: (434) 447-3151 
Halifax Regional Hospital Skilled Nursing Facility 
2204 Willborn Avenue 
South Boston, Virginia 24592 
SNF/NF 
Telephone: (434) 575-3100 
John Randolph Nursing Home, Inc 
409 West Randolph Road 
Hopewell, Virginia 23860 
SNF/NF 
Telephone: (804) 452-3600 
Lake Taylor Transitional Care Hospital     
(Long Term Care Unit) 
1309 Kempsville Road 
Norfolk, Virginia 23502 
SNF/NF 
Telephone: (757) 461-5001 
Mountain View Regional Medical Center     
(Long Term Care Unit) 
Third Street, Northeast 
Norton, Virginia 24273 
SNF/NF 
Telephone: (276) 679-9100 
Oakwood Manor 
(Long Term Care Unit) 
1613 Oakwood Street 
Bedford, Virginia 24523 
SNF/NF 
Telephone: (540) 586-2441 
Pulaski Community Hospital 
2400 Lee Highway 
Pulaski, Virginia 24301 
SNF 
Telephone: (434) 980-6822 
R. J. Reynolds-Patrick County Memorial Hospital, Inc. 
(Extended Care Unit) 
18688 Jeb Stuart Highway
Stuart, Virginia 24171-9512 
Telephone: (276) 694-3153 
Riverside Tappahannock Hospital 
618 Hospital Road 
Route 2 Box 612 
Tappahannock, Virginia 22560 
SNF 
Telephone: (804) 443-3311 
Shore Memorial Hospital 
9507 Hospital Lane 
Nassawadox, Virginia 23413-0017 
SNF/NF 
Telephone: (757) 414-8000 
Smyth County Community Hospital, Inc. 
(Long Term Care Unit) 
565 Radio Hill Road 
Marion, Virginia 24354 
SNF/NF 
Telephone: (540) 782-1234 
Southampton Memorial Hospital 
100 Fairview Drive 
Franklin, Virginia 23851 
SNF/NF 
Telephone: (757) 569-6100 
Southside Regional Medical Center 
801 South Adams Street 
Petersburg, Virginia 23803 
SNF/NF 
Telephone: (804) 862-5000 
Stratford Health Center     
(Long Term Care Unit) 
508 Rison Street 
Danville, Virginia 24541 
SNF/NF 
Telephone: (804) 799-2100 
Virginia Baptist Hospital 
Division, Centra Health, Inc. 
3300 Rivermont Avenue 
Lynchburg, Virginia 24503 
SNF/NF 
Telephone: (434) 947-4000 
Warren Memorial Hospital     
Lynn Care Center 
1000 Shenandoah Avenue 
Front Royal, Virginia 22630 
SNF/NF 
Telephone: (540) 636-0300 
Wythe County Community Hospital 
600 West Ridge Road 
Wytheville, Virginia 24382 
SNF/NF 
Telephone: (540) 228-0200 
FACILITIES OPERATED BY THE DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION LISTED BY LOCALITY 
Central Virginia Training Center - ICF/MR Hiram W. Davis Medical Center 
Lynchburg, Virginia 24505 Petersburg, Virginia 23803 ICF/MR SNF/NF Telephone: (434) 947-6000 Telephone: (804) 524-7000 

Central Virginia Training Center - SNF/NF Northern Virginia Training Center 
Lynchburg, Virginia 24505 9901 Braddock Road SNF/NF Fairfax, Virginia 22032 Telephone: (434) 947-6000 ICF/MR Telephone (703) 320-4000 

Hancock Geriatric Treatment Center 4601 Ironbound Road Southeastern Virginia Training Center Williamsburg, Virginia 23187-8791 2100 Steppingstone Square NF Chesapeake, Virginia 23320 Telephone: (757) 253-5326 ICF/MR Telephone: (757) 424-8240 

Southside Virginia Training Center Petersburg, Virginia 23803 Southwestern Virginia Training Center ICF/MR Route 1 Box 415 Telephone: (804) 524-7000 Hillsville, Virginia 24343 

Southwestern Virginia Mental Health Institute ICF/MR Telephone: (276) 728-3121 502 East Main Street Marion, Virginia 24354 NF Telephone: (276) 783-1200 

INTERMEDIATE CARE FACILITIES FOR THE MENTALLY RETARDED  

Arc of the Virginia Peninsula, Inc, The CRI McKinley 
Hampton, Virginia 23666 

Arlington, Virginia 22205 

Telephone: (757) 896-8424 

Telephone: (703) 241-9449 

Arc of the Virginia Peninsula Fairmont CRI Queen Elizabeth ICF 
Hampton, Virginia 23666 

Annandale, Virginia 22003 

Telephone: (757) 896-8440 

Telephone: (703) 978-0204 

Baxter House Finney Avenue Residence 
Keen Mountain, Virginia 24624 

Suffolk, Virginia 23434 

Telephone: (540) 498-4549 

Telephone: (757) 925-2408 

Courthouse Road, ICF (Pima Road) Grandview, ICF/MR 
Alexandria, Virginia 22312 

Waynesboro, Virginia 22980 

Telephone: (703) 750-1114 

Telephone: (540) 943-7882 

CRI - Reservior Lane ICF Greenstone Residence 
Richmond, Virginia 23234 

Waynesboro, Virginia 22980 

Telephone (703) 841-7768 

Telephone: (540) 942-8733 

CRI Greenville ICF Harrison Intermediate Care Residence 
Springfield, Virginia 22150 

Harrisonburg, Virginia 22801 

Telephone: (703) 841-7768 ext 244 

Telephone: (434) 433-0965 

CRI Jackson, ICF Holiday House of Portsmouth, Inc. 
Arlington, Virginia 22201 

Portsmouth, Virginia 23707 

Telephone: (703) 841-7768 

Telephone: (757) 397-6352 

Jay's Place 
Suffolk, Virginia 23434 
Telephone: (757) 925-2360 
Kentucky Avenue Residence 
Virginia Beach, Virginia 23452 
Telephone: (757) 437-6278 
Lake Jackson Drive Group Home 
Manassas, Virginia 20111 
Telephone: (703) 392-4060 
Minerva Fisher Hall Group Home 
Vienna, Virginia 22182 
Telephone: (703) 641-8811 
Mountain View ICF/MR 
Keen Mountain, Virginia 24624 
Telephone: (804) 864-7250 
Neighbours Place (The) 
Zuni, Virginia 23898 
Telephone: (757) 242-4506 
North 16th Street Group Home 
Arlington, Virginia 22205 
Telephone: (703) 536-3248 
Stevens-Varnum House, The 
Lovingston, Virginia 22949 
Telephone: (434) 263-8734 
St. Mary’s Home for Disable Children in Norfolk 
Norfolk, Virginia 23502 
Telephone: (757) 622-2208 
Timothy and Bethany House 
Lynchburg, Virginia 24502 
Telephone: (804) 239-0722 
Wiseman House 
Charlottesville, Virginia 22902 
Telephone: (434) 977-4002 
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Appendix 5 Informed Consent Form 

COMMONWEALTH OF VIRGINIA

DEPARTMENT OF MEDICAL ASSISTANCE SERVICES

INFORMED CONSENT FOR PARTICIPATION IN VIRGINIA’S MONEY FOLLOWS THE PERSON REBALANCING DEMONSTRATION

Completion of this form and participation in Virginia’s Money Follows the Person Rebalancing Demonstration (the MFP Project) is completely voluntary.  I am not required to complete this form or participate in this program.  However, if I choose not to complete this form I am ineligible for participation in the MFP Project.  Regardless of my decision, I am in no way prohibited from transitioning to the community and I will continue to be eligible for Medicaid and for home and community-based services.

Name:

Current Institutional Residence:

Medicaid identification number:
I have been informed, allowed to ask questions and understand that: 

• The MFP Project is sponsored by the federal Centers for Medicare and Medicaid (CMS). The MFP Project will support states to strengthen their long-term support system, transition individuals from institutions, and improve the long-term care system overall. 

• CMS gave a demonstration award to the Virginia Department of Medical Assistance Services (DMAS) to implement the MFP Project in Virginia. 

• CMS has contracted with Mathematica Policy Research to evaluate the MFP Project nationwide. With my permission, certain information about me will be shared with CMS and with Mathematica Policy Research in order to meet the legal requirement to evaluate the MFP Project. 

• My participation in the MFP Project is completely voluntary. 

• If I decide not to participate in the MFP Project, I will still continue to be eligible for Medicaid home and community-based services, including PACE. 

• Upon completion of my one year enrollment in the MFP Project, I will automatically continue to be enrolled in the waiver or PACE program as long as I continue to meet criteria for waiver or PACE eligibility.

BENEFITS OF THE MFP PROJECT - Potential benefits from my participation in the MFP Project include the following: 

• I have been made aware of services under the MFP Project that will assist me to transition from the institution to live successfully in the community. In addition to home and community-based waiver or PACE services, I understand the following services are available only to people who participate in the MFP Project: 

· A 24 hour, seven days per week back-up system to assist me with obtaining essential services;

· Supplemental home modification funding if I need more than $5,000 to make necessary changes to my home or apartment; and

· If needed, payment of my rent from the time I sign the lease until the time I can move into my home or apartment once the home modifications are complete (up to 90 days).
• At the end of one year, I will continue to receive the same ongoing services through the Medicaid home and community-based program available in my community as long as I continue to meet the eligibility requirements for the program. 
• When I participate in the MFP Project, I will have the opportunity to complete the Quality of Life Surveys.  My responses will assist State and Federal officials with evaluating the success of Virginia’s MFP Project and improving community supports to allow more individuals to move back into their communities.
POTENTIAL RISKS 

• There is a risk my confidential information could be released to an organization who is not authorized to see it. This risk exists even if I do not participate in the MFP Project.  However, the risk of unauthorized release of my information in the MFP Project is very low because procedures are in place to protect my information to limit its release to other parties (as described below). 

PARTICIPATION IN EVALUATING THE MFP PROJECT
• Information about my participation in the MFP Project will be provided to CMS and to Mathematica Policy Research, the evaluation contractor hired by CMS.  
• I may be asked to respond to surveys, participate in visits to my home or otherwise communicate with DMAS staff or its designated agent for the MFP Project. This participation is also voluntary and I may not be dropped from the program if I choose not to respond to these surveys, participate in home visits about the surveys or otherwise communicate with DMAS staff or its designated agent about the surveys. 

I have been provided the opportunity to read material describing the evaluation component of the MFP Project. This material describes the basic goals of the evaluation, the types of data that will be collected, how the confidentiality of the data is protected, the likely benefits and risks associated with the evaluation, and who I can contact if I have any questions about the evaluation material. 

PRIVACY 

I have been informed that the information provided by DMAS to CMS and Mathematica Policy Research is confidential and will be protected under the Health Information Privacy and Portability Act (HIPAA).  A copy of the DMAS HIPAA privacy policies and procedures are available upon request. 

WITHDRAWAL FROM THE MFP PROJECT 

My participation in the MFP Project is entirely voluntary. If I enroll in the MFP Project but change my mind and no longer wish to be in this Project, I may withdraw at any time by completing a withdrawal form. I can get the form from my case manager, transition coordinator or from the MFP Project Director. 

COMPLAINTS 

About my health and safety: I understand that if I have a complaint or concern that affects my health, safety or well-being and is an urgent situation, I can call:

· 9-1-1 for life-threatening emergencies

· 2-1-1 for emergency back up of essential services

· 1-888-832-3835 to report allegations of adult abuse or neglect

· 1-800-552-7096 to report allegations of childt abuse or neglect

I also understand that my provider is required by law to report critical incidents to appropriate entities, including licensing authorities.

About my participation in the MFP Project:  I understand that if I have any complaints or concerns about my participation in the MFP Project or if I would like to receive e-mail updates I can contact the MFP Project Director at: 

Department of Medical Assistance Services

600 East Broad Street

Richmond, Virginia 23219

(804) 225-4222
Fax: (804) 371-4986

mfp@dmas.virginia.gov
I also understand that I have certain rights to file a grievance or appeal a decision as an individual using Medicaid waiver services.  My case manager or transition coordinator has provided me with information regarding my rights as an individual using Medicaid waiver services and has provided me with information regarding the process to file a grievance or appeal. 

CONSENT 

I have been given a brochure that explains to me my rights and responsibilities under the MFP Project.  I understand that I will also be given a signed copy of this consent form to keep.  If I have questions about the MFP Project that cannot be answered by the brochure, I can talk to my case manager, transition coordinator, or call the MFP Project Director at (804) 225-4222.
By signing this Informed Consent, I am agreeing to participate in the MFP Project and to accept all conditions for participation. 

SIGNATURE – Individual 

Address (Street, City, State, Zip Code) 

SIGNATURE – Legal Guardian (if applicable) 

Address (Street, City, State, Zip Code) 

Date Signed 

Telephone Number 

( ) -

Date Signed 

Telephone Number 

( ) -

CASE MANAGER OR TRANSITION COORDINATOR ACKNOWLEDGEMENT 

I have provided a copy of informed consent materials to ____________________(name) , and I offered to address any questions or provide information upon request. 

SIGNATURE –Date Signed 

Name – Agency Telephone Number 

( ) -

Case manager or transition coordinator

OPTION TO FORMALLY DECLINE PARTICIPATION 

I was offered the opportunity to participate in the MFP Project and have chosen to decline. I understand that this will not affect my eligibility for Medicaid or home and community-based services. 

SIGNATURE – Individual Date Signed 

Address (Street, City, State, Zip Code) Telephone Number 

( ) -

SIGNATURE – Legal Guardian (if applicable) Date Signed 

Address (Street, City, State, Zip Code) Telephone Number 

( ) -

Appendix 6 Guardian’s Values History Form

VALUES HISTORY

Name: 







Date:  

Completed by:

(Or) Information obtained from:  

Relationship to incapacitated person:  

Name of Guardian:

Section I:

Living Environment:

What has been your living situation over the last ten years (i.e., lived alone, lived with others, etc.)? Is this living situation your preference?

How difficult is it for you to keep up the kind of living situation you find comfortable? Does any illness or medical problem you now have mean that it will be harder in the future?  

How do any health problems affect your ability to care for yourself? How well are you able to meet the basic necessities of life—eating, meal preparation, personal care, etc.? 

How do you feel about your current health status? 

YOUR PERCEPTION OF THE ROLE OP PHYSICIANS AND OTHER HEALTH CARE PROFESSIONALS ?  

Is pain a factor in your life? How do you feel about pain?

Do you trust physicians in general?  

Do you like your physician?

How do you relate to caregivers including: nurses, therapists, social workers, etc?

YOUR THOUGHTS ABOUT INDEPENDENCE AND CONTROL?

How important is independence and self-sufficiency in your life?  

If you were to experience decreased physical and mental capabilities, how would that affect your attitude about independence and self-sufficiency? Would you want to maintain your independence at the risk of health and safety?

YOUR PERSONAL RELATIONSHIPS

What role do friends and/or family play in your life?

Are there individuals that you want involved in your life if you are mentally

incapacitated and /or dying? Names, address, phone numbers:

Do you trust and believe in friends, family and others supporting your wishes

concerning medical

treatment?

YOUR RELIGIOUS BACKGROUND AND BELIEFS

What is your religious background?

How do your religious beliefs affect your attitude toward serious or terminal illness?

How does your faith community, church or synagogue view the role of prayer or religious sacraments in any illness?

YOUR OVERALL ATTITUDE TOWARD LIFE, ILLNESS AND DEATH

What activities do you enjoy?

Are you happy to be alive?

What makes you laugh or cry?

What do you fear most? What frightens or upsets you?

Do you have goals for the future? List the goals:

What will be important to you when you are dying (i.e., physical comfort, no pain, family and friends present, minister or priest present, etc.)?

How do you feel about the use of life sustaining measures in the face of

(i) Terminal illness?

(ii) Irreversible coma?

(iii) Chronic, debilitating illness such as Alzheimer’s Disease?

YOUR ATTITUDE TOWARD FINANCES

Do you worry about having enough money to provide for your care?

Would you prefer to spend less money on your care so that more money can be saved for the benefit of your beneficiaries? How do your beneficiaries feel about this question?

YOUR WISHES CONCERNING YOUR FUNERAL

What are your wishes concerning funeral and burial or cremation?

Do you want a religious service?

Have you made funeral arrangements? If so, with whom?

WRITTEN LEGAL DOCUMENTS

Do you have a Living Will or an Advance Medical Directive?

Date: 



Location:

Do you have a Durable Power of Attorney?

Date: 



Location:

Do you have an organs donation document?

Date: 



Location:

Do you have a family attorney?

Name: 



Address:

Would you choose to use experimental treatments if you have a life threatening illness where normally accepted medical procedures have been unsuccessful?

WISHES CONCERNING MONEY AND HEALTH CARE COSTS

Do you want to spend your assets on life sustaining medical care?

Given the choice between home care and institutional care, on which would you prefer to spend your assets?

Is it important to you to preserve your assets for you family or beneficiaries?

THE FOREGOING DOCUMENT EXPRESSES MY WISHES AND DESIRES SHOULD BECOME DECISIONALLY INCAPACITATED. THIS INFORMATION MAY BE RELIED UPON BY MY SURROGATE DECISION-MAKER OR ATTORNEY IN FACT.

SIGNED: _________________________________
DATE: ___________________________________
WITNESS: ________________________________
WITNESS: ________________________________
(When prepared by the individual as an advance planning tool, it is useful to

have two non-family members witness and sign the Values History)

Appendix 7 Marketing, Education and Awareness Materials
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What is the Money Follows the Person (MFP) Project?

Money Follows the Person (MFP) is “a system of flexible financing for long-term services and supports that enables available funds to move with the individual to the most appropriate and preferred setting as the individual’s needs and preferences change.”

Who is Eligible for the MFP Project?

If an individual and/or their legal guardian are interested in the transition to the community, the individual must meet the following criteria:
· Resident of the Commonwealth of Virginia; 

· Living in a, Nursing Facility (NF), Long Stay Hospital (LSH), or Intermediate Care Facilities for people with Mental Retardation (ICF/MR); 

· Have lived in a long-term care institutional setting for at least six (6) successive months, including hospitalization periods; 

· Have been eligible for Medicaid for at least one (1) month at the time of transition
What Does MFP Mean to Me?

Some people living in facilities may think that they don’t have the ability to move back into the community. MFP gives individuals living in nursing facilities, Intermediate Care Facilities for people with Mental Retardation (ICF/MR), and long-stay hospitals more informed choices and options about where they live and receive services. Overall, MFP makes it possible for individuals who are elderly, disabled, and intellectually disabled to have the freedom to choose where they want to live!
What Can MFP Do For Me?

Should you choose to move to the community, you will enjoy all of the privileges of living independently: Choosing your service providers, expressing your satisfaction or dissatisfaction with services and supports, visiting with family and friends, and being apart of your community!

The following additional services will also be permanently available to individuals using home and community based waivers who currently do not have access to them:

· Personal Emergency Response System (PERS)

· Assistance with up-front household expenses at transition

· Assistive Technology, such as specialized toilets, braces, and computer software

· Housing and Transportation services

Department of Medical Assistance Services 
600 East Broad Street, Richmond, Virginia 23219

Phone: 804-225-4222

Fax: 804-371-4986
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DRAFT

Moving to the Community from a Nursing Facility or Long-Stay Hospital

 Under the Money Follows the Person Demonstration Project

Do you want to move to the community?  

If so, this “Money Follows the Person” Project gives you options for community living that have not been offered before:  

· More informed choices and options about where you live and receive services;

· Help  moving to the community; and 

· Quality care through services that are person-centered, appropriate, and based on your individual needs.

The ability for you, or your family member or caregiver, to decide whether moving to the community is right for you is central to the Project.  It is important that you understand everything about Project before you decide if you want to participate in it.  This is so you, or someone representing you, can give informed consent to participate.  You can find basic information here.  You can find much more detailed information in Virginia’s Money Follows the Person Project Guidebook.  Ask your transition coordinator, health care coordinator, case manager, support coordinator, or a staff member where you live for a copy or to explain more about the Project.  A copy of the Guidebook is also at http://www.olmsteadva.com/mfp.  

How do I qualify?

· You must be a resident of Virginia;

· You must be living in a nursing facility or a long-stay hospital;

· You must have been in a long-term care institution for at least six months in a row;

· You must have been eligible for Medicaid for at least one month at the time of your transition.  (You may already have Medicaid.)  
· You must be moving to one of the following community residences:
· a home that you or your family member owns or leases;

· an apartment that you or your family member leases; or

· one of the following group living settings:

· Adult foster care

· A 4-bed assisted living facility

· A sponsored residential home

· A group home with no more than three other people

What services and supports are available in the community?

You will be using one of the Medicaid home and community-based waivers or a Program of All-Inclusive Care for the Elderly (PACE) program.  More than likely, you will be using the “Elderly or Disabled with Consumer Direction” or “Technology Assisted”  Waivers, but you may also qualify for the “Mental Retardation,” “Developmental Disabilities,”  or “AIDS” Waivers, or for the PACE program if one is available where you will be living.   

Waiver services.  The following services are available under the Elderly or Disabled with Consumer Direction, Technology Assisted, Mental Retardation, Developmental Disabilities, and AIDS Waivers:

· Assistive Technology ($5,000 yearly limit)

· Environmental Modifications ($5,000 yearly limit)

· Personal Care (Consumer and/or Agency Directed) (adults only in the Technology Assisted Waiver)

· Respite Care (Consumer and/or Agency Directed) (Agency-Directed only in the Technology Assisted Waiver)

· Transition Services ($5,000 life-time limit) 

· A 24-hour emergency back-up service for 12 months after you move

Personal Emergency Response System and Medication Monitoring are also available under all except the AIDs Waiver.

The Mental Retardation and Developmental Disabilities Waivers offer the following additional services:

· Companion Services (Consumer and/or Agency Directed)

· Crisis Stabilization/Supervision 

· In-home Residential Support

· Prevocational Services

· Skilled Nursing Services

· Supported Employment (Consumer and/or Agency Directed)

· Therapeutic Consultation Day Support

The Developmental Disabilities Waiver also offers Family and Caregiver Training.  

The Mental Retardation Waiver also offers Congregate Residential Support.

The Elderly or Disabled with Consumer Direction Waiver also offers Transition Coordination (someone to assist you three months prior to and 12 months following your move to the community) and Adult Day Health Care. 

The HIV/AIDS Waiver also offers Case Management and Nutritional Supplements

Both the AIDS and Technology Assisted Waivers also offer private duty nursing.

The PACE Program:   This is not a Waiver, however it allows you to have access to acute, primary and long term supports through one organization.  There are currently six programs under development.  If you are interested in participating in this program, you must:

· Be 55 years of age or older;

· Live in a PACE service area;

· Meet nursing facility eligibility criteria; and 

· Be able to be safely cared for in the community.

The PACE provider must provide an emergency back-up system with access (including emergency care) to services authorized by the interdisciplinary team 24-hours per day, every day of the year, and must provide you with all the information necessary to facilitate easy access to services.  

In addition to Waiver or PACE services, you will be able to use a 24-hour emergency back-up service for 12 months after you move.  

You may also be eligible for:

· The Medicaid State Plan mandatory and optional services, including Medicaid transportation, and
· Non-Medicaid services and supports, including:
·  extra environmental home modification funding if you need more than $5,000 when you move, and 
· “bridge rent” for a limited time if you need to sign a lease but cannot move in until modifications are completed.
What is the difference between “agency-directed” and “consumer directed”?

With agency directed services, you select an agency, and the agency chooses the individuals who will provide your services. The agency is responsible for hiring, training, supervising, and firing its own employees.

With consumer directed services, you are the employer, and you are responsible for hiring, training, supervising, and firing your own employees.  When services are consumer-directed, you or your family or caregiver, as appropriate, decide what service is needed, who will provide it, when it will be provided, where it will be provided, and how it will be provided.  If you choose consumer-directed services, you must receive support from a consumer-directed services facilitator.  This is not a separate waiver service, but is required in conjunction with consumer-directed services.  The consumer-directed services facilitator is responsible for assessing your particular needs for a requested consumer-directed service, assisting in the development of your services plan, providing training to you and your family or caregiver, as appropriate, on your responsibilities as an employer, and providing ongoing support of the consumer-directed services.

How do I decide what services and supports I need?

You, your family member or caregiver, as appropriate, and your transition coordinator, health care coordinator, case manager or support coordinator, and your consumer-directed services facilitator if applicable, 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.  Your service plan will be designed to 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 there are changes in your needs.

You, your needs, and your preferences are central to the service plan development risk assessment process. During this discussion you and the people helping you develop your service plan will take into account the services and supports that you need as well as the supports that are already in place to mitigate risk. You 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.  

You must also include back up preparations for essential services within your service plan.  Essential services are those services that are necessary to eliminate undue risk to your health and safety.  You and your transition coordinator, health care coordinator, case manager or support coordinator  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.   There is a four-part approach for getting assistance for you if you have an emergency that threatens your health or safety.

· Tier 1:  Backup providers

· Tier 2:  Informal Network of family, friends, and neighbors

· Tier 3:  24-hour Response System through 2-1-1 VIRGINIA

· Tier 4:  Extreme Emergency Backup through 9-1-1

In addition, Virginia has a system in place that allows you and your providers to report any concerns or critical incidents that occur.  Examples of critical incidents are abuse, neglect or exploitation.  Virginia will use the information reported to fix any immediate problems or concerns and monitor the State’s long-term support system.  Monitoring will also include identifying trends and issues and making changes to better support you.  

How do I apply?

When you make the decision to participate in the Project, many people will be involved in assisting you to begin your transition process.  You will select a transition coordinator, case manager, health care coordinator or support coordinator.  (If you will be using Mental Retardation Waiver Services, your Community Services Board will designate your case manager).  His or her responsibility will be to:

· Meet with you and your family member or caregiver, as appropriate, and any other people important to you to determine what you will need to move to the community;

· Get authorization from you and your family or caregiver, as appropriate, to participate in the  Project;

· Coordinate meetings or visits with community provider(s);

· Prepare all Project documents, your discharge plan, community waiver services and satisfaction survey and quality of life documentation for the Project;

· Inform you of and explain your rights and who you can contact if you believe your rights have been violated.  You may receive a brochure from the Virginia Office of Protection and Advocacy.  You will receive information on your right to appeal from the Department of Medical Assistance Services;  

· Assist you with identifying all programs for which you are eligible and assist you with applying for these services as needed;

· Arrange for basic financial and functional assessments for eligibility, depending on the waiver program you will use for your community supports; and

· Inform the local department of social services that you plan to move to the community.

If you choose to consumer-direct certain services, you will also select a consumer-directed services facilitator.

What are my rights if I participate in the Project?

Under Virginia law, you have many rights, including the right to participate meaningfully in the decision-making processes affecting your life and to have your wishes and preferences respected to the maximum extent possible.  Participating meaningfully in decision making includes the right to give or not give informed consent.  Informed consent means your voluntary, written agreement to participate in the Project and receive services.  If you are not able to give any required consent, you have the right to have a representative make the decision for you.  Your representative is referred to as a “surrogate decision maker.”  No one can force or trick you into giving your consent to participate.  If you have a surrogate decision maker designated to make decisions for you, that person must provide informed consent for you to participate in the Project.  You also have the right, consistent with your abilities, to participate in the selection of your surrogate decision maker.  

You also have the right to freedom from abuse, neglect, and exploitation, domestic violence, and sexual assault, and the State makes every effort to prevent such occurrences.  The local social services department where you live investigates suspicions of adult and child abuse, neglect and exploitation of adults and children.  If you or your family, caregiver, provider, or anyone who knows you suspects that you have been abused, neglected or exploited, a report should be made to the local department of social services or the statewide 24-hour toll free hotlines immediately.  The Adult Protective Services Hotline number is 1-888-832-3858.  The Child Protective Services Hotline number is 1-800-552-7096.

If you are using Mental Retardation or Developmental Disabilities Waiver services you may have additional rights under The Rules and Regulations to Assure the Rights of Individuals Receiving Services from Providers of Mental Health, Mental Retardation and Substance Abuse Services (Human Rights Regulations).

What are my responsibilities if I participate in the Project?

When you move to the community, you will enjoy all of the responsibilities of living independently.  These responsibilities include:

· Choosing your service providers;

· Ensuring that you have an adequate back-up plan and implementing it when needed;

· Working with your transition coordinator, case manager, health care coordinator or support coordinator to assure a smooth transition and ongoing supports;

· Expressing your satisfaction or dissatisfaction with services and supports; 

· Reporting changes in your needs; and

· Paying your bills.  

After I enroll in the Project, what if have to move back to the facility or I don’t want to participate any longer?  

If you are re-admitted to a facility and stay there for more than 30 days, you will be disenrolled from the Project and the home and community-based waiver which you were using.  However, you may re-enroll into the Project without having to meet the requirement for six (6) consecutive months of institutional residency.  If you previously used the Mental Retardation Waiver and are readmitted to any institution and stay there 60 days or more, your case manager must, at your request, hold your Waiver slot for you.  If you previously used the Developmental Disabilities Waiver and are readmitted to any institution, your case manager or support coordinator will hold your slot for 90 days. 

Who is responsible for oversight of the Project, and who can I contact if I have questions?

The Department of Medical Assistance Services is responsible for the oversight of the Project.  The Project Director is Mr. Jason Rachel, and you can contact him at mfp@dmas.virginia.gov or by phone at (804) 225-4222.

Who is responsible for monitoring community-based providers?

The Virginia Department of Mental Health, Mental Retardation and Substance Abuse Services licenses group homes for individuals with intellectual disabilities, sponsored residential providers, and providers of other services to individuals with developmental disabilities, intellectual disabilities, mental health issues, and substance use disorders.  Licensing staff make at least one unannounced inspection of services per year and investigate complaints in licensed services.  For more information, visit http://www.dmhmrsas.virginia.gov/OL-default.htm or call (804) 786-3921. 

The Virginia Department of Social Services regulates adult foster care, and each home is approved by the applicable local department of social services.  For more information, contact the local department of social services in your community.

The Virginia Department of Social Services licenses assisted living facilities.  For more information, visit http://www.dss.virginia.gov/family/as/ or call (804) 726-7000 (Richmond) or (800) 552-3431 (toll-free).

The Virginia Department of Health licenses certain health care providers, including home care organizations. For more information, visit http://www.vdh.virginia.gov/olc/, or email OLC-Inquiries@vdh.virginia.gov or call (804) 367-2102.
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DRAFT

Moving to the Community from an ICF/MR Under the

Money Follows the Person Demonstration Project

Do you want to move to the community?  

If so, this “Money Follows the Person” Project gives you options for community living that have not been offered before:  

· More informed choices and options about where you live and receive services;

· Help  moving to the community; and 

· Quality care through services that are person-centered, appropriate, and based on your individual needs.

The ability for you or your family member or caregiver to decide whether moving to the community is right for you is central to the Project.  It is important that you understand everything about Project before you decide if you want to participate in it.  This is so you or your family member or caregiver, as appropriate, can give informed consent to participate.  You can find basic information here.  You can find much more detailed information in Virginia’s Money Follows the Person Project Guidebook.  Ask your case manager or a staff member where you live for a copy or to explain more about the Project.  A copy of the Guidebook is also at http://www.olmsteadva.com/mfp.  

How do I qualify?

· You must be a resident of Virginia;

· You must be living in an Intermediate Care Facility for Individuals with Mental Retardation;

· You must have been in a long-term care institution for at least six months in a row;

· You must have been eligible for Medicaid for at least one month at the time of your transition.  (You probably already have Medicaid.)  
· You must be moving to one of the following community residences:
· a home that you or your family member owns or leases;

· an apartment that you or your family member leases; or

· one of the following group living settings:

· Adult foster care

· A sponsored residential home

· A group home with no more than three other people

What services and supports are available in the community?

You will be using one of the Medicaid home and community-based waivers.  More than likely, you will be using the “Mental Retardation” or Developmental Disabilities” waivers, which offer the following services:

· Assistive Technology ($5,000 yearly limit)

· Companion Services (Consumer and/or Agency Directed)

· Crisis Stabilization/Supervision 

· Day Support

· Environmental Modifications ($5,000 yearly limit)

· In-home Residential Support

· Personal Care (Consumer and/or Agency Directed)

· Personal Emergency Response System and Medication Monitoring

· Prevocational Services

· Respite Care (Consumer and/or Agency Directed)

· Skilled Nursing Services

· Supported Employment (Consumer and/or Agency Directed)

· Therapeutic Consultation 

· Transition Services ($5,000 life-time limit) 

The Developmental Disabilities Waiver also offers Family and Caregiver Training.  The Mental Retardation Waiver also offers Congregate Residential Support.

In addition to these Waiver services, you will be able to use a 24-hour emergency back-up service for 12 months after you move.  

You may also be eligible for:

· The Medicaid State Plan mandatory and optional services, including Medicaid transportation, and
· Non-Medicaid services and supports, including:
·  extra environmental home modification funding if you need more than $5,000 when you move, and 
· “bridge rent” for a limited time if you need to sign a lease but cannot move in until modifications are completed.
What is the difference between “agency-directed” and “consumer directed”?

With agency directed services, you select an agency, and the agency chooses the individuals who will provide your services. The agency is responsible for hiring, training, supervising, and firing its own employees.

With consumer-directed services, you are the employer, and you are responsible for hiring, training, supervising, and firing your own employees.  When services are consumer-directed, you or your family or caregiver, as appropriate, decide what service is needed, who will provide it, when it will be provided, where it will be provided, and how it will be provided.  If you choose consumer-directed services, you must receive support from a consumer-directed services facilitator.  This is not a separate waiver service, but is required in conjunction with consumer-directed services.  The consumer-directed services facilitator is responsible for assessing your particular needs for a requested consumer-directed service, assisting in the development of your services plan, providing training to you and your family or caregiver, as appropriate, on your responsibilities as an employer, and providing ongoing support of the consumer-directed services.

How do I decide what services and supports I need?

You, your family member or caregiver, as appropriate, and your case manager or support coordinator, and your consumer-directed services facilitator if applicable, 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.  Your service plan will be designed to 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 there are changes in your needs.

You, your needs, and your preferences are central to the service plan development risk assessment process. During this discussion you and the people helping you develop your service plan will take into account the services and supports that you need as well as the supports that are already in place to mitigate risk. You 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.  

You must also include back up preparations for essential services within your service plan.  Essential services are those services that are necessary to eliminate undue risk to your health and safety.  You and case manager or support coordinator 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.   There is a four-part approach for getting assistance for you if you have an emergency that threatens your health or safety.

· Tier 1:  Backup providers

· Tier 2:  Informal Network of family, friends, and neighbors

· Tier 3:  24-hour Response System through 2-1-1 VIRGINIA

· Tier 4:  Extreme Emergency Backup through 9-1-1
In addition, Virginia has a system in place that allows you and your providers to report any concerns or critical incidents that occur.  Examples of critical incidents are abuse, neglect or exploitation.  Virginia will use the information reported to fix any immediate problems or concerns and monitor the State’s long-term support system.  Monitoring will also include identifying trends and issues and making changes to better support you.  

How do I apply?

When you make the decision to participate in the Project, many people will be involved in assisting you to begin your transition process.  You will select a case manager or support coordinator.  (If you will be using Mental Retardation Waiver Services, your Community Services Board will designate your case manager).  His or her responsibility will be to:

· Meet with you and your family member or caregiver, as appropriate, and any other people important to you to determine what you will need to move to the community;

· Get authorization from you and your family or caregiver, as appropriate, to participate in the  Project;

· Coordinate meetings or visits with community provider(s);

· Prepare all Project documents, your discharge plan, community waiver services and satisfaction survey and quality of life documentation for the Project;

· Inform you of and explain your rights and who you can contact if you believe your rights have been violated.  You may receive a brochure from the Virginia Office of Protection and Advocacy.  You will receive information on your right to appeal from the Department of Medical Assistance Services and human rights protections;  

· Assist you with identifying all programs for which you are eligible and assist you with applying for these services as needed;

· Arrange for basic financial and functional assessments for eligibility, depending on the waiver program you will use for your community supports; and

· Inform the local department of social services that you plan to move to the community.

If you choose to consumer-direct certain services, you will also select a consumer-directed services facilitator.

What are my rights if I participate in the Project?

Under Virginia law, you have many rights, including the right to participate meaningfully in the decision-making processes affecting your life and to have your wishes and preferences respected to the maximum extent possible.  Participating meaningfully in decision making includes the right to give or not give informed consent.  Informed consent means your voluntary, written agreement to participate in the Project and receive services.  If you are not able to give any required consent, you have the right to have a representative make the decision for you.  Your representative is referred to as a “surrogate decision maker.”  No one can force or trick you into giving your consent to participate.  If you have a surrogate decision maker designated to make decisions for you, that person must provide informed consent for you to participate in the Project.  You also have the right, consistent with your abilities, to participate in the selection of your surrogate decision maker.  

You also have the right to freedom from abuse, neglect, and exploitation, domestic violence, and sexual assault, and the State makes every effort to prevent such occurrences.  The local social services department where you live investigates suspicions of adult and child abuse, neglect and exploitation of adults and children.  If you or your family, caregiver, provider, or anyone who knows you suspects that you have been abused, neglected or exploited, a report should be made to the local department of social services or the statewide 24-hour toll free hotlines immediately.  The Adult Protective Services Hotline number is 1-888-832-3858.  The Child Protective Services Hotline number is 1-800-552-7096.

If you are using Mental Retardation or Developmental Disabilities Waiver services you may have additional rights under The Rules and Regulations to Assure the Rights of Individuals Receiving Services from Providers of Mental Health, Mental Retardation and Substance Abuse Services (Human Rights Regulations).

What are my responsibilities if I participate in the Project?
When you move to the community, you will enjoy all of the responsibilities of living independently.  These responsibilities include:

· Choosing your service providers;

· Ensuring that you have an adequate back-up plan and implementing it when needed;

· Working with your case manager or support coordinator to assure a smooth transition and ongoing supports;

· Expressing your satisfaction or dissatisfaction with services and supports; 

· Reporting changes in your needs; and

· Paying your bills.  

After I enroll in the Project, what if have to move back to the facility or I don’t want to participate any longer?  

If you are re-admitted to a facility and stay there for more than 30 days, you will be disenrolled from the Project and the home and community-based waiver which you were using.  However, you may re-enroll into the Project without having to meet the requirement for six (6) consecutive months of institutional residency.  If you previously used the Mental Retardation Waiver and are readmitted to any institution and stay there 60 days or more, your case manager must, at your request, hold your Waiver slot for you.  If you previously used the Developmental Disabilities Waiver and are readmitted to any institution, your case manager or support coordinator will hold your slot for 90 days. 

Who is responsible for oversight of the Project, and who can I contact if I have questions?

The Department of Medical Assistance Services is responsible for the oversight of the Project.  The Project Director is Mr. Jason Rachel, and you can contact him at mfp@dmas.virginia.gov or by phone at (804) 225-4222.

Who is responsible for monitoring community-based providers?

The Virginia Department of Mental Health, Mental Retardation and Substance Abuse Services licenses group homes for individuals with intellectual disabilities, sponsored residential providers, and providers of other services to individuals with developmental disabilities, intellectual disabilities, mental health issues, and substance use disorders.  Licensing staff make at least one unannounced inspection of services per year and investigate complaints in licensed services.  For more information, visit http://www.dmhmrsas.virginia.gov/OL-default.htm or call (804) 786-3921. 

The Virginia Department of Social Services regulates adult foster care, and each home is approved by the applicable local department of social services.  For more information, contact the local department of social services in your community.
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List of Stakeholders Participating in the Money Follows the Person Project 

Transformation Leadership Team

VHCA – Mary Lynne Bailey

United Way – Meade Boswell

VACSB – George Braunstein

Senior Connections – Jim and Sharon Brewer

Self Advocate – Charles Brown

Self Advocate – Jackie Brown

VDA – Debbie Burcham

Self Advocate – Rosita Byrd

V4A – Helen Cockrell

Parent Advocate – Howard Cullum

Parent Advocate – Elin Doval

Self Advocate – Jill Egle

Self Advocate – Craig Fabian

Private Provider – Andrew Gyourko

Parent Advocate – Eileen Hammar

Self Advocate – Steven Harvey

SILC – Raymond Kenney

Self Advocate – Keith Kessler

VBPD – Katherine Lawson

Self Advocate – Dr. Richard Lindsay

Self Advocate – Joan Manley

NWD Pilot Site – Marilyn Maxwell

Parent Advocate – Laura Nelson

Legislator – Ken Plum

DMHMRSAS – Lee Price

Senior Navigator – Katie Roeper

DSS – Margaret Schultze

OCI – Julie Stanley

AARP-VA – Edward Susank

Governor Office – Ed Turner

DRS – Carolyn Turner

VACIL – Sandra Wagener

Parent Advocate – Linda Wyatt

Community Integration Advisory Commission (CIAC) 

VHCA - Mary Lynne Bailey

PAIR/Family Member - Pat Bennett

Person with a disability/American Federation of the Blind - Charlie Brown

Person with a disability/Nursing Facility Resident - John Contreras

Person with a disability/MH Facility Resident - Eric Edmunds

Person with a disability - Craig Fabian

Person with a disability/VHDA - Bill Fuller, Ph.D.

Provider - Marie Gerardo

Family Member/Alzheimer’s Association - Carter Harrison

Person with a disability/ CIL - Kelly Hickok

Family Member/Provider - Lana Hurt

Person with a disability- Keith Kessler

Person with a disability- Joan Manley

Person with a disability/Training Center resident - James Proels

Person with a disability/CIL- Doris Ray

Advocate - The Arc –Jamie Trosclair)

Family member/provider - Michael Smith

Person with a disability/VOCAL - Byron Stith

Family Member -Scott Waskey

Provider - Kirby Wright

Family Member - Linda Wyatt

MFP State Workgroup 

DMAS - Allison Hunter-Evans


LDSS - Antley, Barbara


SEVTC - Bob Shrewsberry 

VACIL - Cathy Westmoreland (advocate)

VACSB - Darlene Rawls (VACSB)


DMHMRSAS - Dawn Traver 

VACIL - Deborah Yates (advocate)

CVTC - Denise. Micheletti 

VCU - Doreek Charles

GOV OFFICE - Ed Turner (self-advocate)

ADVOCATE - Eddie Good (self-advocate)

VDA - Ellen Nau 

DMHMRSAS - Elmore, Susan (self-advocate)

DMAS - Helen Leonard 


DSS - Lynette Isbell 

ADVOCATE - Jack Brandt (self-advocate)

LDSS - Jan Selbo

DMAS - Jason Rachel

VNPP - Jennifer Fidura

OIG - Jim Stewart 

LTC OMBUDSMAN - Joani Latimer

LAKE TAYLORE LSH - Judy Brown 

OIC - Julie Stanley

DMAS - Karen Lawson

vaACCESS - Karen Tefelski 

VBPD - Katherine Lawson (advocate)

VPLC - Kathy Pryor (advocate)

DMHMRSAS - Lee Price

DSS - Margaret Ross Schultze

CAAA -  Marian Dolliver 

DMAS - Marjorie Marker


VACCB - Martha Maltais

VHCA - Mary Lynne Bailey 

DRS - Mary Margaret Cash

VACIL - Maureen Hollowell (advocate)

UNITED WAY - Meade Boswell (advocate)

VACSB - Michelle Johnson 

VDA - Molly Huffstetler

DSS - Paige McCleary

PPD - Parthy Dinora

Community Integration Advisory Commission - Pat Bennett (advocate)

Paul Johnson (self-advocate)

SILC - Raymond Kenney (self-advocate)

DMHMRSAS – Pat Reid

LDSS - Sarah Snead 

DMAS - Steve Ankiel

VHCA - Steve Morrisette

DMHMRSAS - Susan Neal 

VHHA - Susan Ward 

DMHMRSAS - Teja Stokes


DMAS - Terry Smith


DMAS - Tracy Harris


DMAS - William Butler


CVTC - Woody, Joan 

DMAS - Yvonne Goodman


MFP Housing Task Force

(Julie Stanley, Coordinator, Governor’s office)

HUD Richmond - Toni D. Schmiegelow (ex officio, non-voting)

OSHHR – Heidi Dix

OSCT – David Smith

Governor’s Office – Ed Turner (self-advocate)

VACO – Dean Lynch

VML – Janet Areson

Virginia First Cities – Kelly Harris-Braxton

VALHSO – Verdia Haywood (with Pam Gannon)

VAHCDO – Clarissa McAdoo

CHDO (Rush Homes) – Jeff Smith

Virginia Supportive Housing/First Homes - Candice Streett (advocate)

Better Housing Coalition - T.K. Somanath (advocate)

ElderHomes - Lee Householder (advocate)

Housing Opportunities Made Equal - Helen M. O’Beirne (advocate)

Hope House - Paula Traverse-Charlton
VACIL – Sandra Wagener (advocate)

CIL/Community Integration Advisory Commission – Joan Manley (self-advocate)

CSB – Joy Cipriano

CSB – Skip Stanley

AAA/CSB – Brian Duncan

AAA – Kathy Vesley-Massey

AARP – Madge Bush

The Arc – Howard Cullum (advocate) and Jamie Trosclair (advocate)

VHCA – Mary Lynne Bailey

Ombudsman – Joani Latimer

Individual who has transitioned –Portia Henson (self-advocate)

Individual who has transitioned – Mack Hubbard (self-advocate)

Community Integration Commission-Eric Edmonds (self-advocate)
MFP Housing Task Force Work Group 
OSHHR – Heidi Dix

OSCT – David Smith

Governor’s Office – Ed Turner

Governor’s Office – Julie Stanley

DHCD - Shea Hollifield: 

DMAS -Teja Stokes: 

DMHMRSAS - Michael Shank (OMH) 

DMHMRSAS - Lee Price (OMR) 

DRPT - Neil Sherman 

DRS - Mary-Margaret Cash

DSS - Barbara Cotter, Karin Clark

SILC - Lisa Grubb 

VBPD - Teri Barker-Morgan 

VDA - Pat Cummins 

VHDA - Bill Fuller 

VHDA - Bruce Desimone 

Community Integration Advisory Commission – Linda Wyatt

Local DSS – Barbara Antley, Jan Selbo, Susan Umidi 
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A User’s Guide to Non-Emergency Medicaid Transportation
Reservations, Complaints and Appeals

In Virginia, all non-emergency Medicaid transportation (NEMT) is provided through a DMAS contract with LogistiCare, a transportation broker that pre-authorizes all trips and delivers them through a statewide network of transportation providers. 

NOTE:  Managed Care members should call the transportation numbers provided by their Managed Care Organization for reservations and complaints.  Otherwise, the procedures are similar to the Fee-for-Service instructions below. 

To make a Reservation
1. Transportation is available 24 hours a day, 7 days a week, holidays included.  

2. To request a trip, you or your representative can contact the LogistiCare Call Center in Norton, VA at toll free 866-386-8331. 

3. Have your Medicaid number ready as well as your pick-up address and the address of your destination.  The customer service representative (CSR) will verify that you are eligible for Medicaid transportation.  That means that you are currently enrolled in Medicaid, that you cannot transport yourself and the trip is to a Medicaid-covered service.  

4. Some services require a Prior Authorization (PA) before transportation can be provided.  Ask your Medicaid service provider to request a PA for you if one is necessary for your Medicaid service.  

5. Please request your trips at least 2 days in advance and by Thursday noon for a Monday trip.  After July 1, call 5 days in advance unless it is an urgent trip.

6. If you or become ill and your doctor can see you in less than two days, call the broker and request an Urgent Trip.  

7. If you will have at least three trips per week at the same time and to and from the same destination, you can request a Standing Order and avoid booking each trip individually.   
8. The CSR taking your reservation will give you a pick-up time and a unique ID number for the trip.  Be ready to go 15 minutes before the pick-up time.

9. Saving the trip number will help the CSR retrieve your trip if you need to make a change or have a complaint.
10. The trip is sent electronically to your LogistiCare regional office for assignment to a transportation provider.

11. The same transportation provider will pick up and deliver you to the appointment and return you home afterward.  
To make a Complaint 
1. All complaints from recipients and facilities should go to the “Where’s My Ride?” (WMR) number at the regional office.

Region l:

Norton       
866-809-4620
Region 2:
Bedford    

866-254-5409
Region 3: 
Richmond  
866-810-8305
Region 4: 
Norfolk 

866-886-3975
Region 5/6:
Charlottesville
866-973-3310
Region 7:
Herndon   

866-849-8859
2. If the provider is late or is a no-show (does not arrive at all), WMR can try to recover the trip with another provider.  “Late” is 15 minutes after the scheduled pick-up time.  
3. All complaints to WMR are sent daily to the regional Quality Assurance coordinator for review and, if necessary, further investigation with the recipient, transportation provider or facility.

4. Complaints received at DMAS are forwarded to LogistiCare’s Quality Assurance Director for investigation and response to DMAS in 3 days or less.

5. Accidents and incidents must be reported to LogistiCare by the transportation provider within 24 hours (with injuries) or 48 hours (no injuries).  If you are involved in an accident or incident, please call WMR as soon as possible.

Denials and Appeals
1. LogistiCare determines the eligibility of the recipient and the eligibility of the trip purpose at the time of the call.  

2. If the transportation request is denied, the caller is notified at the time of the call.

3. A written denial with the reason is mailed in 2 business days with information about the DMAS appeal process and a copy of the DMAS Appeal Form.  

4. Normally, you must appeal within 30 days of the denial.  You do not have to use the form to file an appeal.  

5. Mail the Appeal to the DMAS Appeals Division at:


 600 E. Broad Street, Suite 1300; 


Richmond, VA 23219.  
6. The Appeals Division will contact you and handle it from there.  More information is available at http://www.dmas.virginia.gov/app-home.htm or (804) 371-8488.
Appendix 10 Information on Self direction 
Money Follows the Person Rebalancing Demonstration

Operational Protocol Instructional Guide

Appendix 10: Self-Direction

I.
Participant Centered Service Plan Development
a.
Responsibility for Service Plan Development.  Per 42 CFR §441.301(b)(2), specify who is responsible for the development of the service plan and the qualifications of these individuals (check each that applies):

	(
	Registered nurse, licensed to practice in the State

	(
	Licensed practical or vocational nurse, acting within the scope of practice under State law

	(
	Licensed physician (M.D. or D.O)

	(
	Case Manager (qualifications specified in Appendix C-3)

	
	The case manager must possess a combination of experience or relevant education which indicates that the individual possesses the following knowledge, skills, and abilities, at the entry level. These must be documented or observable in the application form or supporting documentation or in the interview (with appropriate documentation). 

a. Knowledge of:

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

 (2) Treatment modalities and intervention techniques, such as behavior management, independent living skills training, supportive counseling, family education, crisis intervention, discharge planning and service coordination; 

(3) Different types of assessments and their uses in program planning; 

(4) Individuals’ rights ;

(5) Local service delivery systems, including support services; 

(6) Types of disability programs and services; 

(7) Effective oral, written and interpersonal communication principles and techniques;

(8) General principles of record documentation; and

(9) The service planning process and the major components of a service plan.

b. Skills in: 

(1) Interviewing;

(2) Negotiating with individuals and service providers;

(3) Observing, records and reporting behaviors; 

(4) Identifying and documenting an individual's needs for resources, services and other assistance;

(5) Identifying services within the established service system to meet the individual's needs;

(6) Coordinating the provision of services by diverse public and private providers; 

(7) Analyzing and planning for the service needs of individuals with disabilities; 

(8) Formulating, writing and implementing individualized service plans to promote goal attainment for individuals with disabilities; and 

(9) Using assessment tools. 

c. Abilities to: 

(1) Demonstrate a positive regard for individuals and their families (e.g., treating individuals as people, allowing risk taking, avoiding stereotypes of individuals with disabilities, respecting individuals' and families' privacy, believing individuals can grow);

(2) Be persistent and remain objective;

(3) Work as team member, maintaining effective inter- and intra-agency working relationships;

(4) Work independently, performing positive duties under general supervision; 

(5) Communicate effectively, verbally and in writing; and 

(6) Establish and maintain ongoing supportive relationships. 

	(
	Case Manager (qualifications not specified in Appendix C-3). Specify qualifications:

	
	

	(
	Social Worker.  Specify qualifications:

	
	

	(
	Other (specify the individuals and their qualifications):

	
	TRANSITION COORDINATOR

In addition to meeting the general conditions and requirements for home and community-based care participating providers, transition coordinators must meet the following qualifications:

1. Transition coordinators must be employed by one of the following:  a local government agency, a private, non-profit organization qualified under section 26 U.S.C. 501(c)(3), or a fiscal management services agency with experience in providing this service.

2. A qualified transition coordinator must 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. 

3. Knowledge. Transition coordinators must have knowledge of aging, independent living, the impact of disabilities and transition planning; individual assessments (including psychosocial, health, and functional factors) and their uses in service planning, 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, interpersonal communication principles and techniques, general principles of file documentation, the service planning process, and the major components of a service plan.

4. Skills. Transition coordinators must 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 DMAS’ authorized assessment forms.

5. Abilities. Transition coordinators must 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.



	(
	Other (specify the individuals and their qualifications):

	
	CONSUMER DIRECTED SERVICES FACILITATOR

It is preferred that a consumer directed services facilitator possess an undergraduate degree in human services or be registered nurse licensed to practice in the Commonwealth of Virginia.  In addition to meeting the general conditions and requirements for home and community-based care participating providers, transition coordinators must meet the following qualifications:

Knowledge of: 

(a) Types of functional limitations and health problems that may occur in individuals with disabilities or seniors, as well as strategies to reduce limitations and health problems; 

(b) Equipment and environmental modifications that may be required by individuals with disabilities or seniors that reduce the need for human help and improve safety; 

(c) Community-based and other services, including nursing facility placement criteria, Medicaid waiver services, and other federal, state, and local resources that provide respite and personal assistance services; 

(d) EDCD Waiver requirements, as well as the administrative duties for which the services facilitator will be responsible; 

(e) EDCD Waiver requirements, as well as the administrative duties for which the individual and family/caregiver will be responsible; 

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

(g) Interviewing techniques; 

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

(i) The principles of human behavior and interpersonal relationships; and 

(j) General principles of record documentation. 

Skills in: 

(a) Negotiating with individuals, family/caregivers and service providers; 

(b) Assessing, supporting, observing, recording, and reporting behaviors; 

(c) Identifying, developing, or providing services to individuals with disabilities and seniors; and 

(d) Identifying services within the established services system to meet the individual’s needs.

Abilities to: 

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

(b) Demonstrate a positive regard for individuals and their families; 

(c) Be persistent and remain objective; 

(d) Work independently, performing position duties under general supervision; 

(e) Communicate effectively, orally and in writing; and 

(f) Develop a rapport and communicate with persons from diverse cultural backgrounds.


b.
Service Plan Development Safeguards.  Select one:
	(
	Entities and/or individuals that have responsibility for service plan development may not provide other direct waiver services to the participant.

	(
	Entities and/or individuals that have responsibility for service plan development may provide other direct waiver services to the participant.  The State has established the following safeguards to ensure that service plan development is conducted in the best interests of the participant. Specify:

	
	Individuals that have responsibility for service plan development may not provide other direct waiver services to the participant in the MR, IFDDS, AIDS, and Tech Waivers.

Entities that have responsibility for service plan development in the EDCD Waiver may provide other direct waiver services to the participant.  While service plan updates and annual renewals are the responsibility of the provider agency, the safeguard involves service plan review and approval by a Registered Nurse employed by or contracted with the provider organization. Quality Management Review conducted by the Department of Medical Assistance Services provides additional monitoring and oversight of service plan development safeguards.

All service plans are subject to review by the Medicaid agency via the Quality Management Review (QMR) to assure that services are approved and appropriate for the participant.  The purpose of the Quality Management Review (QMR) is to determine whether services delivered were appropriate, continue to be needed by the participant, and the amount and kind of services were required.  DMAS analysts conduct QMR of all documentation, which shows the participant's level of care.  Visits are conducted on-site and are unannounced.

The QMR visit is accomplished through a review of the participant's record, evaluation of the participant's medical and functional status, and consultation with the waiver participant and family/caregiver, as appropriate.  Specific attention is paid to all applicable documentation, which may include service plans, RN supervisory notes, Consumer Directed Services Facilitator notes, daily logs, personal assistant time sheets, progress notes, screening packages, and any other documentation necessary to determine if appropriate payment was made for services delivered.

A financial review is included as a part of QMR.  The purpose of the financial review and verification of services is to ensure the provider bills only for those services which have been provided in accordance with DMAS policy, are approved in the service plan and are covered by the Waivers.


c.
Supporting the Participant in Service Plan Development.  Specify: (a) the supports and information that are made available to the participant (and/or family or legal representative, as appropriate) to direct and be actively engaged in the service plan development process and (b) the participant’s authority to determine who is included in the process.
	A team approach involving person-centered practices will be utilized for service plan development. A team approach involving the individual receiving services helps to ensure the individual’s satisfaction with services, health, and safety, and will increase the likelihood that services are coordinated, organized, unduplicated, and are provided without breaks in services. Ultimately, the team approach will result in optimal service delivery.

The team approach uses a group of people (i.e., team members) who work collaboratively with the individual and/or family/caregiver to develop and implement the service plan. Teams consist of the individual, the case manager, transition coordinator, RN, CD Services Facilitator (CDSF), as appropriate to the waiver, and any provider or direct service staff. It also may include any family member, legal guardian, significant other, authorized representative, or friend whom the individual wishes to involve in the planning process. No team member, with the exception of the individual or legal guardian, possesses any more authority than the other. All team members work on behalf of the individual using waiver services.

The team approach is the basis for decision-making. The individual or case manager, transition coordinator, RN, CD Services Facilitator (CDSF), as appropriate to the waiver, as well as any other team member, may request a team meeting at any time during the plan year. Modifications should not be made to the individual’s goals, objectives, activities, or service location without previous communication to the case manager, transition coordinator, RN, CD Services Facilitator (CDSF), as appropriate to the waiver, and agreement by the team. This can be done via telephone calls or in a team meeting.

Critical to the team approach is the role the case manager, transition coordinator, RN, CD Services Facilitator (CDSF), as appropriate to the waiver, plays in effective team communication, coordination, and monitoring of all of the individual’s services. He/she serves as the team facilitator and is responsible for the development of the person-centered service plan. The case manager, transition coordinator, RN, CD Services Facilitator (CDSF), as appropriate to the waiver, is responsible for ensuring that the individual understands his/her role in directing the plan of care development and for supporting the individual to determine who is included in the team meeting to develop the plan of care.  He/she must support the individual and his/her team members to be the primary source of information and decision making for the plan of care and ensure that all team members have had input into the final service plan. During team meetings, the individual’s needs and preferences are identified and discussed. Through team consensus, the individual’s service/support needs, goals and objectives are selected to achieve personally-defined outcomes in the most inclusive setting. Each provider documents these service needs, goals and objectives in supporting documentation, including back-up plans, plans for risk management, and health status. Once the service plan and all supporting documentation have been developed, it is the responsibility of the case manager, transition coordinator, RN, CD Services Facilitator (CDSF), as appropriate to the waiver, to monitor implementation of the service plan. Service quality and individual satisfaction are a shared responsibility and are accomplished through effective and consistent communication between the case manager, transition coordinator, RN, CD Services Facilitator (CDSF), as appropriate to the waiver, service providers, and other team members.

The case manager, transition coordinator, RN, CD Services Facilitator (CDSF), as appropriate to the waiver, is responsible for coordinating the plan of care development between and among service providers.  This includes a holistic review of all of the waiver participant’s needs extending beyond those covered by the Waiver.

The individual receives support for and information about ongoing service needs and active participation in Plan of Care development and direction of services from case manager, transition coordinator, RN, CD Services Facilitator (CDSF), as appropriate to the waiver.  This may take the form of, including but not limited to, verbal discussions and consultation with the individual, provision of written informational materials, provision of internet website links, and referral to other service resources.


d.
Service Plan Development Process  In four pages or less, describe the process that is used to develop the participant-centered service plan, including: (a) who develops the plan, who participates in the process, and the timing of the plan; (b) the types of assessments that are conducted to support the service plan development process, including securing information about participant needs, preferences and goals, and health status; (c) how the participant is informed of the services that are available under the waiver; (d) how the plan development process ensures that the service plan addresses participant goals, needs (including health care needs), and preferences; (e) how waiver and other services are coordinated; (f) how the plan development process provides for the assignment of responsibilities to implement and monitor the plan; and, (g) how and when the plan is updated, including when the participant’s needs change.  State laws, regulations, and policies cited that affect the service plan development process are available to CMS upon request through the Medicaid agency or the operating agency (if applicable):

	The Service Plan is developed by case manager, transition coordinator, RN, CD Services Facilitator (CDSF), as appropriate to the waiver.  The service plan is developed using the team approach involving a group of people who work collaboratively with the individual and/or family/caregiver to develop and implement the service plan. Teams consist of the individual, the case manager, transition coordinator, RN, CD Services Facilitator (CDSF), as appropriate to the waiver, and any provider or direct service staff. It also may include any family member, legal guardian, significant other, authorized representative, or friend whom the individual wishes to involve in the planning process. No team member, with the exception of the individual or legal guardian, possesses any more authority than the other. All team members work on behalf of the waiver participant.  The service plan is developed at the initiation of waiver services and is updated at a minimum annually or as the support needs of the individual change.

Service plan development and service provision monitoring must include a review of:

* services being furnished in accordance with the service plan;

* access of the individual to the services identified in the service plan, either by the provision of waiver services or through other means;

* choice of provider(s) by the individual;

* individual's needs being met by services identified in the service plan;

* back-up plans and their effectiveness;

* health, safety, and welfare of the individual;

* access to services not covered by the waiver, including health care needs.

If issues with any of the above are identified by the case manager, transition coordinator, RN, CD Services Facilitator (CDSF), as appropriate to the waiver, it must be documented, including methods to address, in the individual’s record.  

Service plan implementation responsibilities are determined when the service plan is developed.  Monitoring of service delivery is the responsibility of the case manager, transition coordinator, RN, CD Services Facilitator (CDSF), as appropriate to the waiver, and depending on the method of service delivery chosen by the individual.


e.
Risk Assessment and Mitigation.  Specify how potential risks to the participant are assessed during the service plan development process and how strategies to mitigate risk are incorporated into the service plan, subject to participant needs and preferences.  In addition, describe how the service plan development process addresses backup plans and the arrangements that are used for backup.
	Risk assessment is conducted by the case manager, transition coordinator, RN, CD Services Facilitator (CDSF), as appropriate to the waiver, as a part of the assessment and service plan development.  He/she takes into account the services and supports needed as well as the supports that are already in place to mitigate risk.

For both agency-directed and consumer-directed care, the individual must have a viable back-up plan (e.g. a family member, neighbor or friend willing and available to assist the individual, etc.) in case the service provider is unable to work as expected or terminates employment without prior notice. This is the responsibility of the individual and family and must be identified in the service plan. Individuals who do not have viable back-up plans are not eligible for services until viable back-up plans have been developed.  the case manager, transition coordinator, RN, CD Services Facilitator (CDSF), as appropriate to the waiver, assists the individual in identifying and selecting individuals or agencies that will be engaged as the viable back-up method.

The plan of care outlines back-up plan provisions for all other services requiring a back-up plan, either by the provision of waiver services or through other means.  The individual is supported in selecting a variety of back up measures including, but not limited to, natural supports in the community, additional consumer-directed employees, or agency-directed resources.  As the needs of the individual evolve, additional services requiring back-up plans and the method to address can be added to the service plan through the case manager, transition coordinator, RN, CD Services Facilitator (CDSF), as appropriate to the waiver.


f.
Informed Choice of Providers.  Describe how participants are assisted in obtaining information about and selecting from among qualified providers of the waiver services in the service plan.

	Individuals receive a list of service providers from the case manager, transition coordinator, RN, CD Services Facilitator (CDSF), as appropriate to the waiver, at the time of service initiation.  Individuals have ongoing access to information about available providers by calling DMAS or via the DMAS website.  The provider listing on the website allows an individual to search by the type of service and by locality.

The case manager, transition coordinator, RN, CD Services Facilitator (CDSF), as appropriate to the waiver, also provides support to the individual in the selection of service providers by encouraging the individual and/or family member to directly contact the provider(s) to ask questions and gain information about the providers' service delivery philosophy and approach.  The case manager, transition coordinator, RN, CDSF, as appropriate to the waiver, can assist the individual in identifying a provider to best meet the needs of the individual by considering location, number of staff, complaint information, etc.


g.
Process for Making Service Plan Subject to the Approval of the Medicaid Agency.  Describe the process by which the service plan is made subject to the approval of the Medicaid agency in accordance with 42 CFR §441.301(b)(1)(i):
	The case manager, transition coordinator, RN, CD Services Facilitator (CDSF), as appropriate to the waiver, reviews and approves the service plan.  Services are requested, pre-authorized, and approved by the contractor for service pre-authorization.  All service plans are subject to review by the Medicaid agency via the Quality Management Review (QMR) to assure that services are approved and appropriate for the participant; however, a sampling process (using a sample size calculator with a 95% confidence level and +/-2.9 confidence interval) is employed to determine the number of records reviewed for each provider, with a goal of 10% of Waiver participant records receiving an annual review.  The purpose of the Quality Management Review (QMR) is to determine whether services delivered were appropriate, continue to be needed by the participant, and the amount and kind of services were required.  DMAS analysts conduct QMR of all documentation, which shows the participant's level of care.  Visits are conducted on-site and are unannounced.

The QMR visit is accomplished through a review of the individual's record, evaluation of the individual's medical and functional status, and consultation with the individual and family/caregiver, as appropriate.  Specific attention is paid to all applicable documentation, which may include service plans, RN supervisory notes, Consumer Directed Services Facilitator notes, daily logs, direct service provider time sheets, progress notes, screening packages, and any other documentation necessary to determine if appropriate payment was made for services delivered.

A financial review is included as a part of QMR.  The purpose of the financial review and verification of services is to ensure the provider bills only for those services which have been provided in accordance with DMAS policy, are approved in the service plan and are covered by the Waiver.


h.
Maintenance of Service Plan Forms.  Written copies or electronic facsimiles of service plans are maintained for a minimum period of 3 years as required by 45 CFR §74.53.  Service plans are maintained by the following (check each that applies):

	(
	Medicaid agency

	(
	Operating agency

	(
	Case manager

	(
	Other (specify):

	
	Transition Coordinator

Consumer Directed Services Facilitator

Provider Agency


II.
Service Plan Implementation and Monitoring

a.
Service Plan Implementation and Monitoring.  Specify: (a) the entity (entities) responsible for monitoring the implementation of the service plan and participant health and welfare; (b) the monitoring and follow-up method(s) that are used; and, (c) the frequency with which monitoring is performed.

	The case manager, transition coordinator, RN, CDSF, as appropriate to the waiver, must monitor service provision as often as needed, but no less than every 90 days. The initial assessment visit by the case manager, transition coordinator, RN, CDSF, as appropriate to the waiver, is conducted to create the service plan and assess the individual's needs. He/she must return for a follow-up visit within 30 days after the initial visit to assess the individual's needs and finalize assessment of the individual. For individuals electing to self-direct care, the CD services facilitator must monitor the service plan on an as needed basis, but in no event less frequently than quarterly for personal care and/or every six months or upon the use of 300 services hours for respite care.

Service plan and service provision monitoring must include a review of:

* services being furnished in accordance with the service plan;

* access of the individual to the services identified in the service plan;

* choice of provider(s) by the individual;

* individual's needs being met by services identified in the service plan;

* back-up plan(s) effectiveness;

* health, safety, and welfare of the individual;

* access to services not covered by the waiver, including health care needs.

If issues with any of the above are identified by the case manager, transition coordinator, RN, CDSF, as appropriate to the waiver, it must be documented, including prompt methods for remediation, in the individual’s record.  

Overall monitoring of agency-delivered services and monitoring by the case manager, transition coordinator, RN, CDSF, as appropriate to the waiver, are reviewed by the Department of Medical Assistance Services via QMR and include data collection on how service plan implementation issues are monitored, identified, and reported.


b.
Monitoring Safeguards.  Select one:
	(
	Entities and/or individuals that have responsibility to monitor service plan implementation and participant health and welfare may not provide other direct waiver services to the participant.

	(
	Entities and/or individuals that have responsibility to monitor service plan implementation and participant health and welfare may provide other direct waiver services to the participant.  The State has established the following safeguards to ensure that monitoring is conducted in the best interests of the participant. Specify:

	
	Individuals that have responsibility to monitor service plan implementation and participant health and welfare may not provide other direct waiver services to the participant in the MR, IFDDS, AIDS, and Tech Waivers.

Entities that have responsibility to monitor service plan implementation and participant health and welfare in the EDCD Waiver may provide other direct waiver services to the participant.  

For agency-directed services, the monitoring of service plan implementation and individual health and welfare are the responsibility of the case manager, transition coordinator, RN, as appropriate to the waiver, as often as every 30 days, but at least every 90 days. For consumer-directed services, the Consumer Directed Services Facilitator monitors service plan implementation and individual health and welfare.  Any changes in need for the individual or service alterations are submitted to the pre-authorization contractor.

All service plans are subject to review by the Medicaid agency via the Quality Management Review (QMR) to assure that services are approved and appropriate for the individual.  The purpose of the QMR is to determine whether services delivered were appropriate, continue to be needed by the individual, and the amount and kind of services were required.  DMAS analysts conduct QMR of all documentation, which shows the individual's level of care.  Visits are conducted on-site and are unannounced.

The QMR visit is accomplished through a review of the individual’s record, evaluation of the individual's medical and functional status, and consultation with the individual and family/caregiver, as appropriate.  Specific attention is paid to all applicable documentation, which may include service plans, RN supervisory notes, Consumer Directed Services Facilitator notes, daily logs, direct service provider time sheets, progress notes, screening packages, and any other documentation necessary to determine if appropriate payment was made for services delivered.

A financial review is included as a part of QMR.  The purpose of the financial review and verification of services is to ensure the provider bills only for those services which have been provided in accordance with DMAS policy, are approved in the service plan and are covered by the Waiver.




III.
Overview of Self-Direction
a.
Description of Self-Direction.  In no more than two pages, provide an overview of the opportunities for participant direction in the waiver, including: (a) the nature of the opportunities afforded to participants; (b) how participants may take advantage of these opportunities; (c) the entities that support individuals who direct their services and the supports that they provide; and, (d) other relevant information about the waiver’s approach to participant direction.
	Individuals are afforded the opportunity to act as the employer in the self-direction of personal assistance, respite, companion, and supported employment, as applicable to the waiver.  This involves hiring, training, supervision, and termination of self-directed assistants.

Individuals choosing to receive services through the CD model may do so by choosing a Consumer Directed Services Facilitator (CDSF) to provide the training and guidance needed to be an employer. As the employer, the individual is responsible for hiring, training, supervising, and firing assistants. If the individual is unable to independently manage his/her own CD services, or if the individual is under 18 years of age, a spouse, guardian, adult child, or parent of a minor child must serve as the employer on behalf of the individual. A person serving as a surrogate decision maker cannot be a paid caregiver or CDSF. The caregiver who is managing the care for the individual cannot be the paid assistant.

All CD services require the services of a Fiscal Management Services agent and a CDSF (DMAS-enrolled provider) and must be pre-authorized by the pre-authorization contractor. The CDSF must complete an assessment, a service plan, and continuous documentation of services provided as outlined. The fiscal management agent conducts all payroll functions on behalf of the individual, including the request and processing of criminal background investigations, payment of assistants, and filing of IRS wage withholdings.

Specific duties of the individual (or individual’s family member/caregiver serving on behalf of the individual) as the employer to the assistant include checking references, determining that the employee meets basic qualifications, training, supervising performance, and submitting time sheets to the Fiscal Management Services agent on a consistent and timely basis.


b.
Participant Direction Opportunities.  Specify the participant direction opportunities that are available in the waiver.  Select one:
	(
	Participant – Employer Authority.  As specified in Appendix E-2, Item a, the participant (or the participant’s representative) has decision-making authority over workers who provide waiver services.  The participant may function as the common law employer or the co-employer of workers.  Supports and protections are available for participants who exercise this authority.  

	(
	Participant – Budget Authority.  As specified in Appendix E-2, Item b, the participant (or the participant’s representative) has decision-making authority over a budget for waiver services.  Supports and protections are available for participants who have authority over a budget.

	(
	Both Authorities.  The waiver provides for both participant direction opportunities as specified in Appendix E-2.  Supports and protections are available for participants who exercise these authorities.


Availability of Participant Direction by Type of Living Arrangement.  Check each that applies:
	(
	Participant direction opportunities are available to participants who live in their own private residence or the home of a family member.

	(
	Participant direction opportunities are available to individuals who reside in other living arrangements where services (regardless of funding source) are furnished to fewer than four persons unrelated to the proprietor.

	(
	The participant direction opportunities are available to persons in the following other living arrangements (specify):

	
	Participant direction opportunities are available to individuals who reside in group homes or other supported living arrangements where services (regardless of funding source) are furnished to four or more persons unrelated to the proprietor.


d.
Election of Participant Direction.  Election of participant direction is subject to the following policy (select one):
	(
	Waiver is designed to support only individuals who want to direct their services.

	(
	The waiver is designed to afford every participant (or the participant’s representative) the opportunity to elect to direct waiver services.  Alternate service delivery methods are available for participants who decide not to direct their services.

	(
	The waiver is designed to offer participants (or their representatives) the opportunity to direct some or all of their services, subject to the following criteria specified by the State.  Alternate service delivery methods are available for participants who decide not to direct their services or do not meet the criteria. Specify the criteria:

	
	Individuals assessed as having a cognitive disability that may limit or prevent the ability to self-direct services may designate a representative to act as the employer for self-directed care on behalf of the individual.


e.
Information Furnished to Participant.  Specify: (a) the information about participant direction opportunities (e.g., the benefits of participant direction, participant responsibilities, and potential liabilities) that is provided to the participant (or the participant’s representative) to inform decision-making concerning the election of participant direction; (b) the entity or entities responsible for furnishing this information; and, (c) how and when this information is provided on a timely basis.
	The case manager, transition coordinator, RN, as appropriate to the waiver, provide consumer-direction overview information to waiver participants at the initial level of care screening and service plan development.  Individuals electing to self-direct services select a Consumer Directed Services Facilitator (CDSF).  The CDSF is responsible for initiating services with the individual upon accepting the referral of service from the case manager, transition coordinator, RN, as appropriate to the waiver, or service provider (if the waiver participant is already receiving services).  The CDSF provides the individual with a copy of the Employee Management Manual which details the responsibilities of self-directing services, allowing the individual time to evaluate the pros and cons of self-direction and to make a final decision.  The CDSF, using the Employee Management Manual, must provide training to the individual on the responsibilities of self-direction within seven days of completing the comprehensive visit.


f.
Participant Direction by a Representative.  Specify the State’s policy concerning the direction of waiver services by a representative (select one):

	(
	The State does not provide for the direction of waiver services by a representative.

	(
	The State provides for the direction of waiver services by a representative.  Specify the representatives who may direct waiver services: (check each that applies):

	
	(
	Waiver services may be directed by a legal representative of the participant.

	
	(
	Waiver services may be directed by a non-legal representative freely chosen by an adult participant.  Specify the policies that apply regarding the direction of waiver services by participant-appointed representatives, including safeguards to ensure that the representative functions in the best interest of the participant:

	
	
	For individuals appointing another person to direct care on their behalf, a Consumer Direction Services Management Questionnaire (DMAS 95-B) must be completed. This is intended to ensure and document that the individual and person to direct care have considered the responsibilities of this role and to assess that the selected person will act in the best interests of the individual receiving waiver services.  This document is completed with the Consumer Directed Services Facilitator, who monitors service provision and the activities of the person directing care on behalf of the individual, including an understanding that acting as the employer of record includes hiring, training, supervision, and termination of self-directed care assistants.


Participant-Directed Services.  Specify the participant direction opportunity (or opportunities) available for each waiver service that is specified as participant-directed in Appendix C-3.  (Check the opportunity or opportunities available for each service):

	Participant-Directed Waiver Service
	Employer

Authority
	Budget
Authority

	Personal Assistance Services
	(
	(

	Respite Services
	(
	(

	Companion Services
	(
	(

	Individual Supported Employment Services
	(
	(

	
	(
	(

	
	(
	(


h.
Financial Management Services.  Except in certain circumstances, financial management services are mandatory and integral to participant direction. A governmental entity and/or another third-party entity must perform necessary financial transactions on behalf of the waiver participant.  Select one:

	(
	Yes. Financial Management Services are furnished through a third party entity.  (Complete item E-1-i). Specify whether governmental and/or private entities furnish these services.  Check each that applies:

	
	(
	Governmental entities

	
	(
	Private entities

	(
	No. Financial Management Services are not furnished.  Standard Medicaid payment mechanisms are used.  Do not complete Item E-1-i.


i.
Provision of Financial Management Services.  Financial management services (FMS) may be furnished as a waiver service or as an administrative activity.  Select one:

	(
	FMS are covered as the waiver service entitled
	

	
	as specified in Appendix C-3.

	(
	FMS are provided as an administrative activity.  Provide the following information:

	
	i.
	Types of Entities: Specify the types of entities that furnish FMS and the method of procuring these services:

	
	
	The Department of Medical Assistance Services secured financial management services for consumer-directed care through a competitive Request for Proposal process.  DMAS holds a three year contract with a single fiscal/employer agent, which can be extended for one year periods with a maximum of two extensions.  The current FMS is Public Partnerships Limited (PPL).

	
	ii.
	Payment for FMS. Specify how FMS entities are compensated for the administrative activities that they perform:

	
	
	Payment is rendered to the FMS on a monthly billing cycle with a per member per month fee and includes all administrative functions specified in the contract between DMAS and PPL.  The FMS administrative costs are approximately 2.5% of waiver covered services in the aggregate.

	
	iii.
	Scope of FMS. Specify the scope of the supports that FMS entities provide (check each that applies):

	
	
	Supports furnished when the participant is the employer of direct support workers:

	
	
	(
	Assist participant in verifying support worker citizenship status

	
	
	(
	Collect and process timesheets of support workers

	
	
	(
	Process payroll, withholding, filing and payment of applicable federal, state and local employment-related taxes and insurance

	
	
	(
	Other (specify):

	
	
	
	

	
	
	Supports furnished when the participant exercises budget authority:

	
	
	(
	Maintain a separate account for each participant’s participant-directed budget

	
	
	(
	Track and report participant funds, disbursements and the balance of participant funds

	
	
	(
	Process and pay invoices for goods and services approved in the service plan

	
	
	(
	Provide participant with periodic reports of expenditures and the status of the participant-directed budget

	
	
	(
	Other services and supports (specify):

	
	
	
	

	
	
	Additional functions/activities:

	
	
	(
	Execute and hold Medicaid provider agreements as authorized under a written agreement with the Medicaid agency

	
	
	(
	Receive and disburse funds for the payment of participant-directed services under an agreement with the Medicaid agency or operating agency

	
	
	(
	Provide other entities specified by the State with periodic reports of expenditures and the status of the participant-directed budget

	
	
	(
	Other (specify):

	
	
	
	

	
	iv. 
	Oversight of FMS Entities.  Specify the methods that are employed to: (a) monitor and assess the performance of FMS entities, including ensuring the integrity of the financial transactions that they perform; (b) the entity (or entities) responsible for this monitoring; and, (c) how frequently performance is assessed.

	
	
	The Department of Medical Assistance Services employs a full-time contract monitor to monitor and assess the performance and deliverables of the FMS entity, including the integrity of financial transactions performed.  Payroll system edits are required as a part of the fiscal management services contract and the contract monitor randomly conducts system checks for financial integrity.  The contract monitor also assesses performance of the contractor every six months and is documented on a Contract Monitoring Evaluation Form.

The individual holds a provider agreement with the self-directed assistant(s).  The FMS maintains the record copy of this agreement.


Information and Assistance in Support of Participant Direction.  In addition to financial management services, participant direction is facilitated when information and assistance are available to support participants in managing their services.  These supports may be furnished by one or more entities, provided that there is no duplication.  Specify the payment authority (or authorities) under which these supports are furnished and, where required, provide the additional information requested (check each that applies):

	(
	Case Management Activity.  Information and assistance in support of participant direction are furnished as an element of Medicaid case management services.  Specify in detail the information and assistance that are furnished through case management for each participant direction opportunity under the waiver:

	
	

	(
	Waiver Service Coverage.  Information and assistance in support of participant direction are provided through the waiver service coverage (s) specified 

	
	in Appendix C-3 entitled:
	Consumer Directed Services Facilitation

	(
	Administrative Activity.  Information and assistance in support of participant direction are furnished as an administrative activity.  Specify: (a) the types of entities that furnish these supports; (b) how the supports are procured and compensated; (c) describe in detail the supports that are furnished for each participant direction opportunity under the waiver; (d) the methods and frequency of assessing the performance of the entities that furnish these supports; and, (e) the entity or entities responsible for assessing performance:

	
	


k.
Independent Advocacy (select one). 

	(
	Yes. Independent advocacy is available to participants who direct their services. Describe the nature of this independent advocacy and how participants may access this advocacy:

	
	

	(
	No. Arrangements have not been made for independent advocacy.


l.
Voluntary Termination of Participant Direction.  Describe how the State accommodates a participant who voluntarily terminates participant direction in order to receive services through an alternate service delivery method, including how the State assures continuity of services and participant health and welfare during the transition from participant direction:

	Individuals may elect at any time to initiate or discontinue self-directing their care.  The individual also may exercise the option of combining agency-directed and consumer-directed care in order to meet his/her service needs.  In the event that an individual elects to discontinue self-direction of care, the CD Services Facilitator will aid the individual in securing services from an agency provider.


m.
Involuntary Termination of Participant Direction.  Specify the circumstances when the State will involuntarily terminate the use of participant direction and require the participant to receive provider-managed services instead, including how continuity of services and participant health and welfare is assured during the transition.
	If the CD Services Facilitator determines that the health, safety, and welfare of the individual may be in jeopardy and cannot be mitigated or eliminated, the CD Services Facilitator will recommend to DMAS that the individual be transitioned from self-directed to agency-directed care.  The CD Services Facilitator assists the individual in securing services from an agency provider.


n.
Goals for Participant Direction. In the following table, provide the State’s goals for each year that the waiver is in effect for the unduplicated number of waiver participants who are expected to elect each applicable participant direction opportunity.  Annually, the State will report to CMS the number of participants who elect to direct their waiver services.

	Table E-1-n

	
	Employer Authority Only
	Budget Authority Only or Budget Authority in Combination with Employer Authority

	Waiver Year
	Number of Participants
	Number of Participants

	Year 1 (FFY ’09)
	2,273
	

	Year 2 (FFY ’10)
	2,919
	

	Year 3  (FFY ’11)
	3,570
	


IV.
Participant Employer
a.
Participant – Employer Authority (Complete when the waiver offers the employer authority opportunity as indicated in Item E-1-b)
i.
Participant Employer Status.  Specify the participant’s employer status under the waiver.  Check each that applies:
	(
	Participant/Co-Employer.  The participant (or the participant’s representative) functions as the co-employer (managing employer) of workers who provide waiver services.  An agency is the common law employer of participant-selected/recruited staff and performs necessary payroll and human resources functions.  Supports are available to assist the participant in conducting employer-related functions.  Specify the types of agencies (a.k.a., “agencies with choice”) that serve as co-employers of participant-selected staff;  the standards and qualifications the State requires of such entities and the safeguards in place to ensure that individuals maintain control and oversight of the employee.:

	
	Agency providers of personal assistance, respite, companion, or individual supported employment services may elect to directly hire an employee that is self-directed by the individual.  The Consumer Directed Service Facilitator maintains responsibility for supporting the individual in the self-direction of services, including the monitoring of agency providers acting in a co-employer capacity.  The Consumer Directed Services Facilitator monitors the individual's role in maintaining authority and control over employees through the co-employer arrangement and facilitates discussion and resolution of issues between the co-employing agency and the individual.

	(
	Participant/Common Law Employer.  The participant (or the participant’s representative) is the common law employer of workers who provide waiver services.  An IRS-approved Fiscal/Employer Agent functions as the participant’s agent in performing payroll and other employer responsibilities that are required by federal and state law.  Supports are available to assist the participant in conducting employer-related functions. 


ii.
Participant Decision Making Authority.  The participant (or the participant’s representative) has decision making authority over workers who provide waiver services.  Check the decision making authorities that participants exercise:
	(
	Recruit staff 

	(
	Refer staff to agency for hiring (co-employer)

	(
	Select staff from worker registry

	(
	Hire staff (common law employer)

	(
	Verify staff qualifications

	(
	Obtain criminal history and/or background investigation of staff.  Specify how the costs of such investigations are compensated:

	
	Public Partnerships Limited (PPL), as the contracted FMS, request and obtain criminal history checks of attendants on behalf of the self-directing waiver participant.  PPL receives reimbursement for the cost of these investigations as a part of the administrative contract billing.

	(
	Specify additional staff qualifications based on participant needs and preferences so long as such qualifications are consistent with the qualifications specified in Appendix C-3.

	(
	Determine staff duties consistent with the service specifications in Appendix C-3.

	(
	Determine staff wages and benefits subject to applicable State limits

	(
	Schedule staff 

	(
	Orient and instruct staff in duties

	(
	Supervise staff 

	(
	Evaluate staff performance 

	(
	Verify time worked by staff and approve time sheets

	(
	Discharge staff (common law employer)

	(
	Discharge staff from providing services (co-employer)

	(
	Other (specify):

	
	


b.
Participant – Budget Authority (Complete when the waiver offers the budget authority opportunity as indicated in Item E-1-b)
i.
Participant Decision Making Authority.  When the participant has budget authority, indicate the decision-making authority that the participant may exercise over the budget.  Check all that apply:

	(
	Reallocate funds among services included in the budget

	(
	Determine the amount paid for services within the State’s established limits

	(
	Substitute service providers

	(
	Schedule the provision of services

	(
	Specify additional service provider qualifications consistent with the qualifications specified in Appendix C-3

	(
	Specify how services are provided, consistent with the service specifications contained in Appendix C-3

	(
	Identify service providers and refer for provider enrollment

	(
	Authorize payment for waiver goods and services

	(
	Review and approve provider invoices for services rendered

	(
	Other (specify):

	
	


ii.
Participant-Directed Budget.  Describe in detail the method(s) that are used to establish the amount of the participant-directed budget for waiver goods and services over which the participant has authority, including how the method makes use of reliable cost estimating information and is applied consistently to each participant.  Information about these method(s) must be made publicly available.

	


Informing Participant of Budget Amount.  Describe how the State informs each participant of the amount of the participant-directed budget and the procedures by which the participant may request an adjustment in the budget amount.
	


iv.
Participant Exercise of Budget Flexibility.  Select one:
	(
	The participant has the authority to modify the services included in the participant-directed budget without prior approval.  Specify how changes in the participant-directed budget are documented, including updating the service plan.  When prior review of changes is required in certain circumstances, describe the circumstances and specify the entity that reviews the proposed change:

	
	

	(
	Modifications to the participant-directed budget must be preceded by a change in the service plan.


v.
Expenditure Safeguards.  Describe the safeguards that have been established for the timely prevention of the premature depletion of the participant-directed budget or to address potential service delivery problems that may be associated with budget underutilization and the entity (or entities) responsible for implementing these safeguards:
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HOW TO REQUEST AN APPEAL/REVIEW

You have the right to request an appeal or review of any action related to initial or continued eligibility for Medicaid, FAMIS, and State and Local Hospitalization coverage.  This includes delayed processing of your application, actions to deny your request for medical services, or actions to reduce or terminate coverage after your eligibility has been determined.

To request an appeal or review, notify us in writing of the action you disagree with within 30 days of receipt of the agency’s notice about the action.  You may write a letter or complete an Appeal Request Form.  Forms are available on the Internet at: www.dmas.state.va.us.

Be specific about what you want us to review and include a copy of the notice about the action if you have it.  Be sure to sign the letter or form.

Please mail appeal/review requests to the:

Appeals Division

Department of Medical Assistance Services

600 E. Broad Street

Richmond, Virginia  23219

(804) 371-8488

Appeal/review requests may also be faxed to:

(804) 371-8491

For reduction or termination of coverage, if your request is made before the effective date of the action and the action is subject to appeal/review, your coverage may continue pending the outcome of the appeal/review.

BEFORE THE HEARING

You will receive an APPEAL SUMMARY from the agency that made the decision on your case.  The Appeal Summary tells you how the agency made its decision.  It will describe the facts and program policy that the agency used in the decision.  PLEASE READ the Appeal Summary carefully.   If you think that any of the information on the Appeal Summary is incorrect, please tell the Hearing Officer at the hearing.

You are not required to have an attorney.  If you DO get legal help, please let the Hearing Officer know before the date of your hearing by submitting this information in writing.

If you cannot come to the hearing yourself, you can have a relative or other person present the facts as you see them.  If you want someone else to do this, you must let the Hearing Officer know in writing before the hearing or on the day of the hearing.

Please remember to bring to the hearing all documents and people you need to present your case.

If you are unable to keep your hearing appointment, you must notify the Hearing Officer or the local agency at least 3 days in advance.

AT THE HEARING

The Hearing Officer will identify and introduce the people at the hearing.  The Hearing Officer will explain the APPEAL ISSUE(S) and the procedures that the hearing will follow.

All witnesses must swear or affirm to tell the truth.  The hearing is informal, but will be recorded so that an accurate record can be made.  The Hearing Officer will have an agency representative describe the decision made on your case and explain why the action was taken.

Next, the Hearing Officer will give you or your representative an opportunity to present facts and tell why you disagree with the agency’s decision.  You may ask the agency representative(s) questions about the decision.   You may also give information or bring witnesses to the hearing to help explain why you disagree with the decision.  However, any information given must relate to the APPEAL ISSUE(S).

The Hearing Officer may ask questions of you and the agency representative(s).  Before the hearing is over, the Hearing Officer will ask if you have presented all that you want to be considered.

The Hearing Officer will also ask you if all of your questions about the APPEAL ISSUE(S) have been addressed. Remember that all documentation and information must be presented at the hearing.  The Hearing Officer will then explain how the appeal process continues and, if there are no questions, the hearing will be closed.

AFTER THE HEARING

The appeal record will be evaluated by the Hearing Officer who will research policy and regulations related to your issue(s), write a summary of relevant facts, and send you the decision.

The Appeal Decision Packet will include the Hearing Officer’s decision, all evidence and documentation, and copies of policy and regulations used to make the decision.

If you disagree with the Hearing Officer’s decision, the next level of appeal is to your local Circuit Court. You will be sent information about this process.

THE HEARING OFFICER CAN

· Decide if the agency correctly closed or denied your case or correctly denied or reduced services under established policy.

· Make one of three decisions:
· Sustain (agree with) the agency’s decision.
· Remand (send the case back) for more information and evaluation.
· Reverse (overturn) the agency’s decision.

THE HEARING OFFICER CANNOT
· Accept information that is submitted after the hearing record is closed.

· Rule on things that are brought up at the hearing that do not relate to the APPEAL ISSUE(S).

· Change income limits that are within the permissible range allowed by law.

· Change or make exceptions to policy or law.

· Give you a decision the day of the hearing or by telephone.

HEARING OFFICER MUST DECIDE WITHIN 90 DAYS

The Hearing Officer must make a decision within 90 days from the date the Appeal Division received your hearing request.  If you need extra time and request that your hearing be rescheduled, the Hearing Officer gets extra time to make the decision.

Requests for delay by you or your authorized representative extend the 90-day time frame.  The amount of extra time is explained below:

1.  If you ask to keep the record open after the hearing, the 90-day time limit will be extended by the number of days the record is left open.

2.  If you ask to postpone the hearing within 30 days of the request for hearing, the 90-day time limit will be extended by the number of days from the date when the first hearing was scheduled until the date to which the hearing is rescheduled.

3.  If you ask to postpone the hearing within 31 to 60 days of the request for a hearing, the 90-day time limit will be extended by 1.5 times the number of days from the date when the first hearing was scheduled until the date to which the hearing is rescheduled.

4.  If you ask to postpone the hearing within 61 to 90 days of the request for a hearing, the 90-day time limit will be extended by 2 times the number of days from the date when the first hearing was scheduled until the date to which the hearing is rescheduled.

The Hearing Officer will make all reasonable efforts to reschedule the hearing to the earliest date possible.  If you ask for a delay at the hearing, the Hearing Officer will tell you the number of days of delay.  If you ask for a delay any other time, the Hearing Officer will send you a letter telling you the number of days of delay.

IF DECISION IS NOT ISSUED WITHIN 90 DAYS

Call the Medicaid Appeal Line during regular business hours at (804) 786-6048 if your decision has not arrived within 93 days (90 days to issue the decision and 3 days for mailing).  If you have asked for a delay, call this number when the decision is overdue.  When you call, tell us the date your hearing was held.  You may also appeal the delay to your local circuit court.

If the Medicaid Appeal Line is long distance for you, call (804) 786-6048, leave your phone number, and ask for an immediate call back.  Sorry!  We cannot accept collect calls.

If the decision on your case has not been made on time, DMAS will immediately investigate your case. We will notify you and any authorized representative within three business days of the results of the investigation.  We will tell you how to appeal the delay to your local circuit court.  We will also give you the name, address and telephone number of a legal aid office in your area, which may be able to help.

Appendix 12 Types of Qualified Residences 
Types of Qualified Residences
	Type of Qualified Residence
	Number of Each Type Of  Qualified Residences
	State Definition of Housing Settings & Number of Each*
	Number of Each Settings


	How Regulated*


	Projected Number of Unduplicated MFP Participants

	Home owned by individual or individual’s family member


	2,030,284


	Home owned by individual or family
	2,030,284
	Not applicable
	107

	Home or apartment with an individual lease, lockable access & egress, & which includes living, sleeping, bathing, & cooking areas over which the individual or the individual’s family has domain & control.
	874,787

20,795 existing;

100 under development


	Rental units

Public housing units
	874,787

20,795 existing;

100 under development


	Lease with landlord

Public housing agency*
	101

	Residence, in a community based residential setting, in which no more than 4 unrelated individuals reside.
	33 Providers

7 providers

23 providers

93 providers
	Adult foster care (3 or fewer)

Assisted Living Facility (4)

Sponsored residential service (2 or fewer)

Group home residential (4 or fewer)


	Minimum of 33 beds

28 beds

518 Homes

269 Homes
	Department of Social Services regulations

Department of Mental Health, Mental Retardation and Substance Abuse Services regulations
	5

6

58

43


*Note:  37,593 Housing Choice Vouchers are authorized for Virginia.
Appendix 13 Medicaid Providers (Area Agencies on Aging, Centers for Independent Living, and Community Services Boards/Behavioral Health Authorities)

Selected Local Organizations Having a Medicaid Provider Agreement

	Centers for Independent Living
	Location
	DD Case Management
	DD Facilitation
	EDCD Facilitation
	MR Waiver Case Management

	 SEQ CHAPTER \h \r 1Access Independence
	Winchester
	
	
	X
	

	 SEQ CHAPTER \h \r 1Appalachian Independence Center
	Abingdon
	
	
	X
	

	 SEQ CHAPTER \h \r 1Blue Ridge Independent Living Center
	Roanoke
	X
	X
	X
	

	 SEQ CHAPTER \h \r 1Clinch Independent Living Services
	Grundy
	
	
	
	

	 SEQ CHAPTER \h \r 1disAbility Resource Center
	Fredericksburg
	
	
	X
	

	 SEQ CHAPTER \h \r 1Eastern Shore Center for Independent Living
	Exmore
	
	
	X
	

	 SEQ CHAPTER \h \r 1Endependence Center
	Norfolk
	X
	X
	X
	

	 SEQ CHAPTER \h \r 1Endependence Center of NOVA
	Arlington
	
	
	X
	

	 SEQ CHAPTER \h \r 1Independence Empowerment Center
	Manassas
	
	
	X
	

	 SEQ CHAPTER \h \r 1Independence Resource Center
	Charlottesville
	
	
	
	

	 SEQ CHAPTER \h \r 1Junction Center for Independent Living
	Norton
	X
	X
	X
	

	 SEQ CHAPTER \h \r 1Lynchburg Area Center for Independent Living
	Lynchburg
	X
	X
	X
	

	 SEQ CHAPTER \h \r 1Peninsula Center for Independent Living
	Hampton
	X
	X
	X
	

	 SEQ CHAPTER \h \r 1Piedmont Independent Living Center
	Danville
	
	
	
	

	 SEQ CHAPTER \h \r 1Resources for Independent Living
	Richmond
	X
	X
	
	

	 SEQ CHAPTER \h \r 1Valley Associates for Independent Living
	Harrisonburg
	X
	X
	X
	


	Community Services Boards/ Behavioral Health Authorities
	Location
	DD Case Management
	DD Facilitation
	EDCD Facilitation
	MR Waiver Case Management

	Alexandria CSB
	4480 King Street, 6th Floor 
Alexandria, VA 22302 
	
	
	
	X

	Alleghany Highlands CSB
	P.O. Box 533 

Clifton Forge, VA  24422
	
	
	
	X

	Arlington County CSB
	3033 Wilson Blvd, #700 B 

Arlington, VA  22201
	
	
	
	X

	Blue Ridge Behavioral Healthcare
	611 McDowell Avenue 
Roanoke, VA 24016
	
	
	
	X

	Central Virginia CSB
	620 Court Street 

Lynchburg, VA  24504
	
	
	
	X

	Chesapeake CSB
	224 Great Bridge Blvd.

Chesapeake, VA 23320
	
	
	
	X

	Chesterfield CSB
	P.O. Box 92 

Chesterfield, VA  23832-0092
	
	
	
	X

	Colonial CSB
	1657 Merrimac Trail 

Williamsburg, VA  23185
	
	
	
	X

	Crossroads CSB
	P.O. Drawer 248, Hwy 460 E. 

Farmville, VA  23901-0248
	
	
	
	X

	Cumberland Mountain CSB
	P.O. Box 810 

Cedar Bluff, VA  24609-0810
	
	
	
	X

	Danville-Pittsylvania
	245 Hariston St. 

Danville, VA  24540
	
	
	
	X

	Dickenson County Behavioral Health
	138 Park Pl P. O. Box 1449. 

Clintwood, VA 24228
	
	
	
	X

	District 19 CSB
	20 W. Bank St., Suite 4 

Petersburg, VA 23803
	
	
	
	X

	Eastern Shore CSB
	P.O. Box 626 

Exmore, VA  23350
	
	
	
	X

	Fairfax-Falls Church CSB
	12011 Government Center Pkwy.

 3rd Floor

Fairfax, VA  22035-1105
	
	
	
	X

	Goochland-Powhatan CSB
	3910 Old Buckingham Road 

Powhatan, VA 23139
	
	
	
	X

	Hampton-Newport News CSB
	2501 Washington Ave 2nd floor 

Newport News, VA  23607
	
	
	
	X

	Hanover Co. CSB
	12300 Washington Hwy 

Ashland, VA  23005-7676
	
	
	
	X

	Harrisonburg-Rockingham CSB
	1241 N. Main Street 

Harrisonburg, VA  22802
	
	
	
	X

	Henrico Area CSB
	10299 Woodman Road 

Glen Allen, VA  23060-2798
	
	
	
	X

	Highlands CSB
	330 Cummings Street, 

Suite A Abingdon, VA 24210
	
	
	
	X

	Loudoun County CSB
	906 Trail View Blvd., #A 

Leesburg, VA  20175
	
	
	
	X

	Middle Peninsula-Northern Neck CSB
	P.O. Box 40

 Saluda, VA  23149
	
	
	
	X

	Mount Rogers CSB
	770 W. Ridge Rd. 

Wytheville, VA  24382
	
	
	
	X

	New River Valley CSB
	700 University City Blvd. 

Blacksburg, VA  24060
	
	
	
	X

	Norfolk CSB
	248 W. Bute Street 

Norfolk, Virginia 23510
	
	
	
	X

	Northwestern  CSB
	Front Royal, VA 22630
	
	
	
	X

	Piedmont CSB
	24 Clay Street 

Martinsville, VA  24112-3715
	
	
	
	X

	Planning District One CSB
	622 Powell Avenue 

Big Stone Gap, VA 24219
	
	
	
	X

	Portsmouth Dept of Behavioral Healthcare Services 
	300 Port Centre Parkway Suite 103 Portsmouth, VA  23704
	
	
	
	X

	Prince William County CSB
	15941 Donald Curtis Drive 

Woodbridge, VA  22191
	
	
	
	X

	Rappahannock Area CSB
	600 Jackson St. 

Fredericksburg, VA  22401
	
	
	
	X

	Rappahannock-Rapidan CSB
	P.O. Box 1568 

Culpeper, VA  22701
	
	
	
	X

	Region Ten CSB
	2000 Michie Drive 

Charlottesville, VA  22901
	
	
	
	X

	Richmond Behavioral Health Authority
	107 S. Fifth Street 

Richmond, VA  23219
	
	
	
	X

	Rockbridge Area CSB
	214 Greenhouse Rd. 

Lexington, VA  24450
	
	
	
	X

	Southside Va. CSB
	P.O. Box 488424 Hamilton Boulevard South Boston , VA 24592
	
	
	
	X

	Valley CSB
	85 Sanger’s Lane 

Staunton, VA  22401
	
	
	
	X

	Virginia Beach CSB
	297 Independence Blvd., 

#218 Pembroke 6 Building 

Virginia Beach, VA  23462
	
	
	
	X

	Western Tidewater CSB
	5268 Goodwin Blvd 

Suffolk, VA  23434
	
	
	
	X

	Area Agencies on Aging
	
	
	
	
	

	Appalachian Agency For Senior Citizens, Inc.
	P.O. Box 765

Cedar Bluff, VA 24609-0765
	
	
	
	

	Bay Aging


	P.O. Box 610 

Urbanna, VA 23175


	
	
	
	

	District Three Governmental Cooperative


	4453 Lee Highway

Marion, VA 24354-4270


	
	
	
	

	LOA-Area Agency on Aging, Inc.


	P.O. Box 14205

Roanoke, Virginia 24038-4205


	
	
	
	

	Mountain Empire Older Citizens, Inc.


	P.O. Box 888

Big Stone Gap, VA 24219-0888


	
	
	
	

	New River Valley Agency on Aging


	141 East Main Street, Suite 500 

Pulaski, VA  24301


	
	
	
	

	Prince William Area Agency on Aging


	7987 Ashton Avenue, Suite 231 

Manassas, VA 20109-2885


	
	
	
	

	Rappahannock-Rapidan Community Services Board


	P.O. Box 1568 

Culpeper, VA 22701


	
	
	
	


Appendix 14 U.S. Department of Housing and Urban Development Quality Standards and Inspection Form
U.S. Department of Housing and Urban Development (HUD) 
Housing Quality Standards Inspection Form

BUILDING INTERIOR

Is there a living room?  In the living room, check:

ELECTRICITY:  Are there at least two working outlets or one working outlet and one working light fixture?

ELECTRICAL HAZARDS:  Is the room free from electrical hazards?

SECURITY:  Are all windows and doors that are accessible from the outside lockable?

WINDOW CONDITION: Is there at least one window, and are all windows free of signs of severe deterioration or missing or broken out panes?

CEILING CONDITION: Is the ceiling sound and free from hazardous defects?

WALL CONDITION: Are the walls sound and free from hazardous defects?

FLOOR CONDITION: Is the floor sound and free from hazardous defects?

LEAD PAINT: Are all interior surfaces either free of cracking, scaling, peeling, chipping, and loose paint or adequately treated and covered to prevent exposure of the occupants to lead based paint hazards?

WEATHER STRIPPING: Is weather stripping present and in good condition on all windows and exterior doors?

Is there a kitchen?  In the kitchen, check:

ELECTRICITY: Is there at least one working electric outlet and one working, permanently installed light fixture?

ELECTRICAL HAZARDS: Is the kitchen free from electrical hazards?

SECURITY: Are all windows and doors that are accessible from the outside lockable?

WINDOW CONDITION: Are all windows free of signs of deterioration or missing or broken out panes?

CEILING CONDITION: Is the ceiling sound and free from hazardous defects?

WALL CONDITION: Are the walls sound and free from hazardous defects?

FLOOR CONDITION: Is the floor sound and free from hazardous defects?

LEAD PAINT: Are all interior surfaces either free of cracking, scaling, peeling, chipping, and loose paint or adequately treated and covered to prevent exposure of the occupants to lead based paint hazards?

STOVE OR RANGE WITH OVEN: Is there a working oven and a stove (or range) with top burners that work?

REFRIGERATOR: Is there a refrigerator that works and maintains a temperature low enough so that food does not spoil over a reasonable period of time?

SINK: Is there a kitchen sink that works with hot and cold running water?

SPACE FOR STORAGE AND PREPARATION OF FOOD: Is there space to store and prepare food?

WEATHER STRIPPING: Is weather stripping present and in good condition on all windows and exterior doors?

Is there a bathroom?  In the bathroom, check:

ELECTRICITY: Is there at least one permanently installed light fixture?

ELECTRICAL HAZARDS: Is the bathroom free from electrical hazards?

SECURITY: Are all windows and doors that are accessible from the outside lockable?

WINDOW CONDITION: Are all windows free of signs of deterioration or missing or broken out panes?

CEILING CONDITION: Is the ceiling sound and free from hazardous defects?

WALL CONDITION: Are the walls sound and free from hazardous defects?

FLOOR CONDITION: Is the floor sound and free from hazardous defects?

LEAD PAINT: Are all interior surfaces either free of cracking, scaling, peeling, chipping, and loose paint, or adequately treated and covered to prevent exposure of the occupants to lead based paint hazards?

FLUSH TOILET IN ENCLOSED ROOM IN UNIT: Is there a working toilet in the unit for exclusive private use of the tenant?

FIXED WASH BASIN OR LAVATORY IN UNIT: Is there a working, permanently installed wash basin with hot and cold running water in the unit?

TUB OR SHOWER IN UNIT: Is there a working tub or shower with hot and cold running water in the unit?

VENTILATION: Are there operable windows or a working vent system?

WEATHER STRIPPING: Is weather stripping present and in good condition on all windows and exterior doors?

Are there other rooms in the living space?  If so, use these room codes:

1 = Bedroom or any other room used for sleeping (regardless of type of room)

2 = Dining Room, or Dining Area

3 = Second Living Room, Family Room, Den, Playroom, TV Room

4 = Entrance Halls, Corridors, Halls, Staircases

5 = Additional Bathroom

6 = Other

And check:

ELECTRICITY: If Room Code = 1, are there at least two working outlets or one working outlet and one working, permanently installed light fixture? If Room Code does not = 1, is there a means of illumination?

ELECTRICAL HAZARDS: Is the room free from electrical hazards?

SECURITY: Are all windows and doors that are accessible from the outside lockable?

WINDOW CONDITION: If Room Code = 1, is there at least one window? And, regardless of Room Code, are all windows free of signs of severe deterioration or missing or broken out panes?

CEILING CONDITION: Is the ceiling sound and free from hazardous defects?

WALL CONDITION: Are the walls sound and free from hazardous defects?

FLOOR CONDITION: Is the floor sound and free from hazardous defects?

LEAD PAINT: Are all interior surfaces either free of cracking, scaling, peeling, chipping, and loose paint, or adequately treated and covered to prevent exposure of the occupants to lead based paint hazards?

WEATHERSTRIPPING: Is weather stripping present and in good condition on all windows and exterior doors?

Are there other rooms not used for living?  If so, check:

SECURITY: Are all windows and doors that are accessible from the outside lockable in each room?

ELECTRICAL HAZARDS: Are all these rooms free from electrical hazards?

OTHER POTENTIALLY HAZARDOUS FEATURES IN ANY OF THESE ROOMS: Are all of these rooms free of any other potentially hazardous features? 

BUILDING EXTERIOR

CONDITION OF FOUNDATION: Is the foundation sound and free from hazards?

CONDITION OF STAIRS, RAILS, AND PORCHES: Are all the exterior stairs, rails and porches sound and free from hazards?

CONDITION OF ROOF AND GUTTERS: Are the roof, gutters and downspouts sound and free from hazards?

CONDITION OF EXTERIOR SURFACES: Are exterior surfaces sound and free from hazards?

CONDITION OF CHIMNEY: Is the chimney sound and free from hazards?

LEAD PAINT: EXTERIOR SURFACES: Are all exterior surfaces which are accessible to children under seven years of age free of cracking, scaling, peeling, chipping, and loose paint, or adequately treated or covered to prevent exposure of such children to lead based paint hazards?

MOBILE HOMES: TIE DOWNS:  If the unit is a mobile home, it is properly placed and tied down? 

MOBILE HOMES: SMOKE DETECTORS: If unit is a mobile home, does it have at least one smoke detector in working condition? 

CAULKING: Are all fixed joints including frames around doors and windows, areas around all holes for pipes, ducts, water faucets or electric conduits, and other areas, which may allow unwanted air flow appropriately caulked.

HEATING, PLUMBING AND INSULATION

ADEQUACY OF HEATING EQUIPMENT: 

a. Is the heating equipment capable of providing adequate heat (either directly or indirectly) to all rooms used for living?

b. Is the heating equipment oversized by more than 15%?

c. Are pipes and ducts located in unconditioned space insulated?

SAFETY OF HEATING EQUIPMENT

Is the unit free from unvented fuel burning space heaters, or any other types of unsafe heating conditions?

VENTILATION AND ADEQUACY OF COOLING: Does this unit have adequate ventilation and cooling by means of operable windows or a working cooling system?

HOT WATER HEATER: Is hot water heater located, equipped, and installed in a safe manner?

WATER SUPPLY: Is the unit served by an approvable public or private sanitary water supply?

PLUMBING: Is plumbing free from major leaks or corrosion that causes serious and persistent levels of rust or contamination of the drinking water?

SEWER CONNECTION: Is plumbing connected to an approvable public or private disposal system, and is it free from sewer back up?

INSULATION: Are the attic and walls appropriately insulated for regional conditions? 

GENERAL HEALTH AND SAFETY

ACCESS TO UNIT: Can the unit be entered without having to go through another unit?

EXITS: Is there an acceptable fire exit from this building that is not blocked?

EVIDENCE OF INFESTATION: Is the unit free from rats or severe infestation by mice or vermin?

GARBAGE AND DEBRIS: Is the unit free from heavy accumulation of garbage or debris inside and outside?

REFUSE DISPOSAL: Are there adequate covered facilities for temporary storage and disposal of food wastes, and are they approved by a local agency?

INTERIOR STAIRS AND COMMON HALLS: Are interior stairs and common halls free from hazards to the occupant because of loose, broken or missing steps on stairways, absent or insecure railings; inadequate lighting, or other hazards?

OTHER INTERIOR HAZARDS: Is the interior of the unit free from any other hazards not specifically identified previously?

ELEVATORS: Where local practice requires, do all elevators have a current inspection certificate? If local practice does not require this, are they working and safe?

INTERIOR AIR QUALITY: Is the unit free from abnormally high levels of air pollution from vehicular exhaust, sewer gas, fuel gas, dust, or other pollutants?

SITE AND NEIGHBORHOOD CONDITIONS: Are the site and immediate neighborhood free from conditions, which would seriously and continuously endanger the health or safety of the residents?

LEAD PAINT: OWNER CERTIFICATION: If the owner of the unit is required to treat or cover any interior or exterior surfaces, has the certification of compliance been obtained

Appendix 15 Contact Information for Public Housing Agencies in Virginia

Public Housing Agencies in Virginia Administering Housing Choice Voucher Programs

	PHA Name, Phone & Fax Number
	Address
	Section 8/

Low-rent

	Abingdon RHA 
Phone: (276)628-5661

Fax: (276)628-5661
	300 Green Spring Road 

Abingdon
VA 24210
	Both

	People Incorporated 
Phone: (276)623-9000

Fax: (276)628-2931
	1173 West Main Street 

Abingdon
VA 24210
	Section 8

	Accomack-Northampton RHA 
Phone: (757)787-2800

Fax: (757)787-4221
	23372 Front St 

Accomac
VA 23301
	Section 8

	Alexandria RHA 
Phone: (703)549-7115

Fax: (703)549-8709
	600 N Fairfax Street 

Alexandria
VA 22314
	Both*

	Arlington County Dept of Human Services 
Phone: (703)228-1450

Fax: (703)228-1042
	3033 Wilson Blvd 

Arlington
VA 22201
	Section 8

	Big Stone Gap RHA 
Phone: (276)523-4788

Fax: (276)523-6225
	170 Dogwood Terrace 

Office Building 

Big Stone Gap
VA 24219
	Section 8

	Bristol RHA 
Phone: (276)642-2001

Fax: (276)642-2015
	809 Edmond Street 

Bristol
VA 24201
	Both

	County of Albemarle/Office of Housing 
Phone: (434)296-5839

Fax: (434)293-0281
	Albemarle County Office of Housing 

401 McIntire Road, Room 130 

Charlottesville
VA 22902
	Section 8

	Charlottesville RHA 
Phone: (434)970-3258

Fax: (434)971-4797
	605 East Main St., City Hall, Rm A040 

Charlottesville
VA 22902
	Both

	Piedmont Housing Alliance 
Phone: (434)817-2436

Fax: (434)817-0664
	2000 Holiday Dr. 

Suite 200 

Charlottesville
VA 22901
	Section 8

	Chesapeake RHA 
Phone: (757)523-0401

Fax: (757)523-1601
	1468 S Military Highway 

Chesapeake
VA 23320
	Both

	Wise County RHA 
Phone: (276)395-6104

Fax: (276)395-5874
	107 Litchfield Street NW 

Coeburn
VA 24230
	Both

	Covington RHA 
Phone: (540)965-7100

Fax: (540)965-7104
	1011 North Rockbridge Avenue 

Covington
VA 24426
	Section 8

	Danville RHA 
Phone: (434)793-1222

Fax: (434)792-2118
	651 Cardinal Place 

Danville
VA 24541
	Both

	Buckingham HDC Inc. 
Phone: (434)983-2053

Fax: (434)983-5459
	PO Box 400 

Dillwyn
VA 23936
	Section 8

	Scott County RHA 
Phone: (276)431-2022

Fax: (276)431-2004
	301 Fugate Street 

Duffield
VA 24244
	Both

	Fairfax County RHA 
Phone: (703)246-5100

Fax: (703)246-5115
	3700 Pender Drive 

Suite 300 

Fairfax
VA 22030
	Both

	Franklin RHA 
Phone: (757)562-0384

Fax: (757)562-0267
	601 Campbell Avenue 

Franklin
VA 23851
	Both

	Hampton RHA 
Phone: (757)727-6337

Fax: (757)727-6368
	22 Lincoln Street 

Hampton
VA 23669
	Both

	Harrisonburg RHA 
Phone: (540)434-7386

Fax: (540)432-1113
	286 Kelly Street 

Harrisonburg
VA 22802
	Both

	Hopewell RHA 
Phone: (804)458-5160

Fax: (804)458-3364
	350 E Poythress Street 

Hopewell
VA 23860
	Both

	Lee County RHA 
Phone: (276)346-3910

Fax: (276)346-3124
	1223 Chapel Drive 

Jonesville
VA 24263
	Both

	Cumberland Plateau Regional HA 
Phone: (276)889-4910

Fax: (276)889-4615
	Memorial Drive 

Lebanon
VA 24266
	Low-Rent

	Loudoun County Department of Family Services 

Phone: (703)777-0353

Fax: (703)777-5214
	102 Heritage Way, NE 

Suite 103 

Leesburg
VA 20176
	Section 8

	Lynchburg RHA 
Phone: (434)845-9011

Fax: (434)845-9144
	918 Commerce Street 

Lynchburg
VA 24504
	Both

	Marion RHA 
Phone: (276)783-3381

Fax: (276)783-6934
	237 Miller Avenue 

Marion
VA 24354
	Both

	Martinsville RHA 
Phone: (276)656-5190

Fax: (276)656-5264
	55 West Church Street 

Martinsville
VA 24112
	Section 8

	Newport News RHA 
Phone: (757)928-2620

Fax: (757)247-6535
	227 27th Street 

Newport News
VA 23607
	Both

	Norfolk RHA 
Phone: (757)623-1111

Fax: (757)626-1607
	201 Granby Street 

Norfolk
VA 23510
	Both

	Norton RHA 
Phone: (276)679-0020

Fax: (276)679-0026
	200 6th Street NW 

Norton
VA 24273
	Both

	Petersburg RHA 
Phone: (804)733-2200

Fax: (804)733-2229
	128 A South Sycamore Street 

Petersburg
VA 23803
	Both

	Portsmouth RHA 
Phone: (757)399-5261

Fax: (757)399-8697
	801 Water Street 

Portsmouth
VA 23704
	Both

	Richmond RHA 
Phone: (804)780-4200

Fax: (804)649-0659
	901 Chamberlayne Parkway 

Richmond
VA 23220
	Both

	VHDA 
Phone: (804)343-5893

Fax: (804)343-8390
	601 South Belvidere Street 

Richmond
VA 23220
	Section 8

	Roanoke RHA 
Phone: (540)983-9281

Fax: (540)983-9229
	2624 Salem Turnpike NW 

Roanoke
VA 24017
	Both

	Roanoke - Taap 
Phone: (540)345-6781

Fax: (540)777-0422
	145 Campbell Avenue 

7th Floor 

Roanoke,VA 24001
	Section 8

	Staunton RHA 
Phone: (540)886-3413

Fax: (540)885-5414
	900 Elizabeth Miller Gardens 

Staunton
VA 24401
	Both

	Suffolk RHA 
Phone: (757)539-2100

Fax: (757)539-5184
	530 E Pinner Street 

Suffolk
VA 23434
	Both

	Virginia Beach Dhnp 

Phone: (757)385-5750

Fax: (757)385-5766
	2424 Courthouse Dr. 

Bldg. 18a 

Virginia Beach
VA 23456
	Section 8

	Waynesboro RHA 
Phone: (540)946-9230

Fax: (540)946-9233
	1700 New Hope Road 

Waynesboro
VA 22980
	Both

	James City County Ohcd 
Phone: (757)259-5340

Fax: (757)220-0640
	5320 Palmer Lane 

Suite 1a 

Williamsburg
VA 23188
	Section 8

	Williamsburg RHA 
Phone: (757)220-3477

Fax: (757)221-0528
	412 N Boundary Street 

Williamsburg
VA 23185
	Low-Rent

	Prince William County Office of Hcd 
Phone: (703)792-7530

Fax: (703)792-4978
	15941 Donald Curtis Drive, Suite 112 

Dr. A. J. Ferlazzo Building 

Woodbridge
VA 22191
	Section 8

	Wytheville RHA 
Phone: (276)228-6515

Fax: (276)228-8606
	170 Hedgefield Lane 

Wytheville
VA 24382
	Both
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FACT SHEET For HUD ASSISTED RESIDENTS

Rental Assistance Payments (RAP) 

“HOW YOUR RENT IS DETERMINED”

Office of Housing

January 2002
(Obtained at http://www.hud.gov/offices/hsg/mfh/gendocs/factsrap.pdf in August 2007)

This Fact Sheet is a general guide to inform the Owner/Management Agents (OA) and HUD-assisted residents of the responsibilities and rights regarding income disclosure and verification.

Why Determining Income and Rent Correctly is Important

Department of Housing and Urban Development studies show that many resident families pay incorrect rent. The main causes of this problem are:

• Under-reporting of income by resident families, and

• OAs not granting exclusions and deductions to which resident families are entitled.

OAs and residents all have a responsibility in ensuring that the correct rent is paid.

OAs’ Responsibilities:

• Obtain accurate income information

• Verify resident income

• Ensure residents receive the exclusions and deductions to which they are entitled

• Accurately calculate Tenant Rent

• Provide tenants a copy of lease agreement and income and rent determinations

• Recalculate rent when changes in family composition are reported

• Recalculate rent when resident income decreases

• Recalculate rent when resident income increases by $200 or more per month

• Provide information on OA policies upon request

• Notify residents of any changes in requirements or practices for reporting income or determining rent

Residents’ Responsibilities:

• Provide accurate family composition information

• Report all income

• Keep copies of papers, forms, and receipts which document income and expenses

• Report changes in family composition and income occurring between annual re-certifications

• Sign consent forms for income verification

• Follow lease requirements and house rules

Income Determinations

A family’s anticipated gross income determines not only eligibility for assistance, but also determines the rent a family will pay and the subsidy required. The anticipated income, subject to exclusions and deductions the family will receive during the next twelve (12) months, is used to determine the family’s rent.

What is Annual Income?  Gross Income – Income Exclusions = Annual Income

What is Adjusted Income?   Annual Income – Deductions = Adjusted Income

Determining Tenant Rent

Rental Assistance Payment (RAP) Rent Formula: The rent a family will pay is the highest of the following amounts:

• 30% of the family’s monthly adjusted income

• 10% of the family’s monthly income

• Welfare rent or welfare payment from agency to assist family in paying housing costs.

• Note: An owner may admit an applicant to the RAP program only if the Total Tenant Payment is less than the gross rent for the unit.

Income and Assets 

HUD assisted residents are required to report all income from all sources to the Owner or Agent (OA).  Exclusions to income and deductions are part of the tenant rent process.

When determining the amount of income from assets to be included in annual income, the actual income derived from the assets is included except when the cash value of all of the assets is in excess of $5,000, then the amount included in annual income is the higher of 2% of the total assets or the actual income derived from the assets.

Annual Income Includes:

• Full amount (before payroll deductions) of wages and salaries, overtime pay, commissions, fees, tips and bonuses and other compensation for personal services

• Net income from the operation of a business or profession

• Interest, dividends and other net income of any kind from real or personal property (See Assets Include/Assets Do Not Include below) 

• Full amount of periodic amounts received from Social Security, annuities, insurance policies, retirement funds, pensions, disability or death benefits and other similar types of periodic receipts, including lump-sum amount or prospective monthly amounts for the delayed start of a periodic amount

• Payments in lieu of earnings, such as unemployment and disability compensation, worker’s compensation and severance pay

• Welfare assistance

• Periodic and determinable allowances, such as alimony and child support payments and regular contributions or gifts received from organizations or from persons not residing in the dwelling

• All regular pay, special pay and allowances of a member of the Armed Forces (except for special pay for exposure to hostile fire)

Assets Include:

• Stocks, bonds, Treasury bills, certificates of deposit, money market accounts

• Individual retirement and Keogh accounts

• Retirement and pension funds

• Cash held in savings and checking accounts, safe deposit boxes, homes, etc.

• Cash value of whole life insurance policies available to the individual before death

• Equity in rental property and other capital investments

• Personal property held as an investment

• Lump sum receipts or one-time receipts

• Mortgage or deed of trust held by an applicant

• Assets disposed of for less than fair market value.

Assets Do Not Include: 

• Necessary personal property (clothing, furniture, cars, wedding ring, vehicles specially equipped for persons with disabilities)

• Interests in Indian trust land

• Term life insurance policies

• Equity in the cooperative unit in which the family lives

• Assets that are part of an active business 

• Assets that are not effectively owned by the applicant or are held in an individual’s name, but the assets and any income they earn accrue to the benefit of someone else who is not a member of the household, and that other person is responsible for income taxes incurred on income generated by the assets

• Assets that are not accessible to the applicant and provide no income to the applicant (Example: A battered spouse owns a house with her husband.  Due to the domestic situation, she receives no income from the asset and cannot convert the asset to cash.)

• Assets disposed of for less than fair market value as a result of foreclosure, bankruptcy, divorce or separation agreement if the applicant or resident receives important consideration not necessarily in dollars.

Exclusions from Annual Income:

• Income from the employment of children (including foster children) under the age of 18

• Payment received for the care of foster children or foster adults (usually persons with disabilities, unrelated to the tenant family, who are unable to live alone

• Lump-sum additions to family assets, such as inheritances, insurance payments (including payments under health and accident insurance and worker’s compensation), capital gains and settlement for personal or property losses

• Amounts received by the family that are specifically for, or in reimbursement of, the cost of medical expenses for any family member

• Income of a live-in aide 

• The full amount of student financial assistance either paid directly to the student or to the educational institution

• The special pay to a family member serving in the Armed Forces who is exposed to hostile fire

• Amounts received under training programs funded by HUD

• Amounts received by a person with a disability that are disregarded for a limited time for purposes of Supplemental Security Income eligibility and benefits because they are set aside for use under a Plan to Attain Self-Sufficiency (PASS)

• Amounts received by a participant in other publicly assisted programs which are specifically for or in reimbursement of out-of-pocket expenses incurred (special equipment, clothing, transportation, child care, etc.) and which are made solely to allow participation in a specific program

• Resident service stipend (not to exceed $200 per month)

• Incremental earnings and benefits resulting to any family member from participation in qualifying State or local employment training programs and training of a family member as resident management staff

• Temporary, non-recurring or sporadic income (including gifts)

• Reparation payments paid by a foreign government pursuant to claims filed under the laws of that government by persons who were persecuted during the Nazi era

• Earnings in excess of $480 for each full time student 18 years old or older (excluding head of household, co-head or spouse)

• Adoption assistance payments in excess of $480 per adopted child

• Deferred periodic payments of supplemental security income and social security benefits that are received in a lump sum amount or in prospective monthly amounts

• Amounts received by the family in the form of refunds or rebates under State of local law for property taxes paid on the dwelling unit

• Amounts paid by a State agency to a family with a member who has a developmental disability and is living at home to offset the cost of services and equipment needed to keep the developmentally disabled family member at home

Federally Mandated Exclusions:

• Value of the allotment provided to an eligible household under the Food Stamp Act of 1977

• Payments to Volunteers under the Domestic Volunteer Services Act of 1973

• Payments received under the Alaska Native Claims Settlement Act

• Income derived from certain sub-marginal land of the US that is held in trust for certain Indian Tribes

• Payments or allowances made under the Department of Health and Human Services’ Low-Income Home Energy Assistance Program

• Payments received under programs funded in whole or in part under the Job Training Partnership Act

• Income derived from the disposition of funds to the Grand River Band of Ottawa Indians

• The first $2000 of per capita shares received from judgment funds awarded by the Indian Claims Commission or the US. Claims Court, the interests of individual Indians in trust or restricted lands, including the first $2000 per year of income received by individual Indians from funds derived from interests held in such trust or restricted lands 

• Amounts of scholarships funded under Title IV of the Higher Education Act of 1965, including awards under the Federal work-study program or under the Bureau of Indian Affairs student assistance programs

• Payments received from programs funded under Title V of the Older Americans Act of 1985

• Payments received on or after January 1, 1989, from the Agent Orange Settlement Fund or any other fund established pursuant to the settlement in In Re Agent-product liability litigation

• Payments received under the Maine Indian Claims Settlement Act of 1980

• The value of any child care provided or arranged (or any amount received as payment for such care or reimbursement for costs incurred for such care) under the Child Care and Development Block Grant Act of 1990

• Earned income tax credit (EITC) refund payments on or after January 1, 1991

• Payments by the Indian Claims Commission to the Confederated Tribes and Bands of Yakima Indian Nation or the Apache Tribe of Mescalero Reservation

• Allowance, earnings and payments to AmeriCorps participants under the National and Community Service Act of 1990

• Any allowance paid under the provisions of 38U.S.C. 1805 to a child suffering from spina bifida who is the child of a Vietnam veteran

• Any amount of crime victim compensation (under the Victims of Crime Act) received through crime victim assistance (or payment or reimbursement of the cost of such assistance) as determined under the Victims of Crime Act because of the commission of

a crime against the applicant under the Victims of Crime Act

• Allowances, earnings and payments to individuals participating under the Workforce Investment Act of 1998.

Deductions:

• $480 for each dependent including full time students or persons with a disability

• $400 for any elderly family or disabled family

• Unreimbursed medical expenses of any elderly family or disabled family that total more than 3% of Annual Income

• Unreimbursed reasonable attendant care and auxiliary apparatus expenses for disabled family member(s) to allow family member(s) to work that total more than 3% of Annual Income

• If an elderly family has both unreimbursed medical expenses and disability assistance expenses, the family’s 3% of income expenditure is applied only one time

• Any reasonable child care expenses for children under age 13 necessary to enable a member of the family to be employed or to further his or her education.

Reference Materials

Regulations:

• General HUD Program Requirements; 24 CFR Part 5

• Determining Adjusted Income in HUD Programs Serving Persons with Disabilities; Requiring Mandatory Deductions for Certain Expenses; and Disallowance for Earned Income, 65 FR 4608, August 21, 2000; 24 CFR Parts 5, 92, et al.

Handbook: 4350.3, Occupancy Requirements of Subsidized Multifamily Housing Programs

Notices: “Federally Mandated Exclusions” Notice 66 FR 4669, April 20, 2001

For More Information:

Find out more about HUD’s programs on HUD’s Internet homepage at http://www.hud.gov
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Public Transportation Providers in Virginia**
Arlington County, Division of Transportation

100 Clarendon Blvd., Suite 900

Arlington, VA 22201

(703) 228-7433

(703) 228-7548

Serves the following areas: Arlington County.  Arlington County Division of Transportation provides public transportation services to accommodate the needs of Arlington residents, commuters and visitors for community access and mobility to sustain full, active and affordable lifestyles independent of a requirement to operate or own a personal automobile. The integrated network of transit services and facilities developed, coordinated or operated through this program to meet these needs of the Arlington community include: Metrorail, Metrobus, MetroAccess, Arlington Transit (ART), Specialized Transit for Arlington Residents (STAR), Commuter Assistance, and Virginia Railway Express (VRE). ART operates within the 26 square mile boundaries of Arlington (population 193,000). The ART bus service is operated through a contract with a private sector company (currently ATC Vancom, Inc.). The current fleet of 25 ART ADA-accessible buses consists of small, alternative-fueled compressed natural gas (CNG) buses operated on eleven routes, (various operating times).

Bay Transit 

P.O. Box 610
5306 Old Virginia St.
Urbanna, VA 23175
(804) 758-2386
(804) 758-5773

Serves the following areas: Essex County, Gloucester County King And Queen County, King William County, Lancaster County, Mathews County, Middlesex County, Northumberland County, Richmond County, Westmoreland County, Colonial Beach (Westmoreland Co.),Irvington (Lancaster Co.), Kilmarnock (Lancaster, Northumberland. Co.). Tappahannock (Essex Co.), Urbanna (Middlesex Co.), Warsaw (Richmond Co.) West Point (King William Co.), White Stone (Lancaster Co.).  Bay Transit was created in 1996 as the needs for public transportation on the ever-growing Middle Peninsula heightened. Bay Transit operates out of the Bay Aging office in Urbanna and in 1998, Bay Transit took over the operations of Colonial Beach Transit. Currently Bay Transit serves the ten counties of the Middle Peninsula and Northern Neck.

Blacksburg Transit 

2800 Commerce St
Blacksburg, VA 24060
(540) 961-1185
(540) 951-3142

Serves the following areas:  Blacksburg (Montgomery Co.)  Blacksburg Transit is an Urbanized Public transit provider serving the New River Valley and the Virginia Tech Campus. Known simply as BT to 2‚491‚866 passengers that were carried in 2006.

Blackstone Area Bus System 

100 W. Elm Street
Blackstone, VA 23824
(434) 292-3580
(434) 292-6560

Serves the following areas: Lunenburg County, Nottoway County, Blackstone (Nottoway Co.), Burkeville (Nottoway Co.), Crewe (Nottoway Co.), Kenbridge (Lunenburg Co.), Victoria (Lunenburg Co.)  Provides service Monday- Saturday in the Town of Blackstone. Manages Town and County Transit in Lunenburg County. Provides service on Tuesday and Friday for the residents of Crewe and Burkeville.

Bristol Virginia Transit

2107 Shakesville Road.
Bristol, VA 24201
(276) 645-7384
(276) 645-9649 
Serves the following areas: Bristol
Bristol Transit delivers transit service in conjunction with Bristol Transit of Tennessee (BTT) to service this city that sits in two states known as the "Good Place to Live". Bristol is also known as a transportation hub with its proximity to I-81 and other major routes. The proposed Bristol to Richmond Intrastate Rail Service will stop at the revitalized Train Station downtown only blocks from the multi-state transfer center that BVT and BTT use.

Colonial Beach Transit 

PO Box 610
5306 Old Virginia St.
Urbanna, VA 23175
(804) 758-2386
(804) 758-5773

Serves the following areas: Colonial Beach (Westmoreland Co.).  Colonial Beach Transit is managed by Bay Transit. It provides demand-response service around the Town of Colonial Beach on Mondays and Fridays, direct service to Fredericksburg every Tuesday and Thursday and a run to Potomac Mills Mall once a month.

Danville Transit 

P.O. Box 3300
RT 58 East
Danville, VA 24543
(434) 799-5144
(434) 799-6458

Serves the following areas: Danville
District Three Governmental Cooperative operates a public transit program that is available to all age groups. This service includes shopping routes, shuttle services and college commuter routes throughout the rural areas of the district. Municipal affiliates include the Abingdon, Galax, Marion and Wytheville Public Transit Services and the counties of Bland and Washington Public Transit Services.  The Cooperative includes the following providers
Abingdon Public Transit
355 Cummings Street
Abingdon, VA 24210

676-0700

8:00-5:00, Mon-Fri

Carroll County Public Transit
104 Rex Lane

Galax, VA 24333

1-866-238-4293

8:00-4:30, Thurs & Fri

Galax Public Transit
104 Rex Lane
Galax, VA 24333

236-3055

8:00-4:30, Mon-Fri

Grayson Co. Public Transit
104 Rex Lane
Galax, VA 24333

1-866-238-4293

8:00-4:30, Mon-Fri

Marion Public Transit
Municipal Building
Main Street
Marion, VA 24354

782-9300

Mon, 8:00-8:00; Tue-Fri, 8:00-6:00; Sat 10:00-4:00

Smyth County Public Transit
Municipal Building
Main Street
Marion, VA 24354

782-9301

Mon, 8:00-8:00; Tue-Fri, 8:00-6:00; Sat, 10:00-4:00

Washington Co. Public Transit
355 Cummings Street
Abingdon, VA 24210

1-888-676-2662
676-2662

8:00-5:00, Mon-Fri
Wytheville Public Transit
680 West Main Street 
Wytheville, VA 24382

228-7433

8:00-4:30, Mon-Fri

Wythe County Public Transit
680 West Main Street 
Wytheville, VA 24382 

228-7433

8:00-5:00,Mon-Fri

Fairfax County Department of Transportation 

Office of Transportation
12055 Government Center Pkwy Suite 1034
Fairfax, VA 22035
(703) 324-1100
(703) 324-1450

Serves the following areas: Arlington County, Fairfax County, Herndon (Fairfax Co.),Vienna (Fairfax Co.), Alexandria, Fairfax.  The Fairfax Connector Transit System and Metrobus are the major public transit providers for Fairfax County. The Connector operates 54 routes. Over 6.8 million passenger trips are made annually. The system is highlighted by its connections to Metrorail, Metrobus, Fairfax CUE, DASH, and other services including the park & ride lot at Herndon-Monroe which services the Dulles Corridor. The Connector primarily serves the Northwest, Central and Southeast sections of the county, including Tysons Corner, Reston, Herndon, Annandale, Springfield, Richmond Corridor. The Connector accepts Metro bus/rail tokens, tickets and passes which can be purchased at many of the area's transit stores.

Farmville Area Bus

502 Doswell Street
Farmville, VA 23901
(434) 392-7433
(434) 392-7596

Serves the following areas: Farmville (Cumberland, Prince Ed. Co.).  Farmville Bus began operations in 1990 when transportation became a pressing issue in the Town of Farmville. Farmville is the home of Longwood University and Green Front Furniture. Farmville Area Bus is currently located in their newly completely facility at 502 Doswell Street. Farmville Bus operates rural and in-town service that runs along both fixed routes and deviated routes.

Four County Transit

P.O. Box 765, Wardell Industrial Park
Cedar Bluff, VA 24609
(276) 963-1486
(276) 964-5935

Serves the following areas: Buchanan County, Dickenson County, Russell County, Tazewell County, Wise County
Cedar Bluff (Tazewell Co.), Cleveland (Russell Co.), Clintwood (Dickenson Co.), Grundy (Buchanan Co.), Haysi (Dickenson Co.), Honaker (Russell Co.), Lebanon (Russell Co.), Pocahantas (Tazewell Co.), Richlands (Tazewell Co.), Saint Paul (Russell, Wise Co.), Tazewell (Tazewell Co.), Wise (Wise Co.), Clinchco (Dickenson Co.), Norton.  Four County Transit of Appalachian Agency for Senior Citizens‚ Inc.‚ (AASC) began public transit in 1998 serving Buchanan‚ Dickenson‚ Russell‚ and Tazewell Counties. Primarily a demand responsive system the system as of July 2005 has fixed routes in all four counties. The SwVCC Eagle Express is a deviated fixed route for students from all four counties that attend Southwest Virginia Community College with space available for public transit riders. MECC/UVA-Wise Express began August 2006 for college students attending University of Virginia at Wise and Mountain Empire Community College.  Fixed route services operate in the towns of Richlands‚ Cedar Bluff‚ Lebanon‚ Tazewell‚ Grundy‚ Haysi‚ Clinchco‚ and Clintwood. Four Seasons Connection is an inter-city bus service to and from Bluefield‚ VA (Graham Transit) and West Virginia (Bluefield Area Transit) that allow riders to transfer to and from the Richlands‚ Cedar Bluff‚ and Tazewell routes. Ridge Country Connection connects riders in Dickenson County with Clintwood‚ Clinchco and Haysi. Grundy Trolley Service began June 2006.

FREDericksburg Transit

Kathleen M. Beck, Transit Manager
2217 Princess Anne Street
Fredericksburg, VA  22401
Write to Ms. Beck
(540) 372-1222
 FAX: (540) 370-1637
M – F,  7:30 a.m. - 8:30 p.m.
Sat – Sun,  8:00 a.m. - 4:00 pm
Graham Transit 

P.O. Box 1026
427 Virginia Avenue
Bluefield, VA 24605
(276) 322-4628
(276) 322-4335

Serves the following areas:  Bluefield (Tazewell Co.), Pocahantas (Tazewell Co.).  Graham Transit operating hours are Monday-Friday from 7 a.m. - 6 p.m. The Pocahontas route runs Tuesday, Wednesday and Friday from 7 a.m. - 3 p.m. The cost to ride is $ 0.25.

Greater Lynchburg Transit

1301 Kemper Street
P.O. Box 797
Lynchburg, VA 24505
(434) 455-5080
(434) 847-8621

Serves the following areas: Amherst County, Lynchburg.  Greater Lynchburg Transit (GLTC) is a full service public transportation company that is fully owned by the city of Lynchburg with a board of directors to govern the system. The Board has selected a management company to run the day to operations of GLTC which includes a demand response system in addition to the fixed route vehicles. GLTC has a modern facility located on Kemper Street with a central transfer facility on the "Plaza" in downtown Lynchburg. Lynchburg has a long history of public transportation dating back to the trolley service in the early part of the 20th century.

Greater Roanoke Transit Company

1108 Campbell Ave SE
P.O. Box 13247
Roanoke, VA 24032
(540) 982-2222
(540) 982-2703

Serves the following areas: Roanoke County, Vinton (Roanoke Co.), Roanoke, Salem.  The Greater Roanoke Transit Company known locally as Valley Metro, is a private non-profit, public service organization owned by the City of Roanoke. Operations began in 1975 when the private company, Roanoke City Lines was purchased by the city. Valley Metro offers fixed route service with contracted demand response through RADAR, a ridesharing service, shuttle services, tour services, and parking management. The company has a board of directors to make policy with a management company to actually run the day to day operations. Valley Metro operates out of a large and modern operations and maintenance facility on Campbell Street in addition to having a covered downtown transfer facility with storefront access and sales.

Greene County Transit

P.O. Box 437
8261 Spotswood Trail
Stanardsville, VA 22973
(434) 985-5205
(434) 985-5218

Serves the following areas: Albemarle County, Greene County, Charlottesville.  The Greene County Transit, Inc. is a demand response system providing transportation to the citizens of Greene County. Our goal as a public transit system is to provide a safe, reliable, and efficient transportation system that is acceptable to everyone wishing to use this service. We provide transportation Monday - Saturday. We not only have the responsibility of transporting our clientele within our county but to Albemarle County and the city of Charlottesville as well. Our vehicles commute to Albemarle and Charlottesville three times daily.

GRTC Transit System 

101 S. Davis Street
Post Office Box 27323
Richmond, VA 23261
(804) 358-3871
(804) 342-1933

Serves the following areas: Henrico County, Richmond.  GRTC is a full service transit system under the direction of a six-member board of directors with three each for the City of Richmond and Chesterfield County. The Board contracts with a management company to operate the system which consists of fixed route transit, demand response transit, a jobs access program, a ridesharing organization known locally as RideFinders, a shuttle system for Virginia Commonwealth University, and administration of the regions taxis. Richmond is best known for a very active and diverse economy, the home of state government, history, architecture, fine arts, recreation, and natural settings within an urban setting such as the James River and the seven hills of Richmond.

Hampton Roads Transit 

3400 Victoria Boulevard
Hampton, VA 23661
(757) 222-6000
(757) 222-6103

Serves the following areas: Chesapeake, Hampton, Newport News, Norfolk, Portsmouth, Suffolk, Virginia Beach

The Transportation District Commission of Hampton Roads was formed in 1999 after the merger of two agencies—Tidewater Regional Transit and Pentran. Governed by a Board of Commissioners – 2 council members from every city in our service area‚ including: Chesapeake‚ Hampton‚ Newport News‚ Norfolk‚ Portsmouth‚ Suffolk and Virginia Beach - 55 Fixed Regular Service Routes (bus) - Handi-Ride (Paratransit) - 4 Expressway Commuter Bus Service Routes - Hampton Residential Service - NET (Norfolk Electric Transit) - Newport News Shuttle - VB Wave (trolleys)- Virginia Beach - Paddlewheel Ferry- Connecting – Norfolk & Portsmouth downtowns - TRAFFIX- promotes ridesharing (carpools‚ vanpools‚ and van leasing) and telecommuting. 
Harrisonburg City Transit 

475 East Washington Street
Harrisonburg, VA 22802
(540) 432-0492
(540) 432-0495

Serves the following areas: Harrisonburg

Harrisonburg Transit is owned and operated by the City of Harrisonburg with local funding provided by James Madison University and the City of Harrisonburg. Fixed routes and paratransit service are provided to serve the residents of the city and the University. Visit our web site for an updated schedule and contact list.

HRT - Ferry Service 

3400 Victoria Blvd.
Hampton, VA 23661
(757) 222-6100
(757) 222-6103

Serves the following areas: Norfolk, Portsmouth.  Hampton Roads Transit's Elizabeth River Ferry is a system of public transportation that is unique to Virginia. There are three 150-passenger paddle wheel ferries, one of which is powered by natural gas. The natural gas ferry is the "James Echols" named for HRT's long-time executive director who retired in 1996. The ferry travels between Waterside in Norfolk and Olde Town Portsmouth.

HRT -VA Beach Trolley 

3400 Victoria Blvd.
Hampton, VA 23661
(757) 222-6100
(757) 222-6103

Serves the following areas:  Virginia Beach.  Virginia Beach Trolley is a service of Hampton Roads Transit that operates in the Beach sector of Virginia Beach during the summer season of Memorial Day to Labor Day. The trolleys run up and down Atlantic Avenue providing essential transportation to both visitors and residents alike. The trolleys have added to a pleasant environment and the uniqueness of character that is the oceanfront of Virginia Beach.

JAUNT‚ Inc. 

104 Keystone Place
Charlottesville, VA 22902
(800) 365-2838
(434) 296-4269

Serves the following areas: Albemarle County, Buckingham County,  Fluvanna County, Louisa County, Nelson County, Louisa (Louisa Co.), Mineral (Louisa Co.),Scottsville (Albemarle, Fluvanna Co.), Charlottesville.  JAUNT‚ Inc. was formed in 1975 to meet the transportation needs of area agencies. Today‚ JAUNT serves everyone as a rural transportation provider‚ a leader in commuter transportation‚ a coordinated human service agency transporter‚ and an urban paratransit provider. JAUNT serves the counties of Albemarle‚ Fluvanna‚ Louisa‚ and Nelson and the City of Charlottesville with a fleet of over 70 vehicles. JAUNT is also involved region-wide in coordinating training and marketing with other transportation agencies such as Charlottesville Transit‚ the University of Virginia Transit‚ Greene County Transit‚ and RideShare.

Loudoun County Office of Transportation Services 

1 Harrison St, SE 3rd Floor
Leesburg, VA 20175
(703) 771-5665
(703) 737-8513

Serves the following areas: Loudoun County, Hamilton (Loudoun Co.), Hillsboro (Loudoun Co.), Leesburg (Loudoun Co.), Lovettsville (Loudoun Co.), Middleburg (Loudoun Co.), Purcellville (Loudoun Co.).  Loudoun County Office of Transportation Services provides commuter information and ridesharing services for residents and businesses located in Loudoun County. Commuter services include express buses from Loudoun County to the West Falls Church Metro Station, Rosslyn, the Pentagon and Washington DC. Buses from West Falls Church Metro Station provide service to AOL, MCI & Beaumeade Circle. Fixed route bus is available from Purcellville to the Fairfax County Line from 7AM to 7PM, weekdays only. Call toll free at 1-877-GO-LCBUS OR 1-877-465-2287.

MARTZ (National Coach Works) 

10411 Hall Industrial Drive
Fredericksburg, VA 22408
(866) 466-2789
(540) 898-5317

Serves the following areas: Arlington County, Fairfax County, Prince William County, Spotsylvania County, Fredericksburg.  The Martz Group started in 1908 with one bus‚ and was one of the first carriers of the National Trailways system. In 1964 the company grew to include 8 major motor coach companies spanning the East Coast. MARTZ provides commuter services that run daily from the Fredericksburg area to Washington‚ DC and the Pentagon.

Mountain Empire Older Citizens 

P.O. Box Road 888
Big Stone Gap, VA 24219
(276) 523-4202
(276) 523-4208

Serves the following areas: Lee County, Scott County, Wise County, Appalachia (Wise Co.), Big Stone Gap (Wise Co.), Clinchport (Scott Co.), Coeburn (Wise Co.), Duffield (Scott Co.), Dungannon (Scott Co.), Gate City (Scott Co.), Jonesville (Lee Co.), Nickelsville (Scott Co.), Pennington Gap (Lee Co.), Saint Charles (Lee Co.), Saint Paul (Russell,Wise Co.), Weber City (Scott Co.), Wise (Wise Co.), Norton.  Mountain Empire Older Citizens, Inc. provides public transportation and coordinated human service transportation for Lee, Scott and Wise Counties and the city of Norton. This includes a 1400 square mile area of various elevations where home and destinations such as medical facilities may be an hour apart. The Mountain Empire fleet is located in Big Stone Gap, headquartered in a modern office facility. The fleet uses computer and radio dispatching. MEOC continues to expand its services in both public transportation and coordination.

Northern Virginia Transportation Commission (NVTC)

4350 North Fairfax Drive
Suite #720
Arlington, VA 22203
(703) 524-3322
(703) 524-1756 

Serves the following areas: Arlington County, Fairfax County, Loudoun County, Alexandria, Fairfax, Falls Church.  The Northern Virginia Transportation Commission (NVTC) was established to manage and control the functions, affairs, and property of the Northern Virginia Transportation District--which was created by the 1964 Acts of Assembly of the Commonwealth of Virginia, chapter 630; and the Transportation District Act. The purpose of the Commission, as defined in Chapter 630, is to facilitate "planning and developing a transportation system for Northern Virginia and for the safety, comfort and convenience of its citizens and for the economical utilization of public funds. Nineteen commissioners make up NVTC's Board of Directors. Thirteen are locally elected officials from its six member jurisdictions: Arlington (3), Fairfax (5), and Loudoun (1) counties, and the cities of Alexandria (2), Fairfax (1), and Falls Church (1). Five of the 19 commissioners are appointed from the General Assembly (2 senators and 3 delegates). 

Petersburg Area Transit (PAT)

309 Fairgrounds Road
Petersburg, VA 238
(804) 733-2413

Serves the following areas: Petersburg.  Petersburg Area Transit (PAT) buses operate Monday thru Thursday from 5:45 a.m. until 7:00 p.m., Friday from 5:45 a.m. until 8:00 p.m. and on Saturday from 6:45 a.m. until 8:00 p.m. Petersburg Area Transit (PAT) administrative office hours are Monday thru Friday from 8:30 a.m. until 5:00 p.m. PAT offers paratransit service for Senior Citizens and Persons with Disabilities (permanent or temporary) living within the city limits or ¾ mile of the service area. The paratransit service operates wheelchair equipped vans providing door to door service for qualified senior citizens and persons with disabilities. Reservations for next day service may be arranged by calling the Petersburg Area Transit (PAT) administrative offices at 804.733.2413, 24 hours a day. Confirmation will be made the same day or the morning of the next day. The Para-transit service is available from 6:00 a.m. until 6:30 p.m., Monday thru Thursday, 6:00 a.m. until 7:30 p.m. on Friday and 7:00 a.m. until 7:30 p.m. on Saturday. The holidays that paratransit services are not in service are - New Year's Day, Memorial Day, Independence Day, Labor Day, Thanksgiving Day and Christmas Day.  The Para-transit service area is defined as the City of Petersburg and areas within ¾ mile of the Ettrick bus route. In addition, trips to medical facilities located within the City of Colonial Heights, Dunlop Farms and the City of Hopewell along the Route 36 corridor in the area of the Crossings Shopping Center are honored. Shopping trips are permitted in Colonial Heights along Charles Dimmock Parkway and in Dinwiddie County along the Westgate Shopping Center areas.  Paratransit patrons are charged $1.00 for each one way trip. Certified Personal Care Attendants are limited to one per patron and not charged a fare.
Potomac and Rappahannock Transportation Commission

14700 Potomac Mills Road
Woodbridge, VA 22192
(703) 730-6664
(703) 583-1377

Serves the following areas: Prince William County, Dumfries (Prince William Co.), Quantico (Prince William Co.)
Manassas, Manassas Park.  PRTC provides a variety of transportation options to Prince William, Manassas and Manassas Park residents. For commuters, OmniRide commuter buses travel to employment sites in northern Virginia and Washington DC, along I-95 and I-66. For travel to nearby Metrorail stations, our Metro Direct buses provide an all-day connection between Manassas and the West Falls Church station and from eastern Prince William and the Franconia-Springfield station. And, car and vanpoolers can register with our FREE OmniMatch ridesharing program to find the ride that best suits their commute needs. For local travel, OmniLink local buses serve five routes in Dale City, Dumfries/Quantico, Woodbridge/Lake Ridge, Manassas and Manassas Park. The Cross County Connector offers an all-day link between eastern Prince William and the Manassas area, and also connects with local OmniLink and Metro Direct buses.

Pulaski Area Transit 

(540) 980-5040 

Serves the following areas: Pulaski Area Transit provides citizens with regularly scheduled transportation around Dublin and the Town of Pulaski. Pulaski Area Transit includes daily stops at New River Community College in Dublin. 

Quick’s Bus Company 

41 RV Parkway
Falmouth, VA 22405
(800) 786-4192
(540) 899-8900

Serves the following areas: Arlington County, Caroline County, Fairfax County, Spotsylvania County, Fredericksburg

Continuously active in charter and commuter service for over 50 years‚ Quick’s Bus Company provides daily commuter service from the region to the Navy Yard‚ Crystal City‚ Pentagon‚ Baileys Crossroads and downtown Washington‚ DC.

RADAR 

2762 Shenandoah Ave. NW
P.O. Box 13825
Roanoke, VA 24037
(540) 343-1721
(540) 344-6216
Serves the following areas: Alleghany County, Roanoke County, Boones Mill (Franklin Co.), Iron Gate (Alleghany Co.), Rocky Mount (Franklin Co.), Vinton (Roanoke Co.), Clifton Forge, Covington, Roanoke, Salem.  RADAR is a non-profit corporation‚ which has provided paratransit and rural public transit services in the “Greater Roanoke Valley” for over 25 years. RADAR services are aimed at physically or mentally disabled and those who are transportation disadvantaged individuals. RADAR offers several transportation programs such as STAR (Specialized Transit Arranged Rides) and Employment Transportation. RADAR contracts with human service agencies‚ local governments and private organizations to provide transportation services for their clients. RADAR drivers are trained in passenger assistance‚ defensive driving‚ CPR‚ and wheelchair securement procedures to make your trip safe and enjoyable.
STAR Transit 

P.O. Box 126, 24399 Bennett Street
Parksley, VA 23421
(757) 665-1994
(757) 665-1849

Serves the following areas: Accomack County, Northampton County, Accomack (Accomack Co.), Bloxom (Accomack Co.), Cape Charles (Northampton Co.), Cheriton (Northampton Co.), Chincoteague (Accomack Co.), Eastville (Northampton Co.), Exmore (Northampton Co.), Hallwood (Accomack Co.), Melfa (Accomack Co.), Nassawadox (Northampton Co.), Onancock (Accomack Co.), Onley (Accomack Co.), Painter (Accomack Co.), Parksley (Accomack Co.), Wachapreague (Accomack Co.).  Star Transit is a public transportation provider for the Eastern Shore of Virginia under the auspices of the Accomack-Northampton Transportation District Commission.(ANTDC). The service began in 1996 with an office in Parksley offering fixed route and demand/response service to various segments of both Eastern Shore Counties. The Star service continues to grow and is looking for future improvements including a new operations facility and improved service to all areas. The Eastern Shore is mostly rural with an economy centered on the poultry industry. Star has been instrumental in getting employees to work in this economy.

Virginia Regional Transportation Association 

109 North Bailey Lane
Purcellville, VA 20132
(540) 338-1610
(540) 338-0690

Serves the following areas: Augusta County, Clarke County, Culpeper County, Fauquier County, Frederick County, Highland County, Loudoun County, Orange County, Page County, Shenandoah County, Berryville (Clarke Co.), Culpeper (Culpeper Co.), Front Royal (Warren Co.), Gordonsville (Orange Co.), Hillsboro (Loudoun Co.), Leesburg (Loudoun Co.), Lovettsville (Loudoun Co.), Luray (Page Co.), Middleburg (Loudoun Co.), Orange (Orange Co.), Purcellville (Loudoun Co.), Remington (Fauquier Co.), Round Hill (Loudoun Co.), Shenandoah (Page Co.), The Plains (Fauquier Co.), Warrenton (Fauquier Co.), Staunton, Waynesboro VRTA is a private 501c3 Virginia Corporation that provides public transportation to the NorthWest and Central rural regions of Virginia.

Williamsburg Area Transport 

7239 Pocahontas Trail, P.O. Box 8784
Williamsburg, VA 23185
(757) 220-5493
(757) 220-6268

Serves the following areas: James City County, York County, Williamsburg.  Williamsburg Area Transport Company serves the City of Williamsburg‚ James City County and Bruton District of York County. Operation of Services is Monday - Saturday‚ 6:00am - 8:00pm during off-peak season and 6:00am - 10:00pm during peak summer months. There are six different color coded routes: Gray‚ Blue‚ Orange‚ Purple‚ Red‚ and Yellow (summer only). There is a connection to Newport News (Lee Hall) on the Gray line at 6:30am‚ 7:30am‚ 8:30am‚ 5:30pm‚ 6:30pm‚ and 7:30pm‚ Monday - Saturday. We also provide service for the College of William and Mary during the school year. The fares are $1.25 per one-way trip: plus $0.25 transfer. Newport News connection $0.50. Senior and or disabled with Medicare card $0.50 w/free transfer. WJCC Middle and High school students and William & Mary students & faculty with school ID Free.

Winchester Transit 

301 East Cork Street
Winchester, VA 22601
(540) 667-1815
(540) 662-4627

Serves the following areas: Winchester.  Winchester Transit offers two public transportation services to the citizens of Winchester with a fixed route service as well as the parallel paratransit service. The services operate Monday through Saturday with the city providing the oversight and management on a day to day basis. Winchester is located at the edge of both the Washington DC commuter shed as well as the edge of the Shenandoah Mountains in Virginia. This very historic city with a jewel for a downtown is facing unique problems of handling additional traffic from commuters and tourism. Public transportation has a role in this challenging situation.
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RADIO READING AND INFORMATION SERVICES LOCATED IN AND/OR SERVING VIRGINIA

Serving the Shenandoah Valley

Valley Voice
Mr. Terry Ward, Director of Operations

P. O. Box 1292

Harrisonburg, VA  22801

E-mail: wardtj@jmu.edu
Ph: (540) 568-3811

Fax: (540) 568-3814

Serving Roanoke/Blue Ridge Area

The Virginia Tech Radio Reading Service
Mr. Ben Martin, Director

4235 Electric Road SW, Suite 105

Roanoke, VA  24014

E-mail:  benm@vt.edu
Ph:  (540) 989-8900

Fax:  (540) 776-2727

Serving Tidewater Area

The WHRO Voice
Mr. Lynn Summerall, 5200 Hampton Boulevard

Norfolk, VA  23508

E-mail:  lynns@whro.org

Ph:  (757) 889-9400

Fax:  (757) 489-0007

Serving Richmond/Central Virginia

Virginia Voice
Mr. Nick Morgan, Executive Director

P. O. Box 15546

Richmond, VA  23227

E-mail:  nbmorgan@juno.com
Ph:  (804) 266-2477

Fax:  (804) 266-2478

Serving Northern Virginia

The Metropolitan Washington Ear 

Ms. Nancy Knauss, Administrative Director

35 University Boulevard East

Silver Spring, MD  20901

E-mail:  washear@his.com
Ph:  (301) 681-6636

Fax:  (301- 681-5227
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Virginia’s Money Follows the Person Demonstration Staffing Plan

	Staff Member

(Name & Title)
	
	%

 Effort
	Role
	Type of Support

	
	
	
	
	Designated/ 

Paid Staff
	In Kind
	Contracted

	Year 1
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	Steve Ankiel


	DMAS LTC Operations Manager
	5%


	Administrative oversight of the HCBS Waiver programs (to include MFP Participants)


	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	William Butler


	DMAS LTC Operations Manager
	30%


	Administrative oversight of the HCBS Waiver programs (to include MFP Participants) 


	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Melissa Fritzman
	DMAS LTC Operations Supervisor
	30%


	Responsible for ensuring necessary MFP VaMMIS system changes are made.

Supervision of institutional settings and the Quality of Life Survey programs that will be administered to MFP Participants.  


	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Yvonne Goodman
	DMAS LTC Operations Supervisor
	30%
	Supervision of the HCBS MR, DD and Tech Waiver programs that will support MFP Participants


	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Cindi Jones


	DMAS Chief Deputy Director
	2%
	Oversight of MFP Program for the Medicaid agency
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Karen Lawson
	DMAS Policy and Research Manager
	15%
	Provide Policy Support to the MFP Demonstration
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Helen Leonard
	DMAS LTC Policy Manager
	20%
	Oversight of regulatory and manual changes being made for the MFP Demonstration
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Brian McCormick
	DMAS Regulatory Manager
	15%
	Development of State Regulations and Manual Changes Governing MFP Program Changes Made to HCBS Waiver Services


	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Lee Price
	DMHMRSAS Director, Office of Mental Retardation
	15%
	Oversight of Facility/Community Services Transformation (for Persons with Mental Retardation) related to MFP
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Jason Rachel
	DMAS MFP Project Director
	100%
	Implementation, Oversight and Evaluation of the MFP Demonstration
	(

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Janet Riddick
	Policy Analyst, Community Integration for People with Disabilities
	20%
	Key (state level) stakeholder providing technical assistance, support and monitoring of MFP 
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Gail Rheinheimer
	DMHMRSA Comm. Resource Manager
	15%
	Supervise Community Resource Consultants and Provide Technical Assistance related to the MFP Demonstration
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Cynthia Smith
	DMHMRSAS Comm. Resource Manager
	10%
	Oversight of prior authorization services for persons in the MR Waiver who are in the MFP Demonstration 
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Terry Smith
	LTC Division Director
	5%
	Oversight of the MFP Demonstration for the Long-Term Care Division
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 



	
	Julie Stanley
	Director, Community Integration for People with Disabilities
	35%
	Key (state level) stakeholder providing technical assistance, support and monitoring of MFP 
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Cheri Stierer
	DMHMRSAS Comm. Resource Manager
	15% 
	Oversight of the MFP Demonstration for Persons with Mental Retardation
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Molly Huffstetler
	DMAS Policy Analyst
	20%
	Provide policy support to the MFP Demonstration (HCBS Waiver Amendments)
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 



	
	Michelle Tiller
	Quality Assurance Analyst
	30%
	Generate reports of periodic random sampling of providers to ensure quality 
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 



	
	Tracy Boone
	DMAS FMS Agent Contract Monitor
	5%
	Provide Technical Assistance as needed for services performed by the Fiscal Management Service Contractor re: MFP
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Mary Zoller
	DMAS LTC Senior Policy Analyst
	30%
	Provide Policy Support to the MFP Demonstration
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	To Be Hired (Fall 2008)
	DMAS Quality Management Review Analyst
	100%
	Conduct Quality of Life surveys for the MFP Demonstration
	(

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	
	
	
	

	Year 2


	
	
	
	
	
	

	
	Steve Ankiel


	DMAS LTC Operations Manager
	5%


	Administrative oversight of the HCBS Waiver programs (to include MFP Participants)


	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	William Butler


	DMAS LTC Operations Manager
	20%


	Administrative oversight of the HCBS Waiver programs (to include MFP Participants) 


	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Wanda Earp
	DMHMRSAS Community Resource Consultant
	10%
	Technical assistance and training to providers that support MFP Participants entering the MR Waivers
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Melissa Fritzman
	DMAS LTC Operations Supervisor
	20%


	Supervision of  institutional settings and the Quality of Life Survey programs that will be administered to MFP Participants 


	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Yvonne Goodman
	DMAS LTC Operations Supervisor
	20%
	Supervision of the HCBS MR, DD and Tech Waiver programs that will support MFP Participants


	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Cindi Jones
	DMAS Chief Deputy Director
	2%
	Oversight of MFP Implementation
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Karen Lawson
	DMAS Policy and Research Manager
	15%
	Provide policy support to the MFP Demonstration
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Robin Lee
	DMAS LTC Level of Care Review Analyst
	10%
	Provide Level of Care reviews of MFP Participants
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Helen Leonard
	DMAS LTC Policy Manager
	20%
	Oversight of regulatory and manual changes being made for the MFP Demonstration
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	David Meadows
	DMHMRSAS Community Resource Consultant
	10%
	Technical assistance and training to providers that support MFP Participants entering the MR Waivers
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Brian McCormick
	DMAS Regulatory Manager
	15%
	Finalizing state regulations and manual changes governing MFP Program changes made to HCBS waiver services


	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Lee Price
	DMHMRSAS Director, Office of Mental Retardation
	15%
	Oversight of facility/community services transformation (for persons with mental retardation) related to MFP
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Jason Rachel
	DMAS MFP Project Director
	100%
	Implementation, Oversight and Evaluation of the MFP Demonstration
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Janet Riddick
	Policy Analyst, Community Integration for People with Disabilities
	10%
	Key (state level) stakeholder providing technical assistance, support and monitoring of MFP 
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Gail Rheinheimer
	DMHMRSA Comm. Resource Manager
	15%
	Supervise Community Resource Consultants and Provide Technical Assistance related to the MFP Demonstration
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Cynthia Smith
	DMHMRSAS Comm. Resource Manager
	10%
	Oversight of prior authorization services for persons in the MR Waiver who are in the MFP Demonstration 
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Terry Smith
	LTC Division Director
	5%
	Oversight of the MFP Demonstration for the Long-Term Care Division
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 



	
	Julie Stanley
	Director, Community Integration for People with Disabilities
	25%
	Key (state level) stakeholder providing technical assistance, support and monitoring of MFP 
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Cheri Stierer
	DMHMRSAS Comm. Resource Manager
	15% 
	Technical Assistance to the MFP Demonstration for persons with mental retardation
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Molly Huffstetler
	DMAS Policy Analyst
	20%
	Provide policy support to the MFP Demonstration (HCBS Waiver Amendments)
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 



	
	Michelle Tiller
	Quality Assurance Analyst
	30%
	Generate reports of periodic random sampling of providers to ensure quality
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	

	
	Tracy Boone
	DMAS FMS Agent Contract Monitor
	5%
	Provide Technical Assistance as needed for services performed by the Fiscal Management Service Contractor re: MFP
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Dawn Traver
	DMHMRSAS Community Resource Consultant
	10%
	Provide policy support to the MFP Demonstration for participants in the MR Waivers.
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Diane Zimmerman
	DMAS LTC Level of Care Review Analyst
	10%
	Provide Level of Care reviews of MFP Participants
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Mary Zoller
	DMAS LTC Senior Policy Analyst
	30%
	Provide Policy Support to the MFP Demonstration
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	To Be Hired (Fall 2008)
	DMAS Quality Management Review Analyst
	100%
	Conduct Quality of Life surveys for the MFP Demonstration
	(

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	
	
	
	

	
	Year 3


	
	
	
	
	
	

	
	Steve Ankiel


	DMAS LTC Operations Manager
	5%


	Administrative oversight of the HCBS Waiver programs (to include MFP Participants)


	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	William Butler


	DMAS LTC Operations Manager
	20%


	Administrative oversight of the HCBS Waiver programs (to include MFP Participants) 


	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Wanda Earp
	DMHMRSAS Community Resource Consultant
	10%
	Technical assistance and training to providers that support MFP Participants entering the MR Waivers
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Melissa Fritzman
	DMAS LTC Operations Supervisor
	20%


	Supervision of  institutional settings and the Quality of Life Survey programs that will be administered to MFP Participants 


	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Yvonne Goodman
	DMAS LTC Operations Supervisor
	20%
	Supervision of the HCBS MR, DD and Tech Waiver programs that will support MFP Participants


	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Cindi Jones
	DMAS Chief Deputy Director
	2%
	Oversight of MFP Implementation
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Karen Lawson
	DMAS Policy and Research Manager
	15%
	Provide policy support to the MFP Demonstration
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Robin Lee
	DMAS LTC Level of Care Review Analyst
	10%
	Provide Level of Care reviews of MFP Participants
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Helen Leonard
	DMAS LTC Policy Manager
	20%
	Oversight of Policy support being provided to the MFP Demonstration
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	David Meadows
	DMHMRSAS Community Resource Consultant
	10%
	Technical assistance and training to providers that support MFP Participants entering the MR Waivers
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Lee Price
	DMHMRSAS Director, Office of Mental Retardation
	15%
	Oversight of facility/community services transformation (for persons with mental retardation) related to MFP
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Jason Rachel
	DMAS MFP Project Director
	100%
	Implementation, Oversight and Evaluation of the MFP Demonstration
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Janet Riddick
	Policy Analyst, Community Integration for People with Disabilities
	10%
	Key (state level) stakeholder providing technical assistance, support and monitoring of MFP 
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Gail Rheinheimer
	DMHMRSA Comm. Resource Manager
	15%
	Supervise Community Resource Consultants and Provide Technical Assistance related to the MFP Demonstration
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Cynthia Smith
	DMHMRSAS Comm. Resource Manager
	10%
	Oversight of prior authorization services for persons in the MR Waiver who are in the MFP Demonstration 
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Terry Smith
	LTC Division Director
	5%
	Oversight of the MFP Demonstration for the Long-Term Care Division
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 



	
	Julie Stanley
	Director, Community Integration for People with Disabilities
	25%
	Key (state level) stakeholder providing technical assistance, support and monitoring of MFP 
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Cheri Stierer
	DMHMRSAS Comm. Resource Manager
	15% 
	Technical Assistance to the MFP Demonstration for persons with mental retardation
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Molly Huffstetler
	DMAS Policy Analyst
	20%
	Provide policy support to the MFP Demonstration 
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 



	
	Michelle Tiller
	Quality Assurance Analyst
	30%
	Generate reports of periodic random sampling of providers to ensure quality
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 



	
	Tracy Boone
	DMAS FMS Agent Contract Monitor
	5%
	Provide Technical Assistance as needed for services performed by the Fiscal Management Service Contractor re: MFP
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Dawn Traver
	DMHMRSAS Community Resource Consultant
	10%
	Provide policy support to the MFP Demonstration for participants in the MR Waivers.
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Diane Zimmerman
	DMAS LTC Level of Care Review Analyst
	10%
	Provide Level of Care reviews of MFP Participants
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Mary Zoller
	DMAS LTC Senior Policy Analyst
	15 %
	Provide Policy Support to the MFP Demonstration
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	To Be Hired
	DMAS Quality Management Review Analyst
	100%
	Conduct Quality of Life surveys for the MFP Demonstration
	(

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	To Be Hired
	DMAS Quality Management Review Analyst
	100%
	Conduct Quality of Life surveys for the MFP Demonstration
	(

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Year 4


	
	
	
	
	
	

	
	Steve Ankiel


	DMAS LTC Operations Manager
	5%


	Administrative oversight of the HCBS Waiver programs (to include MFP Participants)


	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	William Butler


	DMAS LTC Operations Manager
	20%


	Administrative oversight of the HCBS Waiver programs (to include MFP Participants) 


	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Wanda Earp
	DMHMRSAS Community Resource Consultant
	10%
	Technical assistance and training to providers that support MFP Participants entering the MR Waivers
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Melissa Fritzman
	DMAS LTC Operations Supervisor
	20%


	Supervision of  institutional settings and the Quality of Life Survey programs that will be administered to MFP Participants 


	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Yvonne Goodman
	DMAS LTC Operations Supervisor
	20%
	Supervision of the HCBS MR, DD and Tech Waiver programs that will support MFP Participants


	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Cindi Jones
	DMAS Chief Deputy Director
	2%
	Oversight of MFP Implementation
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Karen Lawson
	DMAS Policy and Research Manager
	15%
	Provide policy support to the MFP Demonstration
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Robin Lee
	DMAS LTC Level of Care Review Analyst
	10%
	Provide Level of Care reviews of MFP Participants
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Helen Leonard
	DMAS LTC Policy Manager
	20%
	Oversight of Policy support being provided to the MFP Demonstration
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	David Meadows
	DMHMRSAS Community Resource Consultant
	10%
	Technical assistance and training to providers that support MFP Participants entering the MR Waivers
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Lee Price
	DMHMRSAS Director, Office of Mental Retardation
	15%
	Oversight of facility/community services transformation (for persons with mental retardation) related to MFP
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Jason Rachel
	DMAS MFP Project Director
	100%
	Implementation, Oversight and Evaluation of the MFP Demonstration
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Janet Riddick
	Policy Analyst, Community Integration for People with Disabilities
	10%
	Key (state level) stakeholder providing technical assistance, support and monitoring of MFP 
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Gail Rheinheimer
	DMHMRSA Comm. Resource Manager
	15%
	Supervise Community Resource Consultants and Provide Technical Assistance related to the MFP Demonstration
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Cynthia Smith
	DMHMRSAS Comm. Resource Manager
	10%
	Oversight of prior authorization services for persons in the MR Waiver who are in the MFP Demonstration 
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Terry Smith
	LTC Division Director
	5%
	Oversight of the MFP Demonstration for the Long-Term Care Division
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 



	
	Julie Stanley
	Director, Community Integration for People with Disabilities
	25%
	Key (state level) stakeholder providing technical assistance, support and monitoring of MFP 
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Cheri Stierer
	DMHMRSAS Comm. Resource Manager
	15% 
	Technical Assistance to the MFP Demonstration for persons with mental retardation
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Molly Huffstetler
	DMAS  Policy Analyst
	20%
	Provide policy support to the MFP Demonstration 
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 



	
	Michelle Tiller
	Quality Assurance Analyst
	30%
	Generate reports of periodic random sampling of providers to ensure quality
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 



	
	Tracy Boone
	DMAS FMS Agent Contract Monitor
	5%
	Provide Technical Assistance as needed for services performed by the Fiscal Management Service Contractor re: MFP
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Dawn Traver
	DMHMRSAS Community Resource Consultant
	10%
	Provide policy support to the MFP Demonstration for participants in the MR Waivers.
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Diane Zimmerman
	DMAS LTC Level of Care Review Analyst
	10%
	Provide Level of Care reviews of MFP Participants
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Mary Zoller
	DMAS LTC Senior Policy Analyst
	15 %
	Provide Policy Support to the MFP Demonstration
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	To Be Hired (Fall 2008)
	DMAS Quality Management Review Analyst
	100%
	Conduct Quality of Life surveys for the MFP Demonstration
	(

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	
	
	
	

	
	Year 5


	
	
	
	
	
	

	
	Steve Ankiel


	DMAS LTC Operations Manager
	5%


	Administrative oversight of the HCBS Waiver programs (to include MFP Participants)


	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	William Butler


	DMAS LTC Operations Manager
	20%


	Administrative oversight of the HCBS Waiver programs (to include MFP Participants) 


	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Wanda Earp
	DMHMRSAS Community Resource Consultant
	10%
	Technical assistance and training to providers that support MFP Participants entering the MR Waivers
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Melissa Fritzman
	DMAS LTC Operations Supervisor
	20%


	Supervision of institutional settings and the Quality of Life Survey programs that will be administered to MFP Participants 


	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Yvonne Goodman
	DMAS LTC Operations Supervisor
	20%
	Supervision of the HCBS MR, DD and Tech Waiver programs that will support MFP Participants


	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Cindi Jones
	DMAS Chief Deputy Director
	2%
	Oversight of MFP Implementation
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Karen Lawson
	DMAS Policy and Research Manager
	15%
	Provide policy support to the MFP Demonstration
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Robin Lee
	DMAS LTC Level of Care Review Analyst
	10%
	Provide Level of Care reviews of MFP Participants
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Helen Leonard
	DMAS LTC Policy Manager
	20%
	Oversight of Policy support being provided to the MFP Demonstration
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	David Meadows
	DMHMRSAS Community Resource Consultant
	10%
	Technical assistance and training to providers that support MFP Participants entering the MR Waivers
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Lee Price
	DMHMRSAS Director, Office of Mental Retardation
	15%
	Oversight of facility/community services transformation (for persons with mental retardation) related to MFP
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Jason Rachel
	DMAS MFP Project Director
	100%
	Implementation, Oversight and Evaluation of the MFP Demonstration
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Janet Riddick
	Policy Analyst, Community Integration for People with Disabilities
	10%
	Key (state level) stakeholder providing technical assistance, support and monitoring of MFP 
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Gail Rheinheimer
	DMHMRSA Comm. Resource Manager
	15%
	Supervise Community Resource Consultants and provide Technical Assistance related to the MFP Demonstration
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Cynthia Smith
	DMHMRSAS Comm. Resource Manager
	10%
	Oversight of prior authorization services for persons in the MR Waiver who are in the MFP Demonstration 
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Terry Smith
	LTC Division Director
	5%
	Oversight of the MFP Demonstration for the Long-Term Care Division
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 



	
	Julie Stanley
	Director, Community Integration for People with Disabilities
	25%
	Key (state level) stakeholder providing technical assistance, support and monitoring of MFP 
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Cheri Stierer
	DMHMRSAS Comm. Resource Manager
	15% 
	Technical Assistance to the MFP Demonstration for persons with mental retardation
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Molly Huffstetler
	DMAS Policy Analyst
	20%
	Provide policy support to the MFP Demonstration 
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 



	
	Michelle Tiller
	Quality Assurance Analyst
	30%
	Generate reports of periodic random sampling of providers to ensure quality
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 



	
	Tracy Boone
	DMAS FMS Agent Contract Monitor
	5%
	Provide Technical Assistance as needed for services performed by the Fiscal Management Service Contractor re: MFP
	 FORMCHECKBOX 

	(
	 FORMCHECKBOX 


	
	Dawn Traver
	DMHMRSAS Community Resource Consultant
	10%
	Provide policy support to the MFP Demonstration for participants in the MR Waivers.
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Diane Zimmerman
	DMAS LTC Level of Care Review Analyst
	10%
	Provide Level of Care reviews of MFP Participants
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	Mary Zoller
	DMAS LTC Senior Policy Analyst
	15 %
	Provide Policy Support to the MFP Demonstration
	 FORMCHECKBOX 

	(

	 FORMCHECKBOX 


	
	To Be Hired (Fall2008)
	DMAS Quality Management Review Analyst
	100%
	Conduct Quality of Life surveys for the MFP Demonstration
	(

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Year 1 - October 1, 2007 through September 30, 2008

Year 2 - October 1, 2008 through September 30, 2009

Year 3 - October 1, 2009 through September 30, 2010

Year 4 - October 1, 2010 through September 30, 2011
Year 5 - October 1, 2011 through September 30, 2012
Appendix 21 Money Follows the Person Project Director’s Resume

Jason Allan Rachel

	Profile

	
	Methodical in approach.  Goal oriented.  Enthusiastic team player with the ability to take initiative and utilize education to solve complex issues.

	Education

	
	2001 – Present 
Virginia Commonwealth University            Richmond, VA

Doctoral Candidate, Health Related Sciences  

· Specialization in Gerontology

1998 – 2000
Virginia Commonwealth University
          Richmond, VA

Master of Science, Gerontology

·  Specialization track in Health Care Organization and Planning

1992 – 1996       Virginia Commonwealth University             Richmond, VA

Bachelor of Science, Biology

· Concentration in genetics and molecular biology

	Work experience

	
	2007 – Present     Virginia Department of Medical Assistance Services

Money Follows the Person Project Director
· Responsible for the development, monitoring, and oversight through both the pre-implementation and implementation of the Money Follows the Person Demonstration project. Duties include the development and monitoring of the implementation project plan, weekly meetings with program managers and supervisors in the Long Term Care Division, as well working closely with other divisions within the agency including Policy and Research, Program Operations, and Information Management to insure a smooth incorporation of new services to the waiver program.
2003 – 2007          Virginia Commonwealth University              

Senior Project Coordinator/Instructor
· Responsible for the day-to-day operations of the Virginia Geriatric Education Center at Virginia Commonwealth University. Duties include the oversight of several grants and contracts related to providing geriatric education by providing leadership and management to the staff of the VGEC in order to successfully meet the objectives and tasks of each grant and contract. Other duties include the development and dissemination of training research and findings at regional and national conferences. Also responsible for the monitoring and updating of the departmental website including content, layout, and creation of on-line learning web modules. Also, teach Long-term Care Administration, a jointly sponsored graduate course through the departments of Gerontology and Health Administration.   

2001 – 2003           Virginia Center on Aging                              

Public Relations Assistant Specialist

· Responsible for the conducting of all public relation activities including the development of media plans and marketing materials, arrangement of all conference sponsoring, attend conferences and other functions within the aging network of the Commonwealth. Also, editor of the Age-in-Action quarterly newsletter targeted to those interested in activities in gerontology, education, and research.
2000 – 2001         Sunrise Assisted Living                                 

Assisted Living Coordinator

· Responsible for the overall management of the general assisted living neighborhood by hiring, recruiting, and training care managers; team member recognition, performance reviews and ongoing coaching and counseling of care managers; organizing resident care conferences and generating the individualized care plans.

1999 – 2000
  HeartFields At Richmond
                  

Marketing Counselor

· Responsible for developing and implementing a strategic media plan by following leads through the sales process, networking to referral sources and organizing special events.



	Professional memberships

	
	National Gerontology Academic Honor and Professional Society of Sigma Phi Omega

Southern Gerontological Society

Gerontological Society of America

	Awards

	Sigma Phi Omega Student Paper Award, Association for Gerontology in Higher Education, Presented at Twenty-Eighth Annual Meeting and Educational Leadership Conference, 2002


VCU/MCV Department of Gerontology Student of the Year, 2000

References

	
	References available upon request


Appendix 22 Quality Management Strategies for Virginia’s Home and Community-Based Waivers

Elderly and Disabled with Consumer Direction Waiver
Appendix H

Attachment #1 to Appendix H
COMPREHENSIVE QUALITY MANAGEMENT PROGRAM STRATEGY
The Department of Medical Assistance Services (DMAS) has been engaged in the development of a comprehensive quality management program for the EDCD Waiver.  DMAS has benefited from technical assistance from the CMS Regional Office, as well as Thomson Medstat in developing the necessary strategies to achieve quality oversight related to the waiver assurances.  The components of the EDCD Quality Management program will be:

•Monitoring the initial Level of Care evaluations by the local Pre-Admission Screening teams to assure completion within a reasonable time frame to assure that waiver applicants for whom there is reasonable indication that services may be needed in the future are provided an individual LOC evaluation.

•Monitoring the Level of Care re-evaluations to assure that 100% of enrolled participants are reevaluated at least annually or as specified in the approved waiver.

•Monitoring the processes and instruments described in the approved waiver as applied to LOC determinations.

•Monitoring LOC decisions and taking action to address inappropriate Level of Care determinations.

•Monitoring service plans to assure that plans address all participants' assessed needs (including health and safety risk factors) and personal goals, either by the provision of waiver services or through other means.

•Monitoring service plan development in accordance with policies and procedures and take action when inadequacies are identified in service plan development. 

•Monitoring service plan to ensure that updates/revisions occur at least annually or when the needs of the waiver participant change.

•Monitoring services to individuals to assure that they are delivered in accordance with the service plan including in the type, scope, amount, duration, and frequency as outlined in the service plan.

•Monitoring services to individuals to assure that waiver participants are offered choice between institutional and community-based care.

•Monitoring services to assure that participants are afforded choice between and among waiver services and choice of providers.

•Monitoring verification of provider licensure and/or certification and adherence to other standards prior to the delivery of waiver services.

•Monitoring providers on a periodic basis to assure continued compliance with provider licensure and/or certification and adherence to other standards as outlined by the state.

•Monitoring non-licensed/non-certified providers to assure qualifications are met as outlined in the approved waiver.

•Monitoring providers to assure that training is completed in accordance with state requirements and the approved waiver.

•Monitoring health and welfare of waiver participants and remediation actions are initiated when appropriate.

•Monitoring investigations by the Department of Social Services to assure that instances of abuse, neglect, and exploitation are identified, addressed, and prevented.

•Monitoring the retention of ultimate authority and responsibility by the Medicaid agency for the operation of the waiver by exercising oversight of the performance of waiver functions through implementation of the Quality Management program and contract entity oversight.

•Monitoring claims for FFP to assure that waiver services are rendered to waiver participants, that services are authorized in the service plan, and that services are properly billed to assure financial accountability by the state.

These eighteen elements of the EDCD Quality Management Program are in various stages of development and implementation.  The following action plans outline the steps that will be or are being taken to implement quality oversight, including target dates and status updates. Most QMS elements are similar to Virginia's six other waivers including: #0430, #0358, #0372, #40149, #0321, and #40206.

In response to CMS concerns for enhanced participant centered planning and care coordination in Virginia’s EDCD Waiver, DMAS offers the following information as care coordination interim solutions while DMAS works to identify permanent solutions for case management:

* Training sessions offered by DMAS to providers include communication of the expectation that the primary provider of services must coordinate care between and among providers for each waiver participant;

* DMAS commits to incorporate an annual waiver participant phone interview to assess, at a minimum, the following:

a)Overall satisfaction with services;

b)Overall satisfaction with provider;

c)Overall satisfaction with opportunities for choice;

d)Need or desire for additional services.

The time line to begin these satisfaction surveys is July 1, 2007.

* DMAS has modified its utilization review of providers to be a very robust Quality Management Review (QMR) process and includes a comprehensive data collection tool.  This review process includes a statistically valid random sample of waiver recipient records and looks at waiver assurance elements related to level of care, plan of care, qualification of providers, health and welfare, and financial accountability.  DMAS commits to consult with Thomson Healthcare to determine additional ways to stratify samples for Quality Management Review to obtain more reliable data specific to the EDCD Waiver participants and providers.  The time line to begin consultation with Thomson Healthcare is June 15, 2007.

* Governor Tim Kaine convened a Health Reform Commission under Executive Order 31 in August 2006.  The Commission is tasked with identifying and implementing national best practices at the state level with emphasis on access, quality, and safety of care, as well as addressing long-term care and affordability.  Four committees of the commission have been working over the past nine months to identify recommendations to the Governor related to its charge.  The Long Term Care and Consumer Choices workgroup has been especially interested in and concerned about enrichment and development of the Medicaid program for persons with disabilities and frail elderly.  One of the workgroup’s recommendations will be to add case management services to the EDCD Waiver.  DMAS leadership has been working closely with the Health Reform Commission and Governor’s office to communicate CMS’ concerns about the need for enhanced person-centered planning and care coordination for EDCD Waiver participants.  DMAS leadership will work with the Secretary of Health and Human Resources to incorporate a financial allocation to add EDCD Waiver case management in the Governor’s biennial budget to be approved by the Virginia General Assembly in March 2008.

1. Level of Care
A. Initial Level of Care Evaluations

All LOC evaluations shall be completed within a reasonable time frame (defined by VA as no greater than 45 days) from the point as to which there is a reasonable indication that services may be needed in the future.  LOC determinations are conducted by Pre-Admission Screening Teams through local departments of Social Services and local departments of health.  DMAS will monitor data from these locally administered entities on the determination that all individuals who should have received a LOC evaluation in fact did receive it and the length of time between application for screening and notification of determination for each applicant.

Data will be collected by the Pre-Admission Screening Teams and reported to DMAS on a quarterly basis.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.  LOC determinations that are not conducted within a reasonable time frame will be remediated through the use of training and education for PAS Teams, process re-evaluation and improvement, data systems upgrades, or contract revisions.  Data will be collected on the type of remediation required, including outcomes and follow-up.

The Department of Social Services developed an automated database system within the last six months.  Certain time elements are captured under the new system, but as a state supervised and locally administered system, there is no mandate in place to assure consistent entry of these data elements by local departments and PAS Teams.  Additionally, the PAS teams are often led by local departments of health which currently do not have an automated system in place to capture this information.  Interagency agreements will need to be developed to include these new requirements, automated data collection systems developed, and training of staff will be necessary.

DMAS/DSS/VDH review assurance requirements 
      & determine process 





COMPLETED

Reporting systems designed




COMPLETED

Interagency agreement(s) revised




July 2007

Training developed and implemented



July 2007

System and reporting tests conducted



September 2007

Baseline data collected; quality indicator established

November 2007

Final process in place





November 2007

While systems are being designed and implemented, DMAS will partner with DSS to obtain reports of available information that assists in monitoring this assurance.  Additionally, DMAS supervisory staff will conduct a random sampling of initial LOC determinations for the purpose of monitoring determinations and that assessments are completed.

B.  LOC Annual Re-evaluations

Annual LOC evaluations are completed by DMAS staff.  DMAS will monitor this assurance by collecting data on the total number of evaluations due each year, the number of evaluations completed and corresponding percentages, and reasons for incomplete evaluations, if any.  Data will be collected and monitored on determinations made and ineligibility decisions.

These data are available in current databases.  Each DMAS staff person responsible for LOCs has been assigned a “weekly quota” which is tied to performance evaluations and incorporated within Employee Work Plans.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.  If level of care re-evaluations are not current, remediation may take the form of training for staff, process re-evaluation and improvement, data systems upgrades, or personnel improvement plans.  Data will be collected on the type of remediation employed, including outcomes and follow-up.

Improvements are already in place.  Staff has been assigned weekly LOC targets.  They must complete a total of 260 LOCs per week with 233 being EDCD recipients.  Most of the data elements needed are currently being collected.  All other data elements will be in place within the next three months.  The target date to begin quarterly analysis of annual level of care evaluations by the internal QM review team is July 2006.

DMAS also intends to implement a monitoring component to review the re-evaluations conducted by the DMAS LOC analyst.  This activity will be completed on a quarterly basis by a LTC supervisor in the division on a sample of the reviews completed for the quarter and reviewed in the aggregate by the DMAS Quality Review Team on a quarterly basis.

Process and sampling method determined


COMPLETED

Reporting systems designed




COMPLETED

System and reporting tests conducted



COMPLETED

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

C.  LOC Process and Instruments

There are two parts to this assurance element – 1) review of the process and instruments for initial level of care determinations and the staff assigned to conduct LOC evaluations; and 2) review of the process and instruments and the staff assigned to conduct annual LOC evaluations.  Initial LOC evaluations are completed by Pre-Admission Screening Teams using the Uniform Assessment Instrument (UAI) and an initial plan of care.  Annual re-evaluations are completed by LOC staff at DMAS using the recipient’s plan of care and the “Level-of-Care Review Instrument.”  DMAS will monitor this assurance by collecting data on the completeness of initial and re-evaluation packets, the type of information missing, the amount of time to retrieve appropriate documentation, and the source for resubmitted information.

These data elements are not collected in current database systems.  The elements need to be designed and configured for the current system, processes revised to address changes, training implemented, and testing of new systems.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.  If processes and instruments are not being used to complete initial and annual level of care evaluations, remediation may take the form of training for staff, process re-evaluation and improvement, data systems upgrades, or contract revisions.  Data will be collected on the type of remediation employed, including outcomes and follow-up.

Data elements finalized and designed



COMPLETED

Process revisions






COMPLETED

Training developed and implemented



COMPLETED

System and reporting tests conducted



COMPLETED

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

D. Action to address inappropriate determinations

This assurance element is concerned with the monitoring of inappropriate LOC determinations and the actions to address them.  DMAS has not yet implemented this element and will need to design a process that periodically reviews samples of PAS determinations and DMAS LOC Analysts determinations. A sample of determinations will be reviewed by the LOC Supervisor on a quarterly basis.  The DMAS Quality Review Team will review the sample data in the aggregate on a quarterly basis.

Process for PAS periodic review determined


COMPLETED

Process for annual LOC periodic review determined

COMPLETED

Data collection elements & 
     sampling methodology determined



COMPLETED

Staff training completed





COMPLETED

System and reporting tests conducted



COMPLETED

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

2.  Service Plan

A. Service plan development and action for inadequacies

This assurance reviews the process of the development of the service plan to address all participant needs, including individual preferences and an assessment of risk and how to address plan development inadequacies as they are identified, either by the provision of waiver services or through other means.  The primary mechanism for service plan monitoring is via the Quality Management Review conducted by DMAS staff.

Currently review of service plans is being conducted by QMR.  However, data collection on this element has not been centrally captured or analyzed.  In order to meet this assurance, DMAS will collect data on the number of services plans due for update, the sample of service plans reviewed quarterly, the number and percentage that correctly address needs and assess risk, and the number and percentage that do not.  Data will also be collected on the corrective action steps taken to address inadequacies, if any.  Corrective action may take the form of technical assistance to individual providers, statewide training as a result of identified trends, retraction of funds, or corrective action plans.  Measures of corrective action effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff.

QM review tool changes finalized




COMPLETED

Sampling methodology determined



COMPLETED

Centralized database completed




COMPLETED

Training of QM staff on new data elements


COMPLETED

Baseline data collected; quality indicator established

June 2007

Corrective action data collection




June 2007

Corrective action follow-up begins



June 2007

Final process in place





July 2007

B.  Service plans updated and revised

Service plans are reviewed and updated as least annually or when an individual’s needs change.  Quality Management review is the vehicle by which DMAS monitors this assurance.  While this monitoring component is currently a part of the QM review, centralized data collection and analysis is not presently in place.

In order to meet this assurance, DMAS will collect data on the number of services plans due for update, the sample of service plans reviewed quarterly, the number and percentage that correctly address needs and assess risk, and the number and percentage that do not.  Data will also be collected on the corrective action steps taken to address inadequacies, if any.  Corrective action may take the form of technical assistance to individual providers, statewide training as a result of identified trends, retraction of funds, or corrective action plans.  Measures of corrective action effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff.

QM review tool changes finalized




COMPLETED

Sampling methodology determined



COMPLETED

Centralized database completed




COMPLETED

Training of QM staff on new data elements


COMPLETED

Baseline data collected; quality indicator established

June 2007

Corrective action data collection




June 2007

Corrective action follow-up begins



June 2007

Final process in place





July 2007

C.  Waiver services delivery

The delivery of services in accordance with the written plan of care is the focus of this assurance element.  Quality Management review is the vehicle by which DMAS monitors this assurance.  While this monitoring component is already a part of the QM review, centralized data collection and analysis is not currently in place.

In order to meet this assurance, DMAS will collect data on the number of service plans due for update within the quarter and the sample of plans reviewed within the quarter, the number and percentage that correctly update and revise plans of care, and the number and percentage that do not. The quarterly sample will also be reviewed if the needs and preferences of the participants were considered in the plan of care review/development. Data will also be collected and corrective action steps taken to address inadequacies, if any. Corrective action may take the form of technical assistance to individual providers, statewide training as a result of identified trends, retraction of funds, or corrective action plans.  Measures of corrective action effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff.

QM review tool changes finalized




COMPLETED

Sampling methodology determined



COMPLETED

Centralized database completed




COMPLETED

Training of QM staff on new data elements


COMPLETED

Baseline data collected; quality indicator established

June 2007

Corrective action data collection




June 2007

Corrective action follow-up begins



June 2007

Final process in place





July 2007

D.  Choice

The provision of choice between institutional and community-based care, between and among waiver services, and of providers is the purpose of this assurance element.  Quality Management review is the vehicle by which DMAS monitors this assurance.  While this monitoring component is already a part of the QM review, centralized data collection and analysis is not addressed for each element of choice.

In order to meet this assurance, DMAS will collect data on the number of participant cases due for participant choice review within the quarter, the sample and percentage where all three prongs of choice were offered, and the number and percentage that were not.  Data will also be collected on the reasons why any one of the three elements of choice were not offered and the corrective action steps taken to address inadequacies.  Corrective action may take the form of technical assistance to individual providers, statewide training as a result of identified trends, retraction of funds, or corrective action plans.  Measures of corrective action effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff.

DMAS forms changed to include 3 choice elements

COMPLETED

QM review tool changes finalized




COMPLETED

Sampling methodology determined



COMPLETED

Centralized database completed




COMPLETED

Training of QM staff on new data elements


COMPLETED

Baseline data collected; quality indicator established

June 2007

Corrective action data collection




June 2007

Corrective action follow-up begins



June 2007

Final process in place





July 2007

3.  Qualified Providers
A.  Initial verification of provider qualifications

The initial verification of provider qualifications is the intent of this assurance element.  Monitoring of this assurance by DMAS has traditionally been completed through the Quality Management review process.  This is a retrospective look and DMAS intends to begin monitoring this assurance prospectively by collecting data through provider enrollment and First Health for agency-directed providers and the new fiscal agent who will begin services in July of 2006 for consumer-directed providers.  Centralized data collection and analysis will also be included in the verification of provider qualifications.

In order to meet this assurance, DMAS will collect data on the number of providers requesting enrollment and the number and percentage that meet qualifications.  DMAS will keep data on the number of providers who requested enrollment, but did not meet qualifications, the action taken to assist the provider, and if the provider was eventually enrolled.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff.

DMAS, First Health, FMS Agent determine 
     process/data elements





COMPLETED

Reporting mechanisms established



May 2007

Database developed





COMPLETED

Staff training







June 2007

Data collection testing completed




June 2007

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

B.  Periodic confirmation of provider qualifications

The periodic verification that providers continue to meet qualifications is the purpose of this assurance element.  Monitoring of this assurance by DMAS has traditionally been completed through the Quality Management review process.  While data have not been formally collected on this element, the QM review has provided this look-back for agency-directed services.  Centralized data collection and analysis will also be included in the periodic confirmation of provider qualifications.

In order to meet this assurance, DMAS will collect data on the number of agency- and consumer-directed providers delivering services, the number and percentage that continue to meet qualifications, and the number and percentage that do not.  Data will also be collected on the reasons why provider qualifications are not met and the remediation steps taken to address lack of qualification.  Remediation may take the form of request for appropriate or correct documentation, technical assistance to individual providers, removal of a care aide from services, retraction of funds, or revocation of a provider agreement.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff.

QM Review tool changes finalized



COMPLETED

Sampling methodology determined



COMPLETED

Reporting mechanisms established



COMPLETED

Database elements completed




COMPLETED

Staff training implemented





COMPLETED

Data collection testing completed




June 2007

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

C.  Qualifications of non-licensed/non-certified providers

This assurance element is addressed in parts A & B of Provider Qualifications (above).

D.  Remediation of providers not meeting qualifications

This assurance is primarily concerned with how DMAS will address instances in which providers do not meet qualifications.  As mentioned above, remediation could take various forms.  DMAS plans to institute a method of corrective action plans for providers specifically geared toward provider qualifications.  This new process will also include follow-up on corrective action plans and an assessment of the effectiveness of this type of remediation.  DMAS will collect data on the number of action plans implemented, the number and percentage that rectified provider qualifications as a result of the corrective plan, and the number and percentage that did not.  

Corrective action plan process determined


COMPLETED

Reporting mechanisms established



COMPLETED

Database elements completed




COMPLETED

Staff training implemented





COMPLETED

Data collection testing completed




June 2007

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

E.  Verification of provider training

The state agency must monitor that providers receive training in accordance with requirements under the approved waiver.  The QM review process has traditionally looked at this assurance element, but centralized data collection is not currently in place.

In order to meet this assurance, DMAS will collect data on the number of personnel requiring training for the period, the number of personnel reviewed for the period, the number and percentage that received the required training, and the number and percentage that did not.  Data will also be collected on the remediation steps taken to address the lack of training, if any.  Remediation may take the form of request for appropriate or correct documentation, technical assistance to individual providers, removal of a care aide from services, retraction of funds, or revocation of a provider agreement.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff.

QM Review tool changes finalized



COMPLETED

Sampling methodology determined



COMPLETED

Database elements completed




COMPLETED

Staff training implemented





COMPLETED

Data collection testing completed




June 2007

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

4.  Health and Welfare
A. Continuous monitoring of H&W

The state agency must assure that there is continuous monitoring of the health and welfare of waiver participants and remediation is employed when appropriate.  In Virginia, the monitoring begins when the RN and CD Services Facilitator monitor the provision of EDCD Waiver services.  These providers are required to conduct home visits and monitoring every 30 to 90 days (depending on cognitive functioning level).  Monitoring to assure that these visits are conducted and documented occurs in QM review.  Previously, a centralized collection of these data have not been maintained and will be developed as a part of this assurance’s action plan.

In order to meet this assurance, DMAS will collect data on the number of participant records reviewed, the number and percentage that show appropriate monitoring and documentation of RN/CDSF visits, and the number and percentage that do not.  Data will also be collected on the actions that were taken if appropriate monitoring of the recipient was not assured.  In instances where health and welfare were in question, but no action was taken by the RN or CDSF, data will be collected on remediation steps taken to address the lack of action, if any.  Remediation may take the form of request for technical assistance to the providers, training as a result of trends identified, a revision to the participant’s service plan, retraction of funds, or revocation of a provider agreement.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff.

QM Review tool changes finalized



COMPLETED

Sampling methodology determined



COMPLETED

Reporting mechanisms established



COMPLETED

Database elements completed




COMPLETED

Staff training implemented





COMPLETED

Data collection testing completed




June 2007

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

DMAS is also working to develop an internal complaint tracking system using the CommTrak telephone database that is staffed by DMAS.  This database will be an excellent source of information on complaints received, action taken, and resolution, and it will also serve as a source of data on the amount and types of technical assistance that staff is providing via telephone.  This information can be used to assess trends in provider and/or recipient concerns and to develop statewide training as a method of remediation.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff.

Waiver Services Complaint Database 
     parameters finalized





COMPLETED

Staff training implemented





COMPLETED

Sampling methodology established
                        
COMPLETED

Data collection testing completed




June 2007

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

B. Ongoing identification/addressing instances of abuse, neglect, exploitation

The intent of this assurance is to identify and address, on an on-going basis, instances of abuse, neglect, and exploitation, and other critical events, for waiver participants.  DMAS’ current approach to monitoring this assurance comes through QM reviews in checking that the plan of care and RN periodic monitoring of waiver participants addresses prevention of abuse, neglect, and exploitation and management of risk for the individual.  Data elements are not in place for the centralized collection of this information, but will be included in the action plan as a first level of monitoring.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff.  An additional source of monitoring critical incidents is through the "Waiver Services Complaint Database," where grievances/complaints and actions are logged, which could include reports of critical incidents, such as medication errors or falls.

QM Review tool changes finalized



COMPLETED

Sampling methodology determined



COMPLETED

Reporting mechanisms established



COMPLETED

Database elements completed




COMPLETED

Staff training implemented





COMPLETED

Data collection testing completed




June 2007

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

A second and critical tier to DMAS’ action plan for this assurance is the implementation of a “data bridge” between Virginia’s Adult Protective Services and DMAS. The interagency agreement between the two state departments will need to be modified to allow for the reporting of critical incidents involving waiver participants.  The VDSS database would also require modifications to provide more than aggregate information on Medicaid recipients and “drill down” to critical incidents by waiver.  This may require funding that VDSS is unable to devote to further system enhancements.

Data elements determined between agencies


COMPELTED

System changes identified; resources needed


COMPLETED

Interagency agreement modified




July 2007

System modifications complete




July 2007

Reporting systems complete




July 2007

Staff training implemented





July 2007

Data collection testing completed




November 2007

Baseline data collected; quality indicator established

November 2007

Final process in place





November 2007

Beginning July 1, 2007, DMAS will receive reports regarding investigations of critical incidents and events from the Virginia Department of Social Services and will be monitored monthly for the first three months of the waiver year, transitioning to oversight conducted on a quarterly basis by a Quality Review Team in the Division of Long Term Care at DMAS.

5.  Administrative Authority
A. Operation and oversight of waiver

The purpose of this assurance is for the single state Medicaid agency to provide adequate oversight to other agencies or entities contracted to operate the waiver to assure that the state retains ultimate authority and responsibility for the operation of the waiver.  The EDCD waiver is operated by DMAS in Virginia and includes monitoring of agencies involved in pre-admission screening, pre-authorization, provider enrollment, and fiscal agent services.  Current monitoring of these agencies occurs through a periodic (every six months) assessment of contract outcomes and deliverables.  Centralized data collection of this monitoring is relatively new and will be expanded to include amount and types of corrective action, as well as corrective action effects and results.  This additional data collection will be in place by October 2006.

A second prong to providing assurance of administrative authority will come with the newly convened internal QM review team at DMAS.  This group, comprised of operations and policy staff, will meet on a monthly basis to review all assurance monitoring and data collected for the EDCD waiver (and eventually all waivers #4160, #0435, #0430, #0358, #0372, #40149).  The primary charge will be to assess how the entire QM system for the waiver is performing and to identify opportunities for process improvement.

QM Review Team convened




COMPLETED

Purpose statement and processes completed


COMPLETED

Reporting and sampling methods determined


COMPLETED

Periodic review of QM data commences



May 2007

First internal report issued by the QM Review Team

August 2007

6.  Financial Accountability
A. Claims based on services rendered, authorized, and properly billed

Monitoring that state payments for waiver services are rendered to waiver participants, are authorized in the service plan, and are properly billed by qualified providers is the intent of this assurance.  DMAS has several mechanisms in place to ensure services are authorized and providers are qualified to deliver services.  The QM review looks at the billing of providers: 1) are services outlined in the POC? 2) are services authorized? 3) are services properly billed?

In order to meet this assurance, DMAS will collect data on the number of participant records reviewed, the number and percentage that show services approved in the plan of care, services authorized, and services billed, as well as the number and percentage that do not.  Data will also be collected on the actions taken if services approval and authorization and billing are not correct.  Remediation may take the form of technical assistance to the providers, training as a result of trends identified, corrective action plans for providers, a revision to the participant’s service plan, retraction of funds, or revocation of a provider agreement.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff.

QM Review tool changes finalized



COMPLETED

Sampling methodology determined



COMPLETED

Reporting mechanisms established



COMPLETED

Database elements completed




COMPLETED

Staff training implemented





COMPLETED

Data collection testing completed




June 2007

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

The Department of Medical Assistance Services maintains responsibility for the implementation and the monitoring of the Quality Management Strategy for the EDCD Waiver.  Data collection will be primarily done through the DMAS Quality Management Review (QMR) process which employs an extensive data collection spreadsheet inclusive of the eighteen waiver assurances.  DMAS will rely on data collection by the Departments of Social Services and Health related to PAS Team activities for initial level of care and plan of care development and investigations of abuse, neglect, and exploitation.  DMAS will collect some data related to consumer-directed services background checks from the FMS contractor, PPL.  DMAS will also use data provided by the pre-authorization contractor, KePro.  Analysis of all data collection related to the eighteen assurances will be the responsibility of the DMAS Quality Review Team, which will make recommendations regarding the state meeting requirements and assurances, as well as plans for remediation and improvement initiatives.  The DMAS Quality Review Team is comprised of operational and policy staff and is charged with reviewing QMS findings on a quarterly basis, establishing benchmarks and priorities, and developing strategies for remediation and improvement.  The QR Team will also annually evaluate the effectiveness of the QMS and recommend strategies for updates and improvements to the process.  The QR Team will annually publish a QMS report that outlines the quality initiatives, findings, and recommendations.  The report will be mailed to waiver participants and families, waiver providers, partner agencies and organizations, and other key stakeholders of the EDCD Waiver.  The report will also be posted to the DMAS website.
HIV/AIDS Waiver

Appendix H

Attachment #1 to Appendix H
COMPREHENSIVE QUALITY MANAGEMENT PROGRAM STRATEGY
The Department of Medical Assistance Services (DMAS) has been engaged in the development of a comprehensive quality management program for the HIV/AIDS Waiver.  DMAS has benefited from technical assistance from the CMS Regional Office, as well as Thomson Medstat in developing the necessary strategies to achieve quality oversight related to the waiver assurances.  The components of the HIV/AIDS Quality Management program will be:

•Monitoring the initial Level of Care evaluations by the local Pre-Admission Screening teams to assure completion within a reasonable time frame to assure that waiver applicants for whom there is reasonable indication that services may be needed in the future are provided an individual LOC evaluation.

•Monitoring the Level of Care re-evaluations to assure that 100% of enrolled participants are reevaluated at least annually or as specified in the approved waiver.

•Monitoring the processes and instruments described in the approved waiver as applied to LOC determinations.

•Monitoring LOC decisions and taking action to address inappropriate Level of Care determinations.

•Monitoring service plans to assure that plans address all participants' assessed needs (including health and safety risk factors) and personal goals, either by the provision of waiver services or through other means.

•Monitoring service plan development in accordance with policies and procedures and take action when inadequacies are identified in service plan development. 

•Monitoring service plan to ensure that updates/revisions occur at least annually or when the needs of the waiver participant change.

•Monitoring services to individuals to assure that they are delivered in accordance with the service plan including in the type, scope, amount, duration, and frequency as outlined in the service plan.

•Monitoring services to individuals to assure that waiver participants are offered choice between institutional and community-based care.

•Monitoring services to assure that participants are afforded choice between and among waiver services and choice of providers.

•Monitoring verification of provider licensure and/or certification and adherence to other standards prior to the delivery of waiver services.

•Monitoring providers on a periodic basis to assure continued compliance with provider licensure and/or certification and adherence to other standards as outlined by the state.

•Monitoring non-licensed/non-certified providers to assure qualifications are met as outlined in the approved waiver.

•Monitoring providers to assure that training is completed in accordance with state requirements and the approved waiver.

•Monitoring health and welfare of waiver participants and remediation actions are initiated when appropriate.

•Monitoring investigations by the Department of Social Services to assure that instances of abuse, neglect, and exploitation are identified, addressed, and prevented.

•Monitoring the retention of ultimate authority and responsibility by the Medicaid agency for the operation of the waiver by exercising oversight of the performance of waiver functions through implementation of the Quality Management program and contract entity oversight.

•Monitoring claims for FFP to assure that waiver services are rendered to waiver participants, that services are authorized in the service plan, and that services are properly billed to assure financial accountability by the state.

These eighteen elements of the HIV/AIDS Quality Management Program are in various stages of development and implementation.  The following action plans outline the steps that will be or are being taken to implement quality oversight, including target dates and status updates. Most QMS elements are similar to Virginia's six other waivers including: #0430, #0358, #0372, #40149, #0321, and #40206.

1. Level of Care
A. Initial Level of Care Evaluations

All LOC evaluations shall be completed within a reasonable time frame (defined by VA as no greater than 45 days) from the point as to which there is a reasonable indication that services may be needed in the future.  LOC determinations are conducted by Pre-Admission Screening Teams through local departments of Social Services and local departments of health.  DMAS will monitor data from these locally administered entities on the determination that all individuals who should have received a LOC evaluation in fact did receive it and the length of time between application for screening and notification of determination for each applicant.

Data will be collected by the Pre-Admission Screening Teams and reported to DMAS on a quarterly basis.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.  LOC determinations that are not conducted within a reasonable time frame will be remediated through the use of training and education for PAS Teams, process re-evaluation and improvement, data systems upgrades, or contract revisions.  Data will be collected on the type of remediation required, including outcomes and follow-up.

The Department of Social Services developed an automated database system within the last six months.  Certain time elements are captured under the new system, but as a state supervised and locally administered system, there is no mandate in place to assure consistent entry of these data elements by local departments and PAS Teams.  Additionally, the PAS teams are often led by local departments of health which currently do not have an automated system in place to capture this information.  Interagency agreements will need to be developed to include these new requirements, automated data collection systems developed, and training of staff will be necessary.

DMAS/DSS/VDH review assurance requirements 
& determine process




COMPLETED

Reporting systems designed




July 2007

Interagency agreement(s) revised




July 2007

Training developed and implemented



July 2007

System and reporting tests conducted



September 2007

Baseline data collected; quality indicator established

November 2007

Final process in place





November 2007

While systems are being designed and implemented, DMAS will partner with DSS to obtain reports of available information that assists in monitoring this assurance.  Additionally, DMAS supervisory staff will conduct a random sampling of initial LOC determinations for the purpose of monitoring determinations and that assessments are completed.

B.  LOC Re-evaluations

Annual LOC evaluations are completed by DMAS staff.  DMAS will monitor this assurance by collecting data on the total number of evaluations due each year, the number of evaluations completed and corresponding percentages, and reasons for incomplete evaluations, if any.  Data will be collected and monitored on determinations made and ineligibility decisions.

These data are available in current databases.  Each DMAS staff person responsible for LOCs has been assigned a “weekly quota” which is tied to performance evaluations and incorporated within Employee Work Plans.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.  If level of care re-evaluations are not current, remediation may take the form of training for staff, process re-evaluation and improvement, data systems upgrades, or personnel improvement plans.  Data will be collected on the type of remediation employed, including outcomes and follow-up.

Improvements are already in place.  Staff has been assigned weekly LOC targets.  They must complete a total of 260 LOCs per week for all applicable waivers.  Most of the data elements needed are currently being collected.  All other data elements will be in place within the next three months.  The target date to begin quarterly analysis of annual level of care evaluations by the internal QM review team is July 2006.

DMAS also intends to implement a monitoring component to review the re-evaluations conducted by the LOC analyst.  This activity will be completed on a quarterly basis by a LTC supervisor in the division on a sample of the reviews completed for the quarter and reviewed in the aggregate by the DMAS Quality Review Team on a quarterly basis.

Process and sampling method determined


COMPLETED

Reporting systems designed




COMPLETED

System and reporting tests conducted



COMPLETED

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

C.  LOC Process and Instruments

There are two parts to this assurance element – 1) review of the process and instruments for initial level of care determinations and the staff assigned to conduct LOC evaluations; and 2) review of the process and instruments and the staff assigned to conduct annual LOC evaluations.  Initial LOC evaluations are completed by Pre-Admission Screening Teams using the Uniform Assessment Instrument (UAI) and an initial plan of care.  Annual re-evaluations are completed by LOC staff at DMAS using the recipient’s plan of care and the “Level-of-Care Review Instrument.”  DMAS will monitor this assurance by collecting data on the completeness of initial and re-evaluation packets, the type of information missing, the amount of time to retrieve appropriate documentation, and the source for resubmitted information.

These data elements are not collected in current database systems.  The elements need to be designed and configured for the current system, processes revised to address changes, training implemented, and testing of new systems.  Analysis of activity on this measure will be completed on a quarterly basis by a DMAS internal Quality Review Team comprised of operational and policy staff.  If processes and instruments are not being used to complete initial and annual level of care evaluations, remediation may take the form of training for staff, process re-evaluation and improvement, data systems upgrades, or contract revisions.  Data will be collected on the type of remediation employed, including outcomes and follow-up.

Data elements finalized and designed



COMPLETED

Process revisions






COMPLETED

Training developed and implemented



COMPLETED

System and reporting tests conducted



COMPLETED

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

D. Action to address LOC determinations

This assurance element is concerned with the monitoring of LOC determinations and the actions to address inappropriate decisions.  DMAS has not yet implemented this element and will need to design a process that periodically reviews samples of PAS determinations and DMAS LOC Analysts determinations.  A sample of determinations will be reviewed by the LOC Supervisor on a quarterly basis.  The DMAS Quality Review Team will review the sample data in the aggregate on a quarterly basis.

Process for PAS periodic review determined


COMPLETED

Process for annual LOC periodic review determined

COMPLETED

Data collection elements 
& sampling methodology determined


COMPLETED

Staff training completed





COMPLETED

System and reporting tests conducted



COMPLETED

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

2.  Service Plan
A. Service plan development in accordance with policies and procedures

This assurance reviews the process of the development of the service plan to address all participant needs, including individual preferences and an assessment of risk and how to address plan development inadequacies as they are identified, either by the provision of waiver services or through other means.  The primary mechanism for service plan monitoring is via the Quality Management Review conducted by DMAS staff.

Currently review of service plans is being conducted by QMR.  However, data collection on this element has not been centrally captured or analyzed.  In order to meet this assurance, DMAS will collect data on the number of services plans due for update, the sample of service plans reviewed quarterly, the number and percentage that correctly address needs and assess risk, and the number and percentage that do not.  Data will also be collected on the remediation steps taken to address inadequacies, if any.  Remediation may take the form of technical assistance to individual providers, statewide training as a result of identified trends, retraction of funds, or corrective action plans.  Measures of remediation effectiveness will also be captured through the collection of follow-up data on a semi-annual basis.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff.

QM review tool changes finalized




COMPLETED

Sampling methodology determined



COMPLETED

Centralized database completed




COMPLETED

Training of QM staff on new data elements


COMPLETED

Baseline data collected; quality indicator established

June 2007

Remediation data collection determined



June 2007

Remediation follow-up begins; quality indicator established
June 2007

Final process in place





July 2007

B.  Service plan updates and revisions

Service plans should be reviewed and updated at least annually or when an individual’s needs change and should take into account the needs and preferences of the waiver participant.  Quality Management review is the vehicle by which DMAS monitors this assurance.  While this monitoring component is currently a part of the QM review, centralized data collection and analysis is not presently in place.

In order to meet this assurance, DMAS will collect data on the number of service plans due for update within the quarter and the sample of plans reviewed within the quarter, the number and percentage that correctly update and revise plans of care, and the number and percentage that do not.  The quarterly sample will also be reviewed if the needs and preferences of the participants were considered in the plan of care review/development.  Data will also be collected on the remediation steps taken to address inadequacies, if any.  Corrective action may take the form of technical assistance to individual providers, statewide training as a result of identified trends, retraction of funds, or corrective action plans.  Measures of corrective action effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff.

QM review tool changes finalized




COMPLETED

Sampling methodology determined



COMPLETED

Centralized database completed




COMPLETED

Training of QM staff on new data elements


COMPLETED

Baseline data collected; quality indicator established

June 2007

Corrective action data collection determined


June 2007

Corrective action f/u begins; quality indicator established
June 2007

Final process in place





July 2007

C.  Waiver services delivery

The delivery of services in accordance with the written plan of care is the focus of this assurance element.  Quality Management review is the vehicle by which DMAS monitors this assurance.  While this monitoring component is already a part of the QM review, centralized data collection and analysis is not currently in place.

In order to meet this assurance, DMAS will collect data on the number of service plans due for review within the quarter, the sample reviewed for the quarter, the number and percentage that demonstrate service delivery in type, scope, amount, duration, and frequency, and the number and percentage that do not.  Data will also be collected and corrective action steps taken to address inadequacies, if any. Corrective action steps may take the form of technical assistance to individual providers, statewide training as a result of identified trends, retraction of funds, or corrective action plans.  Measures of corrective action effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff.

QM review tool changes finalized




COMPLETED

Sampling methodology determined



COMPLETED

Centralized database completed




COMPLETED

Training of QM staff on new data elements


COMPLETED

Baseline data collected; quality indicator established

June 2007

Corrective action data collection determined


June 2007

Corrective action f/u begins; quality indicator established
June 2007

Final process in place





July 2007

D.  Choice

The provision of choice between institutional and community-based care, between and among waiver services, and of providers is the purpose of this assurance element.  Quality Management review is the vehicle by which DMAS monitors this assurance.  While this monitoring component is already a part of the QM review, centralized data collection and analysis is not addressed for each element of choice.

In order to meet this assurance, DMAS will collect data on the number of participant cases due for participant choice review within the quarter, the sample and percentage where all three prongs of choice were offered, and the number and percentage that were not.  Data will also be collected on the reasons why any one of the three elements of choice were not offered and the corrective steps taken to address inadequacies.  Corrective action may take the form of technical assistance to individual providers, statewide training as a result of identified trends, retraction of funds, or corrective action plans.  Measures of corrective action effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff.

DMAS forms changed to include 3 choice elements

COMPLETED

QM review tool changes finalized




COMPLETED

Sampling methodology determined



COMPLETED

Centralized database completed




COMPLETED

Training of QM staff on new data elements


COMPLETED

Baseline data collected; quality indicator established

June 2007

Corrective action data collection determined


June 2007

Corrective action f/u begins; quality indicator established
June 2007

Final process in place





July 2007

3.  Qualified Providers
A.  Initial verification of provider qualifications

The initial verification of provider qualifications is the intent of this assurance element.  Monitoring of this assurance by DMAS has traditionally been completed through the Quality Management review process.  This is a retrospective look and DMAS intends to begin monitoring this assurance prospectively by collecting data through provider enrollment and First Health for agency-directed providers and the new fiscal agent who will begin services in July of 2006 for consumer-directed providers.  Centralized data collection and analysis will also be included in the verification of provider qualifications.

In order to meet this assurance, DMAS will collect data on the number of providers requesting enrollment and the number and percentage that meet qualifications.  DMAS will keep data on the number of providers who requested enrollment, but did not meet qualifications, the action taken to assist the provider, and if the provider was eventually enrolled.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff.

DMAS, First Health, FMS Agent 
determine process/data elements



COMPLETED

Reporting mechanisms established



COMPLETED

Database developed





COMPLETED

Staff training







June 2007

Data collection testing completed




June 2007

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

B.  Periodic confirmation of provider qualifications

The periodic verification that providers continue to meet qualifications is the purpose of this assurance element.  Monitoring of this assurance by DMAS has traditionally been completed through the Quality Management review process.  While data have not been formally collected on this element, the QM review has provided this look-back for agency-directed services. Centralized data collection and analysis will also be included in the periodic confirmation of provider qualifications.

In order to meet this assurance, DMAS will collect data on the number of agency- and consumer-directed providers delivering services, the number and percentage that continue to meet qualifications, and the number and percentage that do not.  Data will also be collected on the reasons why provider qualifications are not met and the remediation steps taken to address lack of qualification.  Corrective action may take the form of request for appropriate or correct documentation, technical assistance to individual providers, removal of a care aide from services, retraction of funds, or revocation of a provider agreement.  Measures of corrective action effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff.

QM Review tool changes finalized



COMPLETED

Sampling methodology determined



COMPLETED

Reporting mechanisms established



COMPLETED

Database elements completed




COMPLETED

Staff training implemented





COMPLETED

Data collection testing completed




June 2007

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

C.  Qualifications of non-licensed/non-certified providers

This assurance element is addressed in parts A & B of Provider Qualifications (above).

D.  Remediation of providers not meeting qualifications

This assurance is primarily concerned with how DMAS will address instances in which providers do not meet qualifications.  As mentioned above, remediation could take various forms.  DMAS plans to institute a method of corrective action plans for providers specifically geared toward provider qualifications.  This new process will also include follow-up on corrective action plans and an assessment of the effectiveness of this type of remediation.  DMAS will collect data on the number of action plans implemented, the number and percentage that rectified provider qualifications as a result of the corrective plan, and the number and percentage that did not.  

Corrective action plan process determined


COMPLETED

Reporting mechanisms established



COMPLETED

Database elements completed




COMPLETED

Staff training implemented





COMPLETED

Data collection testing completed




June 2007

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

E.  Verification of provider training

The state agency must monitor that providers receive training in accordance with requirements under the approved waiver.  The QM review process has traditionally looked at this assurance element, but centralized data collection is not currently in place.

In order to meet this assurance, DMAS will collect data on the number of personnel reviewed, the number and percentage that received the required training, and the number and percentage that did not.  Data will also be collected on the remediation steps taken to address the lack of training, if any.  Remediation may take the form of request for appropriate or correct documentation, technical assistance to individual providers, removal of a care aide from services, retraction of funds, or revocation of a provider agreement.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff.

QM Review tool changes finalized



COMPLETED

Sampling methodology determined



COMPLETED

Database elements completed




COMPLETED

Staff training implemented





COMPLETED

Data collection testing completed




June 2007

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

4.  Health and Welfare
A. Continuous monitoring of H&W

The state agency must assure that there is continuous monitoring of the health and welfare of waiver participants and remediation is employed when appropriate.  In Virginia, the monitoring begins when the RN and CD Services Facilitator monitor the provision of HIV/AIDS Waiver services.  These providers are required to conduct home visits and monitoring every 30 to 90 days (depending on cognitive functioning level).  Monitoring to assure that these visits are conducted and documented occurs in QM review.  Previously, a centralized collection of these data have not been maintained and will be developed as a part of this assurance’s action plan.

In order to meet this assurance, DMAS will collect data on the number of participant records reviewed, the number and percentage that show appropriate monitoring and documentation of RN/CDSF visits, and the number and percentage that do not.  Data will also be collected on the actions that were taken if appropriate monitoring of the recipient was not assured.  In instances where health and welfare was in question, but no action was taken by the RN or CDSF, data will be collected on remediation steps taken to address the lack of action, if any.  Remediation may take the form of request for technical assistance to the providers, training as a result of trends identified, a revision to the participant’s service plan, retraction of funds, or revocation of a provider agreement.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff.

QM Review tool changes finalized



COMPLETED

Sampling methodology determined



COMPLETED

Reporting mechanisms established



COMPLETED

Database elements completed




COMPLETED

Staff training implemented





COMPLETED

Data collection testing completed




June 2007

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

DMAS is also working to develop an internal complaint tracking system using the CommTrak telephone database that is staffed by DMAS.  This database will be an excellent source of information on complaints received, action taken, and resolution, and it will also serve as a source of data on the amount and types of technical assistance that staff is providing via telephone.  This information can be used to assess trends in provider and/or recipient concerns and to develop statewide training as a method of remediation.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff. An additional source of monitoring critical incidents is through the "Waiver Services Complaint Database," where grievances/complaints and actions are logged, which could include reports of critical incidents, such as medication errors or falls.

Waiver Services Complaint Database parameters finalized
COMPLETED

Staff training implemented





COMPLETED

Sampling methodology established
                        
COMPLETED

Data collection testing completed




June 2007

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

B. Ongoing identification/addressing instances of abuse, neglect, exploitation

The intent of this assurance is to identify and address, on an on-going basis, instances of abuse, neglect, and exploitation for waiver participants.  DMAS’ current approach to monitoring this assurance comes through QM reviews in checking that the plan of care and RN periodic monitoring of waiver participants addresses prevention of abuse, neglect, and exploitation and management of risk for the individual.  Data elements are not in place for the centralized collection of this information, but will be included in the action plan as a first level of monitoring.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff.

QM Review tool changes finalized



COMPLETED

Sampling methodology determined



COMPLETED

Reporting mechanisms established



COMPLETED

Database elements completed




COMPLETED

Staff training implemented





COMPLETED

Data collection testing completed




June 2007

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

A second and critical tier to DMAS’ action plan for this assurance is the implementation of a “data bridge” between Virginia’s Adult Protective Services and DMAS. The interagency agreement between the two state departments will need to be modified to allow for the reporting of critical incidents involving waiver participants.  The VDSS database would also require modifications to provide more than aggregate information on Medicaid recipients and “drill down” to critical incidents by waiver.  This may require funding that VDSS is unable to devote to further system enhancements.

Data elements determined between agencies


COMPELTED

System changes identified; resources needed


COMPLETED

Interagency agreement modified




July 2007

System modifications complete




July 2007

Reporting systems complete




July 2007

Staff training implemented





July 2007

Data collection testing completed




November 2007

Baseline data collected; quality indicator established

November 2007

Final process in place





November 2007

Beginning July 1, 2007, DMAS will receive reports regarding investigations of critical incidents and events from the Virginia Department of Social Services and will be monitored monthly for the first three months of the waiver year, transitioning to oversight conducted on a quarterly basis by a Quality Review Team in the Division of Long Term Care at DMAS.

5.  Administrative Authority
A. Operation and oversight of waiver

The purpose of this assurance is for the single state Medicaid agency to provide adequate oversight to other agencies or entities contracted to operate the waiver.  The HIV/AIDS waiver is operated by DMAS in Virginia and includes monitoring of agencies involved in pre-admission screening, pre-authorization, provider enrollment, and fiscal agent services.  Current monitoring of these agencies occurs through a periodic (every six months) assessment of contract outcomes and deliverables.  Centralized data collection of this monitoring is relatively new and will be expanded to include amount and types of remediation, as well as remediation effects and results.  This additional data collection will be in place by October 2006.

A second prong to providing assurance of administrative authority will come with the newly convened internal QM review team at DMAS.  This group comprised of operations and policy staff will meet on a monthly basis to review all assurance monitoring and data collected for the HIV/AIDS waiver and eventually all waivers #0321, #0435, #0430, #0358, #0372, #40149).  The primary charge will be to assess how the entire QM system for the waiver is performing and to identify opportunities for process improvement.

QM Review Team convened




COMPLETED

Purpose statement and processes completed


COMPLETED

Reporting and sampling methods determined


COMPLETED

Periodic review of QM data commences



May 2007

First internal report issued by the QM Review Team

August 2007

6.  Financial Accountability
A. Claims based on services rendered, authorized, and properly billed

Monitoring that state payments for waiver services are rendered to waiver participants, are authorized in the service plan, and are properly billed by qualified providers is the intent of this assurance.  DMAS has several mechanisms in place to ensure services are authorized and providers are qualified to deliver services.  The QM review looks at the billing of providers: 1) are services outlined in the POC? 2) are services authorized? 3) are services properly billed?

In order to meet this assurance, DMAS will collect data on the number of participant records reviewed, the number and percentage that show services approved in the plan of care, services authorized, and services billed, as well as the number and percentage that do not.  Data will also be collected on the actions taken if services approval and authorization and billing are not correct.  Remediation may take the form of technical assistance to the providers, training as a result of trends identified, corrective action plans for providers, a revision to the participant’s service plan, retraction of funds, or revocation of a provider agreement.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed quarterly by a DMAS internal QM review team comprised of operational and policy staff.

QM Review tool changes finalized



COMPLETED

Sampling methodology determined



COMPLETED

Reporting mechanisms established



COMPLETED

Database elements completed




COMPLETED

Staff training implemented





COMPLETED

Data collection testing completed




June 2007

Baseline data collected; quality indicator established

June 2007

Final process in place





July 2007

The Department of Medical Assistance Services maintains responsibility for the implementation and the monitoring of the Quality Management Strategy for the HIV/AIDS Waiver.  Data collection will be primarily done through the DMAS Quality Management Review (QMR) process which employs an extensive data collection spreadsheet inclusive of the eighteen waiver assurances.  DMAS will rely on data collection by the Departments of Social Services and Health related to PAS Team activities for initial level of care and plan of care development and investigations of abuse, neglect, and exploitation.  DMAS will collect some data related to consumer-directed services background checks from the FMS contractor, PPL.  DMAS will also use data provided by the pre-authorization contractor, KePro.  Analysis of all data collection related to the eighteen assurances will be the responsibility of the DMAS Quality Review Team, which will make recommendations regarding the state meeting requirements and assurances, as well as plans for remediation and improvement initiatives.  The DMAS Quality Review Team is comprised of operational and policy staff and is charged with reviewing QMS findings on a quarterly basis, establishing benchmarks and priorities, and developing strategies for remediation and improvement.  The QR Team will also annually evaluate the effectiveness of the QMS and recommend strategies for updates and improvements to the process.  The QR Team will annually publish a QMS report that outlines the quality initiatives, findings, and recommendations.  The report will be mailed to waiver participants and families, waiver providers, partner agencies and organizations, and other key stakeholders of the HIV/AIDS Waiver.  The report will also be posted to the DMAS website.

Individual and Family Developmental Disability Support Waiver
Appendix H

Attachment #1 to Appendix H
Virginia Department of Medical Assistance Services
Individual and Family Developmental Disability Support (IFDDS) Waiver (#0321)

(expiration 6/30/08)

CMS Assessment Review

COMPREHENSIVE QUALITY MANAGEMENT PROGRAM STRATEGY
The Department of Medical Assistance Services (DMAS) has been engaged in the development of a comprehensive quality management program for the IFDDS Waiver.  DMAS has benefited from technical assistance from the CMS Regional Office, as well Thomson Medstat in developing the necessary strategies to achieve quality oversight related to the waiver assurances.  The components of the IFDDS Quality Management program will be:

•Monitoring the initial Level of Functioning evaluation by the local Child Development Clinic teams to assure completion within a reasonable time frame to assure that waiver applicants for whom there is reasonable indication that services may be needed in the future are provided an individual LOC evaluation.

•Monitoring the Level of Care re-evaluations to assure that 100% of enrolled participants are reevaluated at least annually or as specified in the approved waiver.

•Monitoring the processes and instruments described in the approved waiver as applied to LOC determinations.

•Monitoring LOC decisions and taking action to address inappropriate Level of Care determinations.

•Monitoring service plans to assure that plans address all participants' assessed needs (including health and safety risk factors) and personal goals, either by the provision of waiver services or through other means.

•Monitoring service plan development in accordance with policies and procedures and take action when inadequacies are identified in service plan development. 

•Monitoring service plan to ensure that updates/revisions occur at least annually or when the needs of the waiver participant change.

•Monitoring services to individuals to assure that they are delivered in accordance with the service plan including in the type, scope, amount, duration, and frequency as outlined in the service plan.

•Monitoring services to individuals to assure that waiver participants are offered choice between institutional and community-based care.

•Monitoring services to assure that participants are afforded choice between and among waiver services and choice of providers.

•Monitoring verification of provider licensure and/or certification and adherence to other standards prior to the delivery of waiver services.

•Monitoring providers on a periodic basis to assure continued compliance with provider licensure and/or certification and adherence to other standards as outlined by the state.

•Monitoring non-licensed/non-certified providers to assure qualifications are met as outlined in the approved waiver.

•Monitoring providers to assure that training is completed in accordance with state requirements and the approved waiver.

•Monitoring health and welfare of waiver participants and remediation actions are initiated when appropriate.

•Monitoring findings of investigations by the Department of Social Services to assure that instances of abuse, neglect, and exploitation are identified, addressed, and prevented.

•Monitoring the retention of ultimate authority and responsibility by the Medicaid agency for the operation of the waiver by exercising oversight of the performance of waiver functions through implementation of the Quality Management program and contract entity oversight.

•Monitoring claims for FFP to assure that waiver services are rendered to waiver participants, that services are authorized in the service plan, and that services are properly billed to assure financial accountability by the state.

These eighteen elements of the IFDDS Quality Management Program are in various stages of development and implementation.  The following action plans outline the steps that will be or are being taken to implement quality oversight, including target dates and status updates.

1. Level of Care

A. Initial Level of Care Evaluations

All LOF evaluations shall be completed within a realistic time frame (defined by VA as no greater than 45 days) from the point as to which there is a reasonable indication that services may be needed in the future.  LOF determinations are conducted by Screening Teams at the local child development clinics.  DMAS will monitor data from these locally administered entities on the length of time between application for screening and notification of determination for each applicant.

Data will be collected from information on the screening packet and reported to DMAS for entry into the IFDDS Waiver Database.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.  LOF determinations that are not conducted within a reasonable time frame will be remediated through the use of training and education for Screening Teams, process re-evaluation and improvement, data systems upgrades, or contract revisions.  Data will be collected on the type of remediation required, including outcomes and follow-up.

Action Plan to Improve Process




Projected Completion
Reporting systems designed





COMPLETED

Database elements configured




COMPLETED

System and reporting tests conducted



COMPLETED

Baseline data collected; outcome measure established

COMPLETED

Final process in place






December 2007

A new database has been developed for the IFDDS Waiver, including elements to track the completion of initial LOF determinations.
B.  LOC Annual Re-evaluations

Annual LOF surveys are completed by IFDDS Waiver staff at DMAS.  An additional FTE will be added to the DD unit by October of 2007 assisting in this and all other DD waiver processes.  DMAS will monitor this assurance by collecting data on the total number of surveys due each year, the number of surveys completed and corresponding percentages, and reasons for incomplete surveys, if any.  Data will be collected and monitored on determinations made and ineligibility decisions.

Data on the level of functioning surveys completed each year is available in the current database system.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.  If level of functioning surveys are not current, remediation may take the form of training for staff, process re-evaluation and improvement, data systems upgrades, or personnel improvement plans.  Data will be collected on the type of remediation employed, including outcomes and follow-up.

DMAS also intends to implement a monitoring component to review the LOF annual re-evaluations conducted by the IFDDS Waiver staff.  This activity will be completed on a quarterly basis by a LTC supervisor in the division on a sample of the surveys completed for the quarter.

Action Plan to Improve Process




Projected Completion
Plan for LOF completion established by region/quarters

COMPLETED

Process and sampling method determined



COMPLETED

Reporting systems designed





COMPLETED

System and reporting tests conducted



COMPLETED

Baseline data collected; outcome measure established

COMPLETED

Final process in place






December 2007

The process and sampling method for monitoring LOC annual reviews has been completed and staff is meeting the target 100% LOC completion.  Data is being migrated to the new database system.
C.  LOC Process and Instruments

DMAS will monitor this assurance by denoting the LOF instrument and processes as a baseline for the collection of data on the completeness of initial and re-evaluation LOF surveys, the type of information missing, the amount of time to retrieve appropriate documentation, and the source for resubmitted information.

These data elements are not collected in current database systems.  The elements have been designed and configured for the IFDDS Waiver Database.  Testing and training of staff need to be completed.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.  If processes and instruments are not being used to complete initial and annual level of care evaluations, remediation may take the form of training for staff, process re-evaluation and improvement, data systems upgrades, or contract revisions.  Data will be collected on the type of remediation employed, including outcomes and follow-up.

Action Plan to Improve Process




Projected Completion
Data elements finalized and designed



COMPLETED

Process revisions completed





COMPLETED

System and reporting tests conducted



COMPLETED

Training developed and implemented



COMPLETED

Baseline data collected; outcome measure established

COMPLETED

Final process in place






January 2008

Action plan implementation for this assurance is on target.  The new database has been designed and testing has begun.
D. Action to address inappropriate determinations

This assurance element is concerned with the monitoring of inappropriate LOF determinations and the actions to address them.  DMAS has not yet implemented this element and will need to design a process that periodically reviews samples of CDC Screening Team determinations and annual LOF re-evaluations conducted by IFDDS Waiver staff.  Work has already taken place to develop the process for meeting this assurance, including the determination of a sampling methodology through the use of an internet sampling tool.

Action Plan to Improve Process




Projected Completion
Process for CDC Team periodic review determined


COMPLETED

Process for annual LOF periodic review determined


COMPLETED

Data collection elements determined




COMPLETED

System and reporting tests conducted



COMPLETED

Staff training completed





COMPLETED


Baseline data collected; outcome measure established

December 2007

Final process in place






June 2008

The processes for monitoring and collecting data for this assurance have been determined.  Action plan implementation is on target.
2.  Service Plan

A. Service plan development and action for inadequacies

This assurance reviews the process of the development of the POC to address all participant needs, including an assessment of risk and how to address POC development inadequacies as they are identified.  The primary mechanism for POC monitoring is via the Quality Management Review conducted by staff at DMAS.

Data collection on this element has not been centrally captured or analyzed.  In order to meet this assurance, DMAS will collect data on the number of POCs reviewed quarterly, the number and percentage that correctly address needs and assess risk, and the number and percentage that do not.  Data will also be collected on the remediation steps taken to address inadequacies, if any.  Remediation may take the form of technical assistance to individual providers, statewide training as a result of identified trends, corrective action plans or retraction of funds.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

Action Plan to Improve Process




Projected Completion
Sampling methodology determined




COMPLETED

QM review tool changes finalized




COMPLETED

Training of QM staff on new data elements



COMPLETED

Centralized database completed




COMPLETED

Remediation data collection





COMPLETED

Remediation follow-up begins





Mar 2008

Baseline data collected; outcome measure established 

May 2008

Final process in place






June 2008

The QM review tool has been revised.  DMAS will use a sample size calculator furnished by http://www.surveysystem.com/sscalc.htm to determine the number of service plans to be reviewed quarterly.
B. Service plans policies and procedures and identification of inadequacies

Plans of care are to be developed for individuals in accordance with policies and procedures outlined in the IFDDS Waiver regulations and provider manual.  The current QMR process does not capture issues identified with plan of care development, nor any remediation that may occur as a result.  IFDDS Waiver staffs who review initial and annual plans of care will begin collecting data on the number of plans reviewed, the number and percentage that develop plans of care in accordance with policy and procedure, and the number and percentage that do not.  Data will also be collected on the remediation steps taken to address inadequacies, if any.  Included in this process will be data collection regarding the follow-up technical assistance given to providers through telephone calls for plan of care submissions.

Additionally, through the QMR process, DMAS will collect data on the number of POCs reviewed quarterly (both by IFDDS Waiver analysts and QMR staff), the number and percentage that develop plans of care in accordance with policy and procedure, and the number and percentage that do not.  Data will also be collected on the remediation steps taken to address inadequacies, if any.  Remediation may take the form of technical assistance to individual providers, statewide training as a result of identified trends, corrective action plans, or retraction of funds.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

Action Plan to Improve Process




Projected Completion
Process for data collection by IFDDS analysts determined

COMPLETED

Centralized database modified




COMPLETED

Baseline data collected; outcome measure established 

COMPLETED

Final process in place






COMPLETED

QM review tool changes finalized




COMPLETED

Sampling methodology determined




COMPLETED

Centralized database completed




COMPLETED

Training of QM staff on new data elements



COMPLETED

Remediation data collection





COMPLETED

Remediation follow-up begins





December 2007

Baseline data collected; outcome measure established 

January 2008

Final process in place






March 2008

C.  Service plans updated and revised

First, DMAS proposes a process to track the review of annual plans of care submitted to DMAS by the case managers.  Currently all plans of care are reviewed by the IFDDS Waiver staff. Annual renewal of all plans of care is required. The database collects information and reports on a daily basis any delinquent plans of care for immediate intervention with the case manager. The data base will also report the number of plans reviewed. The assessment of the plans developed are performed by the QMR staff. There needs to be further expansion to include plan inadequacy.
Action Plan to Improve Process




Projected Completion
Review tool developed for IFDDS staff



COMPLETED

Database developed






COMPLETED

Staff training completed





COMPLETED

Baseline data collected; outcome measure established

COMPLETED

Process finalized; outcome measure established


December 2007

For the completion of QM reviews, DMAS proposes the use of an internet sample size calculator (www.surveysystem.com/sscalc.htm) to determine the target number of recipient records to be reviewed by QMR analysts.  This may be further increased by LTC managers based upon business needs.  The QM review tool is also being revised to collect data on the number of POCs reviewed quarterly, the number and percentage that correctly update and revise plans of care, and the number and percentage that do not.  Data will also be collected on the remediation steps taken to address inadequacies, if any.  Remediation may take the form of technical assistance to individual providers, statewide training as a result of identified trends, corrective action plans, or retraction of funds.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

Action Plan to Improve Process




Projected Completion
QM review tool changes finalized




COMPLETED

Sampling methodology determined




COMPLETED

Centralized database completed




COMPLETED

Training of QM staff on new data elements



COMPLETED

Remediation data collection





COMPLETED

Remediation follow-up begins





December 2007

Baseline data collected; outcome measure established

February 2008

Final process in place






March 2008

The QM review tool has been revised.  DMAS will use a sample size calculator furnished by http://www.surveysystem.com/sscalc.htm to determine the number of service plans to be reviewed quarterly.  Action plan implementation is on target.
D.  Waiver services delivery

DMAS proposes the use of an internet sample size calculator (www.surveysystem.com/sscalc.htm) to determine the target number of recipient records to be reviewed by QMR analysts.  This number may be increased by LTC managers as business needs dictate.  The QMR tool is being revised to collect data on all five elements of this assurance.  The QMR tool will collect information on the number of POCs reviewed quarterly, the number and percentage that correctly reflect type, scope, amount, duration, and frequency of services, and the number and percentage that do not.  Data will also be collected on the remediation steps taken to address inadequacies, if any.  Remediation may take the form of technical assistance to individual providers, statewide training as a result of identified trends, corrective action plans, or retraction of funds.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

Action Plan to Improve Process




Projected Completion
Sampling methodology determined




COMPLETED

QMR tool changes finalized





COMPLETED

Centralized database completed




COMPLTED

Training of QM staff on new data elements



COMPLETED

Remediation data collection





COMPLETED

Remediation follow-up begins





December 2007

Baseline data collected; outcome measure established

March 2008

Final process in place






June 2008

The QM review tool has been revised.  DMAS will use a sample size calculator furnished by http://www.surveysystem.com/sscalc.htm to determine the number of service plans to be reviewed quarterly.  Action plan implementation is on target.
E.  Choice

In addition to implementing the use of a sample size calculator to conduct a sufficient number of records reviews, the QMR review tool will be revised to capture choice of institutional or community-based services.  The “choice forms” used by Case Managers to document the three types of choice by waiver participants will also be revised to clearly indicate that the recipient has selected to enroll in the IFDDS Waiver.

In order to meet this assurance, DMAS will collect data on the number of participant cases reviewed quarterly, the number and percentage where all three prongs of choice were offered, and the number and percentage that were not.  Data will also be collected on the reasons why any one of the three elements of choice were not offered and the remediation steps taken to address inadequacies.  Remediation may take the form of technical assistance to individual providers, statewide training as a result of identified trends, corrective action plans, or retraction of funds.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QMR team comprised of operational and policy staff.

Action Plan to Improve Process




Projected Completion
DMAS forms changed to cover 3 choice elements


COMPLETED

QM review tool changes finalized




COMPLETED

Centralized database completed




COMPLETED

Training of QM staff on new data elements



COMPLETED

Explore customer satisfaction survey




COMPLETED

Remediation data collection





COMPLETED

Remediation follow-up begins





December 2007

Baseline data collected; outcome measure established

March 2008

Final process in place






June 2008

DMAS forms have been modified and the QM review tool has been revised.  DMAS will use a sample size calculator furnished by http://www.surveysystem.com/sscalc.htm to determine the number of service plans to be reviewed quarterly.  Action plan implementation is on target.
3.  Qualified Providers

A.  Verification of provider qualifications prior to service delivery

The initial verification of provider qualifications is the intent of this assurance element.  Monitoring of this assurance by DMAS has traditionally been completed through the Quality Management review process.  This is a retrospective look and DMAS intends to begin monitoring this assurance prospectively by collecting data through provider enrollment for agency-directed providers and the new fiscal agent for consumer-directed providers.  Centralized data collection and analysis will also be included in the verification of provider qualifications.

In order to meet this assurance, DMAS will collect data on the number of providers requesting enrollment and the number and percentage that meet qualifications.  DMAS will keep data on the number of providers who requested enrollment, but did not meet qualifications, the action taken to assist the provider, and if the provider was eventually enrolled.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

The same process will be put in place for the periodic verification of provider qualifications, tied to an end-date for the provider’s Medicaid enrollment number assigned by DMAS.
Action Plan to Improve Process




Projected Completion
Determination of data elements




COMPLETED

Reporting mechanisms established




COMPLETED

Database developed






COMPLETED 

Staff training conducted





COMPLETED

Data collection testing completed




COMPLETED

Baseline data collected; outcome measure established

COMPLETED

Final process in place






December 2007

The Division of Long Term Care will collaborate with the DMAS Provider Enrollment Unit to conduct a review of provider qualifications upon request of a new provider for a DMAS participation agreement.  Action plan implementation is on target for this assurance.
B. Periodic verification of provider qualifications

DMAS is developing a database to track the verification of provider qualifications.  It will provide routine review and is tied to an end-date for the providers’ Medicaid enrollment number assigned by DMAS.
Action Plan to Improve Process




Projected Completion
Determination of data elements




COMPLETED

Reporting mechanisms established




COMPLETED 

Database developed






COMPLETED

Staff training conducted





COMPLETED

Data collection testing completed




COMPLETED

Baseline data collected; outcome measure established

COMPLETED

Final process in place






December 2007

C.  Qualifications of non-licensed/non-certified providers

DMAS will use the process outlined above for the verification of qualifications for providers that are not licensed or certified.  In order to meet this assurance, DMAS will collect data on the number of providers requesting enrollment and the number and percentage that meet qualifications.  DMAS will keep data on the number of providers who requested enrollment, but did not meet qualifications, the action taken to assist the provider, and if the provider was eventually enrolled.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.  The same process will be put in place for the periodic verification of provider qualifications, tied to an end-date for the provider’s Medicaid enrollment number assigned by DMAS.
DMAS issued a Request for Proposal (RFP) to identify a contractor to act as the fiscal agent.  The new contractor for consumer-directed fiscal management services, Public Partnerships Limited (PPL), will be responsible for verification of provider requirements for self-directed care.  PPL will furnish data to DMAS on the number and percentage of providers that meet qualifications and the number and percentage that do not.  PPL will include the reasons why providers’ qualifications are not met.  DMAS will maintain information on the remediation steps taken to address lack of qualification, which may take the form of technical assistance to individual providers, removal of a care aide from services, retraction of funds, or revocation of a provider agreement.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

Action Plan to Improve Process




Projected Completion
Determination of data elements




COMPLETED

Reporting mechanisms established




COMPLETED

Baseline data collected; outcome measure established

COMPLETED

Final process in place






December 2007

DMAS will address instances in which providers do not meet qualifications.  As mentioned above, remediation could take various forms.  DMAS plans to institute a method of corrective action plans for providers specifically geared toward provider qualifications.  This new process will also include follow-up on corrective action plans and an assessment of the effectiveness of this type of remediation.  DMAS will collect data on the number of action plans implemented, the number and percentage that rectified provider qualifications as a result of the corrective plan, and the number and percentage that did not.  

Action Plan to Improve Process




Projected Completion
Corrective action plan process determined



COMPLETED

Internal policies & procedures developed



COMPLETED

Reporting mechanisms established




COMPLETED

Database elements completed




December 2007

Staff training implemented





January 2008

Data collection testing completed




March 2008

Baseline data collected; outcome measure established

May 2008

Final process in place






June 2008

Action plan implementation for this assurance is on target.
D.  Verification of provider training

The state agency must monitor that providers receive training in accordance with requirements under the approved waiver.  The QM review process has traditionally looked at this assurance element, but centralized data collection is not currently in place.  Tied to the new initial and periodic review of provider qualifications through provider enrollment, training of personnel will also be verified.

In order to meet this assurance, DMAS will collect data on the number of personnel reviewed, the number and percentage that received the required training, and the number and percentage that did not.  Data will also be collected on the remediation steps taken to address the lack of training, if any.  Remediation may take the form of request for appropriate or correct documentation, technical assistance to individual providers, removal of a care aide from services, retraction of funds, or revocation of a provider agreement.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

Action Plan to Improve Process




Projected Completion
Training verification process determined



COMPLETED

QM review tool modifications complete



COMPLETED

Database elements completed




COMPLETED

Staff training implemented





COMPLETED

Data collection testing completed




COMPLETED

Baseline data collected; outcome measure established

November 2007

Final process in place






December 2007

The QM review tool has been revised.  DMAS will use a sample size calculator furnished by http://www.surveysystem.com/sscalc.htm to determine the number of personnel records to be reviewed quarterly.  Action plan implementation is on target for this assurance element.
4.  Health and Welfare

A. Continuous monitoring of H&W

The state agency must assure that there is continuous monitoring of the health, safety, and welfare of waiver participants and remediation is employed when appropriate.  In Virginia, the monitoring begins when the case manager and CD Services Facilitator monitor the provision of IFDDS Waiver services.  These providers are required to conduct home visits and monitoring a minimum of every 90 days.  Monitoring to assure that these visits are conducted and documented occurs in QM review.  Previously, a centralized collection of these data have not been maintained and will be developed as a part of this assurance’s action plan.

In order to meet this assurance, DMAS will collect data on the number of participant records reviewed, the number and percentage that show appropriate monitoring and documentation of agency personnel, and the number and percentage that do not.  Data will also be collected on the actions that were taken if appropriate monitoring of the recipient was not assured.  In instances where health, safety, and welfare were in question, but no action was taken by the agency employee, data will be collected on remediation steps taken to address the lack of action, if any.  Remediation may take the form of request for technical assistance to the providers, training as a result of trends identified, a revision to the participant’s service plan, retraction of funds, or revocation of a provider agreement.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

Action Plan to Improve Process




Projected Completion
QM Review tool changes finalized




COMPLETED

Database elements completed




COMPLETED

Staff training implemented





COMPLETED

Data collection testing completed




COMPLETED

Baseline data collected; outcome measure established

COMPLETED

Final process in place






December 2007

DMAS has developed an internal tracking system using a telephone database that is staffed by DMAS.  This database is an excellent source of information on complaints received, action taken, and resolution, and it also serves as a source of data on the amount and types of technical assistance that staff is providing via telephone.  This information is used to assess trends in provider and/or recipient concerns and to develop statewide training as a method of remediation.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

The QM review tool has been revised.  DMAS will use a sample size calculator furnished by http://www.surveysystem.com/sscalc.htm to determine the number of participant records to be reviewed quarterly.  Action plan implementation is on target for this assurance.
B. Ongoing identification/addressing instances of abuse, neglect, exploitation

The intent of this assurance is to identify and address, on an on-going basis, instances of abuse, neglect, and exploitation for waiver participants.  DMAS’ current approach to monitoring this assurance comes through QM reviews in checking that the plan of care and case management periodic monitoring of waiver participants addresses prevention of abuse, neglect, and exploitation and management of risk for the individual.  Data elements are not in place for the centralized collection of this information, but will be included in the action plan as a first level of monitoring.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

Action Plan to Improve Process




Projected Completion
QM Review tool changes finalized




COMPLETED

Database elements completed




COMPLETED

Staff training implemented





COMPLETED

Data collection testing completed




COMPLETED

Baseline data collected; outcome measure established

COMPLETED

Final process in place






December 2007

A second and critical tier to DMAS’ action plan for this assurance is the implementation of a “data bridge” between Virginia’s Adult Protective Services and DMAS. The interagency agreement between the two state departments has been modified to allow for the reporting of critical incidents involving waiver participants.  The two agencies have negotiated the actions needed for the VDSS database to be modified to provide more than aggregate information on Medicaid recipients and “drill down” to critical incidents by waiver.  

Action Plan to Improve Process




Projected Completion
Data elements determined between agencies


COMPLETED

System changes identified; resources needed


COMPLETED

Interagency agreement modified




COMPLETED

System modifications complete




COMPLETED

Reporting systems complete





COMPLETED

Staff training implemented





COMPLETED

Data collection testing completed




COMPLETED

First reports are tested





COMPLETED

 Final process in place






COMPLETED

5.  Administrative Authority

A. Operation and oversight of waiver

The purpose of this assurance is for the single state Medicaid agency to provide adequate oversight to other agencies or entities contracted to operate the waiver.  The IFDDS waiver is operated by DMAS in Virginia and includes monitoring of agencies involved in pre-admission screening, pre-authorization, provider enrollment, and fiscal agent services.  Current monitoring of these agencies occurs through a periodic assessment of contract outcomes and deliverables.  Centralized data collection of this monitoring is relatively new and will be expanded to include amount and types of remediation, as well as remediation effects and results.

A second prong to providing assurance of administrative authority will come with the newly convened internal QM review team at DMAS.  This group comprised of operations and policy staff will meet on a monthly basis to review all assurance monitoring and data collected for the IFDDS waiver (and eventually all waivers).  The primary charge will be to assess how the entire QM system for the waiver is performing and to identify opportunities for process improvement.

Action Plan to Improve Process




Projected Completion
QM Review Team convened






COMPLETED

Purpose statement and processes completed



COMPLETED

Reporting and sampling methods determined



COMPLETED

Periodic review of IFDDS data commences




COMPLETED

First internal report for IFDDS issued by the QM Review Team

January 2008

The QM Review Team members will begin reviewing IFDDS Waiver data in fall 2007 and will issue an assessment report by January 2008.

6.  Financial Accountability

Monitoring that state payments for waiver services are rendered to waiver participants, are authorized in the service plan, and are properly billed by qualified providers is the intent of this assurance.  DMAS has several mechanisms in place to ensure services are authorized and providers are qualified to deliver services.  The QMR looks at the billing of providers: 1) are services outlined in the POC? 2) are services authorized? 3) are services properly billed?

In order to meet this assurance, DMAS will collect data on the number of participant records reviewed, the number and percentage that show services approved in the plan of care, services authorized, and services billed, as well as the number and percentage that do not.  Data will also be collected on the actions taken if services approval and authorization and billing are not correct.  Remediation may take the form of technical assistance to the providers, training as a result of trends identified, corrective action plans for providers, a revision to the participant’s service plan, retraction of funds, or revocation of a provider agreement.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

Action Plan to Improve Process




Projected Completion
QM Review tool changes finalized




COMPLETED

Database elements completed




COMPLETED

Staff training implemented





COMPLETED

Data collection testing completed




COMPLETED 

Baseline data collected; outcome measure established

COMPLETED

Final process in place






December 2007
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CMS Assessment Review

COMPREHENSIVE QUALITY MANAGEMENT PROGRAM STRATEGY
The Department of Medical Assistance Services (DMAS), in partnership with the Department of Mental Health, Mental Retardation and Substance Abuse Services (DMHMRSAS), is developing a quality management program for the Medicaid Mental Retardation (MR) Waiver with technical assistance from Thomson Healthcare and the Centers for Medicare and Medicaid Services (CMS) Regional Office.

All Home and Community-Based Waivers administered by the DMAS Division of Long-Term Care (LTC) are monitored through a comprehensive Quality Management Review (QMR) process.   The staff of the Division of LTC includes social workers, registered nurses and administrators that perform annual quality management reviews of the MR Waiver providers and individuals receiving Waiver services.  This is a standard process across all waivers to ensure quality services and identify areas for enhancements.  The DMAS objectives are to:

1) review the appropriateness and quality of services provided to individuals within   Medicaid Waivers;

2) monitor and investigate the  provision of services by providers in accordance with state and federal regulations and Medicaid’s Waiver regulations and policies;

3) offer assistance to the provider in the form of education and training in the implementation and interpretation of Medicaid policies and regulations and in the health, safety and welfare of individuals supported by the MR waiver; and,
4) determine overpayments by DMAS to the provider for inappropriate services or for services not rendered.

The number of randomly obtained individual records reviewed per year is determined by the sample size calculator (www.surveysystem.com/sscalc.htm).  This number may be increased by LTC managers as business needs dictate. There is no bias in the sample, and a true representation is achieved during the QMR process.  

The DMAS Quality Management Review process has recently been revised to better reflect CMS’s quality assurances.  For purposes of this report (covering the 7/1/07 – 9/30/07 quarter), DMAS QMR reviewed the records of 61 individuals at 13 provider agencies.  The information provided for this evidence report describes the start of a modified process to ensure quality services to individuals receiving Medicaid waiver services.  (Attachment A provides a current Organizational Chart for the DMAS Division of Long-Term Care.)
In collaboration with DMAS, the DMHMRSAS Office of Mental Retardation (OMR), which is staffed by Qualified Mental Retardation Professionals (QMRP), assists with the quality management process.  DMHMRSAS Training and Technical Assistance section provides group and single agency training to MR Waiver providers on regulatory and policy matters and best practices.  Technical assistance is provided upon request and in response to issues identified by DMAS QMR or DMHMRSAS Licensing staff.
The DMHMRSAS Licensing staff reviews all licensed providers annually using a 10% sample.  The sample size is increased to 50% for small providers and 100% if systemic problems are noted.   The DMHMRSAS Office of Human Rights receives and investigates complaints of human rights abuses (abuse, neglect and exploitation) of those served by DMHMRSAS-licensed agencies. (Attachment B provides an Organizational Chart of the DMHMRSAS Offices referenced above.)

The Virginia Department of Social Services (VDSS) offices of Adult Protective Services and Child Protective Services receive and investigate complaints of abuse, neglect and exploitation for the elderly and adults with disabilities and children in the Commonwealth.  Discussions among these three state agencies have resulted in information sharing and collaboration in the areas of reporting and data sharing to respond to abuse, neglect, and exploitation of individuals supported by Home and Community-Based Waivers.  This progress will be described later in this report.

Another entity with a quality management role is the statewide network of Community Services Boards (CSBs), Virginia’s regional public mental health/mental retardation agencies. The CSBs serve as entry points and service providers for the MR Waiver via their assessment and case management systems.

All Medicaid waivers are developed based on the 18 CMS quality assurances.  The following illustrates the actions that have been taken, the data that have been collected to demonstrate compliance with the quality assurances, and the action plans towards more fully implementing quality oversight, including target dates.
Analysis of quality assurances are completed quarterly by DMAS’ LTC Division and the DMHMRSAS agency.  This review includes determining the type of remedial activity needed (such as training, process re-evaluation and improvement, data systems upgrades or contract revisions), desired outcomes and follow-up.

The following report addresses each of the 18 CMS assurances in order, with data and discussion following each assurance.  A brief summary is provided at the end of the report to address major findings and actions for the upcoming year. 
I. Level of Care (LOC) Determination – The state demonstrates that it implements the processes and instrument(s) specified in its approved waiver for evaluating/re-evaluating an applicant’s/waiver participant’s level of care consistent with care provided in the alternative institutional placement.

Sub-assurance #1 – An evaluation for LOC is provided to all applicants for whom there is reasonable indication that services may be needed in the future.

a. All Level of Functioning Surveys (LOFS) will be completed within 45 days from the “date of request,” defined as the date that the individual or his/her representative first requested services.  LOFS are conducted by case managers at the local CSBs.  OMR and DMAS monitor data from the local CSBs regarding the length of time between application for screening and the completion of the LOF.
The “date of request” by an individual for waiver services is recorded by the case manager on the “DS and MR Waiver Enrollment Form” and reported to OMR for entry into a automated database.  This date is then compared to the date the LOFS are completed for the individual.  

This data element began to be collected as of 7/1/07.  The results of one quarter’s worth of data collection (7/1/07 – 9/30/07) are that of the 132 individuals requesting services before or during this quarter whose LOFS was completed during this quarter, 108 (or 82%) had their LOFS completed within 45 days.
b.  OMR also collects information from CSB case managers regarding the reasons individuals are removed from the statewide waiting list.  This data element began to be collected in a consistent way as of 7/1/07.  The total number of individuals removed from the Waiting List in this quarter was 61.  The results of one quarter’s worth of data collection (7/1/07 – 9/30/07) are as follows: 

	Reasons for Waiting List Removal
	Percentage of the Total # of 

Individuals Removed

from the Waiting  List

	No longer eligible
	28%

	Moved to Nursing Facility/ICF/MR/out of state 
	23%

	Did not complete the process
	16%

	Refused services 
	11%

	Deceased 
	10%

	No longer meets diagnostic criteria 
	7%

	No longer meets LOFS criteria 
	5%


c.  As of 7/1/07, OMR also began collecting information from the CSBs on a quarterly basis regarding the number of individuals who requested MR Waiver services, and were not placed on the statewide waiting list.  The results of one quarter’s worth of data collection (7/1/07 – 9/30/07) are as follows:  

	Total Number of Individuals Requesting MRW But Not Placed on the Waiting List
	Reason


	Percentage of the Total Number of Individuals Requesting MR Waiver but Not Placed on the Waiting List

	330
	Failure to meet LOFS criteria
	67%

	
	Service refusal
	11%

	
	Failure to meet diagnostic criteria 
	10%

	
	Other*
	7%

	
	Failure to complete the enrollment process
	5%


* Includes several low frequency reasons such as financial ineligibility and ineligibility due to citizenship status.

The total number of individuals on the statewide waiting list at the end of this quarter was 3,779.  Based on the data above individuals are screened for and removed from the waiting list appropriately.

Discussion: DMAS and DMHMRSAS are examining issues related to the timeframes for the completion of LOFS.  A barrier to meeting the current 45 day timeframe is the additional time needed to complete required psychological evaluations.  The agencies will also examine the appropriate period of time from request for screening to completion to determine if the number of days should be extended.  It is agreed that the timeliness with which individuals are screened for the MR Waiver can be improved and an electronic communication to all CSBs will be issued no later than December 1, 2007 to clarify the 45 day requirement from request to screening.  This information will be added to the 2008 standard training curriculum for case managers and highlighted in technical assistance activities.

The QMR sample drawn for the first quarter (7/1/07 – 9/30/07) included provider records related to consumer-directed services and service facilitators.  Retaining a copy of the LOFS is a requirement in the case management record; however, there is no requirement that a copy of the LOFS be maintained in the provider record. DMAS QMR did find that, even though the LOFS were not required to be maintained in the provider record, 95% of the records reviewed did contain the completed LOF.  Review of the records indicated that LOFS are being completed correctly.  DMAS is evaluating the feasibility of including into the QMR process an annual review of every CSB. 

Sub-assurance #2 – The level of care (LOC) of enrolled participants is re-evaluated at least annually or as specified in the approved waiver. 

a.  CSB case managers are required to complete the LOFS annually, report to OMR the date of completion and indicate whether continued level of care eligibility was met.  DMAS and OMR will monitor this assurance by collecting data on the timeliness of re-evaluation LOFS.  

This data element began to be collected as of 7/1/07.  The results of one quarter’s worth of data collection (7/1/07 – 9/30/07) are that OMR received confirmation via fax that 92% of the individuals on the MR Waiver had their LOFS re-evaluated within one year of their last LOF and criteria were met.  OMR did not receive confirmation from the CSBs for the other 8%.

b.  A related data element is the number of individuals who left the MR Waiver due to a change in eligibility status or other reasons.  When individuals are terminated from the Waiver, the reason is documented and relayed to OMR. This data element began to be consistently collected as of 7/1/07.  The results of one quarter’s worth of data collection (7/1/07 – 9/30/07) are as follows:

	Total Number of Individuals Who Separated from the MR Waiver
	Reason


	Percentage of Individuals Separating from the MR Waiver for this Reason

	45
	Deceased 
	38%

	
	Moved to Nursing Facility/ICF/MR/out of state
	33%

	
	Refused services 
	25%

	
	No longer meets diagnostic criteria 
	2%

	
	No longer meets LOFS criteria 
	2%


Discussion:  As of 9/28/07, there were 7,231 individuals enrolled in the MR Waiver.  In 612 records (8%), LOFS were not verified as being current.  This data element does not confirm that the LOFS were not completed, rather, that they were not reported to OMR as being completed.  As the process of CSBs reporting LOFS re-evaluations to OMR is still fairly new and cumbersome (involving faxing multiple pages per individual), OMR is experiencing difficulty getting this information on a consistent basis.  In order to remedy this situation, a communication will be issued to all CSBs by December 1, 2007, alerting them to a time frame of 30 days from the date of the annual Consumer Service Plan (CSP) renewal date to provide this information to OMR.  In addition, OMR staff will directly contact CSBs with outstanding LOFS renewals to urge them to fulfill this requirement immediately.
Only 4% of the individuals separating from the MR Waiver do so because they no longer meet the diagnostic or functional criteria.  Most (71%) separate due to a move to another state or change in their setting/service structure due to their changing needs or death.  

Sub-assurance #3 – The process and instruments described in the approved waiver are applied to determine the level of care. 

There are two parts to this assurance element – 1) the process and instruments for initial LOFS; and 2) the process and instruments for annual  LOFS.  Both initial and annual LOFS are completed by CSB staff.  

Currently, OMR monitors the initial completion of the LOFS through a requirement that, prior to enrollment in the waiver or inclusion on the waiting list, the information from the LOFS is submitted to OMR.  OMR monitors the annual completion of the LOFS via fax receipt of an annual “Plan of Care (POC) Summary” form which includes the date of LOFS completion and the number of categories met.  

In addition, DMHMRSAS staff will annually review case management records to ensure the annual LOFS is in the file, appropriately completed and the level of care determined.  The form that will be used has been drafted and is currently being piloted by five CSBs across the state. 

The size of the CSBs’ samples will be determined through the use of the Raosoft sample calculator, per recommendation from Thomson Healthcare.  

Action Plan to Improve Process 



Projected Completion

Field testing of supervisory review form completed

December 2007

Training conducted





March 2008

Data collection begins





Ongoing with POC Summary/

April 2008 for Supervisory Review Form
	Percentage of LOFS Completed Initially and Meeting Eligibility Criteria per the Enrollment Request Form
	Percentage of LOFS Reported Completed Annually and Meeting Continued Eligibility Criteria per the Plan of Care Summary Form
	Completion of Initial and Annual LOFS Determinations Via Supervisory Review
	Accuracy of LOFS Determinations Via Supervisory Review

	100%
	92%
	In pilot stage now
	In pilot stage now


Discussion: As discussed in #2 above, the process of CSBs reporting information about LOFS  annual re-evaluations to OMR is still new and cumbersome.  OMR will issue a written communication to all CSBs no later than December 1, 2007, stating that they have a 30 day shorter time frame from the date of the annual Consumer Service Plan (CSP) renewal date to submit this information to OMR.  In addition, OMR staff will directly contact CSBs with outstanding LOFS renewals to urge them to fulfill this requirement immediately.
The QMR sample drawn for the first quarter (7/1/07 – 9/30/07) included provider records.  No case management records were in the first quarter sample.   DMAS QMR did find that, even though the LOFS was not required to be maintained in the provider record, 95% of the records reviewed did contain the completed LOF.   DMAS is evaluating the feasibility of building into the QMR process an annual review of every CSB to specifically review a sample of case management records. 

Sub-assurance #4 – The state monitors level of care decisions and takes action to address inappropriate level of care determinations.

DMAS and OMR have not yet fully implemented this element and are moving forward with a process that relies on CSB staff to periodically review samples of initial and annual LOFS determinations made by CSB case managers.  They will take action when inappropriate LOFS determinations are made and report these actions to OMR.  The form that will be used has been drafted and is currently being piloted by five CSBs across the state.  

The size of the CSBs’ samples will be determined through the use of the Raosoft sample calculator, per recommendation from Thomson Healthcare.
Action Plan to Improve Process




Projected Completion

Field testing of review form completed



December 2007

Training conducted






March 2008

Data collection begins
April 2008 

The following table provides an overview of the activities related to the use of the Supervisory Review Form for validation of the initial monitoring conducted during the case management process.  

	Number of Supervisory Reviews that Reveal Inappropriate Determination of Level of Care
	Remediation action taken
	Percentage Taking Remediation Response

	In pilot stage now


	Repeat LOFS Survey by supervisor
	In pilot stage now 
 

	
	Validate supporting/source information; seek additional documentation/information
	

	
	Provide training/technical assistance to case manager
	

	
	Terminate eligibility; facilitate alternative services
	


II.  Service Plan – The State demonstrates it has designed and implemented an effective system for reviewing the adequacy of service plans for waiver participants.

Sub-assurance #5 – Service plans address all participants’ assessed needs (including health and safety risk factors) and personal goals, either by the provision of waiver services or through other means. 

a.  In order to meet this assurance, DMAS QMR collects data on the number of Consumer Service Plans (CSPs) reviewed quarterly, the number and percentage that correctly address needs and assessed risk, and the number and percentage that do not.  Data is also being collected as of 7/1/07 on the remediation steps taken to address inadequacies, if any.  Remediation may take the form of 1) technical assistance to individual providers, 2) statewide training as a result of identified trends, 3) corrective action plans, and/or 4) retraction of funds.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  However, the gathering of data on this assurance has not occurred long enough for follow-up data to be recorded.    
	Number of CSPs Reviewed Quarterly
	61

	
	Number
	Percent

	CSPs that Correctly Address Needs and Assessed Risk 
	61
	100%

	Remediation Steps Taken
	None needed


b.  The DMHMRSAS Licensing staff collects data about DMHMRSAS-licensed providers’ violations of service plan development regulations, related to individuals’ identified needs and personal goals, as well as health and safety issues.  This data element began to be collected for individuals supported by the MR Waiver as a discrete group as of 7/1/07.  The results of one quarter’s worth of data collection (7/1/07 – 9/30/07) are as follows:

	Percentage of Licensed Providers with NO Service Plan Development Violations (i.e., Addressing Identified Needs and Goals, etc.)
	Percentage of Licensed Providers with NO Service Plan Health and Safety Risk Violations

	76%
	83%


Discussion – The DMAS and OMR collaboration to enhance the overall QMR process includes several strategies for sharing information that will improve the quality of services.  Every provider reviewed by DMAS QMR staff participates in an exit interview at the conclusion of the QMR visit.  Every provider also receives a written follow-up letter (also sent to OMR) identifying the areas needing to be addressed in response to the review.    Monthly DMAS/DMHMRSAS staff meetings will discuss follow-up, as appropriate.  

Action Plan to Improve Process




Projected Completion

Remediation follow-up begins





Mar 2008

Final process in place






July 2008
OL reviewed 100 of the 441 DMHRMSAS-licensed MR Waiver providers during this quarter.  Some providers received reviews of multiple services for a total of 148 inspections.  OL requires that corrective action plans be submitted for all violations (see #6 below).  It should be noted that 20 of the 77 “service plan matching assessed needs” violations and 8 of the 39 “service plan health and safety risk” violations were committed by a single provider for which OL is pursuing license revocation. 

Sub-assurance #6 – The state monitors service plan development in accordance with its policies and procedures and takes appropriate action when it identifies inadequacies in service plan development. 

a.  CSPs are to be developed for individuals in accordance with policies and procedures outlined in the Medicaid MR Waiver regulations and policies.  The QMR process will include a review of initial and annual CSPs and will incorporate data collection on the number of plans reviewed, the number and percentage that develop CSPs in accordance with policy and procedure, and the number and percentage that do not.  Data will also be collected on the remediation steps taken to address inadequacies, if any.  Remediation may take the form of technical assistance to individual providers, statewide training as a result of identified trends, corrective action plans, or retraction of funds.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  

	Number of Service Plans Reviewed by QMR
	61

	
	Number
	Percent

	Service Plans Developed in Accordance with Policy and Procedure 
	61
	100%

	Remediation Steps
	None needed


b.  The DMHMRSAS Licensing staff reviews documentation for all DMHMRSAS-licensed providers to ensure that they comply with licensing regulations.  When inadequacies in service plan development are identified, providers are required to develop a corrective action plan within 10 days of being notified of licensing violations.  This data element began to be collected for individuals supported by the MR Waiver as a discrete group as of 7/1/07.  The results of one quarter’s worth of data collection (7/1/07 – 9/30/07) reveal that 59% of initially submitted corrective action plans were approved. 

Discussion:  Every provider reviewed by DMAS QMR staff participates in an exit interview at the conclusion of the QMR visit.  Every provider also receives a written follow-up letter identifying the areas needing to be addressed in response to the review that is copied to the DMHMRSAS. Monthly DMAS/DMHMRSAS staff meetings discuss follow-up, as appropriate.  

Action Plan to Improve Process




Projected Completion

Remediation follow-up begins





March 2008

Final process in place






July 2008
OL reviewed 100 of the 441 DMHMRSAS-licensed MR Waiver providers during this quarter to ensure that they comply with regulations.  Some received reviews of multiple services for a total of 148 inspections.   Those corrective action plans that are found not to be acceptable upon initial submission must be rewritten and resubmitted until they are found acceptable, or the provider risks the assignment of a reduced license, such as a reduction in the period of licensure.  OL staff reviews the corrective action plans during the provider’s next inspection of these providers.
Sub-assurance #7 – Service plans are updated/revised at least annually or when warranted by changes in the waiver participant’s needs.

a.  DMAS’ QMR tool collects data on the number of Consumer Service Plans (CSPs) reviewed quarterly, as well as the number and percentage of correctly updated and revised service plans.  Data will also be collected on the remediation steps taken to address inadequacies, if any.  Remediation may take the form of technical assistance to individual providers, statewide training as a result of identified trends, corrective action plans, or retraction of funds.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  

	Number of CSPs Reviewed Quarterly
	61

	
	Number
	Percent

	Correctly Updated/Revised CSPs 
	57
	93%

	Remediation Steps


	Retraction of Funds

Technical Assistance

Copy Letter to DMHMRSAS 


b.  The DMHMRSAS Office of Licensing reviews documentation for all DMHMRSAS-licensed providers to ensure that they comply with licensing regulations.  When service plans are not updated/revised when individuals’ needs change or updated at least annually, providers are required to develop a corrective action plan, which must be approved by the Office of Licensing.  This data element began to be collected for individuals supported by the MR Waiver as a discrete group as of 7/1/07.  The results of one quarter’s worth of data collection (7/1/07 – 9/30/07) are as follows:

	Percentage of Providers Revising/Updating  Service Plans at Least Annually
	Percentage of Corrective Action Plans Approved

	96%
	100%


Discussion:  The DMAS QMR tool is key to gathering data for determining compliance and planning purposes.  The need to refine the tool will be discussed later in this report.  Data collected currently on CSPs need to be streamlined along with other elements on the data collection instrument.  DMAS is also working to refine the process of remedial follow-up as shown below.
Action Plan to Improve Process




Projected Completion

Remediation follow-up begins





March 2008

Final process in place






July 2008
OL reviewed 100 of the 441 DMHMRSAS-licensed MR Waiver providers during this quarter to ensure that they comply with regulations.  Some received reviews of multiple services for a total of 148 inspections.    We are pleased to report that only 4 of the 100 DMHMRSAS-licensed MR Waiver providers had violations regarding service plans being updated or revised when needed.  Each of these had only one violation and all corrective action plans were found to be acceptable. 

Sub-assurance #8 – Services are delivered in accordance with the service plan, including in the type, scope, amount, duration and frequency specified in the service plan. 

a.  The QMR tool collects information on the number of Consumer Service Plans (CSPs) reviewed quarterly and the number and percentage that correctly reflect type, scope, amount, duration, and frequency of services.  Data will also be collected on the remediation steps taken to address inadequacies, if any.  Remediation may take the form of technical assistance to individual providers, statewide training as a result of identified trends, corrective action plans, or retraction of funds.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  

	# of Consumer Service Plans Reviewed
	61

	
	Number
	Percent

	Delivery of Type of Services per CSP 
	23*
	36%

	Delivery of Scope of Services per CSP
	61
	100%

	Delivery of  Amount of Services per CSP
	61
	100%

	Delivery of Duration of Services per CSP
	61
	100%

	Delivery of Frequency of Services per CSP
	61
	100%

	Remediation Needed
	None Needed


*See discussion below regarding modification of the QMR tool

b.  The DMHMRSAS Office of Licensing reviews documentation for all DMHMRSAS-licensed providers to ensure that they comply with licensing regulations.  When services are not delivered in accordance with the service plan, providers are required to develop a corrective action plan, which must be approved by the Office of Licensing.  This data element began to be collected for individuals supported by the MR Waiver as a discrete group as of 7/1/07.  The results of one quarter’s worth of data collection (7/1/07 – 9/30/07) are as follows:

	Percentage of Providers  Delivering Services in Accordance with the Service Plans 
	Percentage of Corrective Action Plans Approved

	89%
	100%


DMAS and OMR intend to implement a more frequent method of monitoring plan of care service delivery through case management supervisory review of CSPs and ISPs developed and monitored by CSB case managers.  The Supervisory Review Form that will be used has been drafted, and is currently being piloted by several CSBs across the state.  

The size of the CSBs’ samples will be determined through the use of the Raosoft sample calculator, per recommendation from Thomson Healthcare.
Action Plan to Improve Process




Projected Completion
Field testing of Supervisory Review Form completed


December 2007

Training conducted






March 2008

Data collection begins






April 2008
Discussion: QMR has found that scope, amount, duration, and frequency of service delivery are all acceptable.  Review of the QMR data reveal that changes in the QMR tool to accomplish enhancements may have resulted in some data inconsistencies.  DMAS will further examine the data in future samples to determine if the “type” of service delivered warrants further review.  DMAS and OMR have identified different approaches to collecting this data and future meetings will include discussing findings that will enhance the overall QMR process to achieve more consistent and meaningful data.

Action Plan to Improve Process




Projected Completion

Remediation follow-up begins





Mar 2008

Final process in place






July 2008

Only 11 of the 100 DMHMRSAS-licensed MR Waiver providers reviewed by OL this quarter had violations in this area, for a total of 17 regulatory violations related to appropriate service delivery.  All corrective action plans were found to be acceptable.
Sub-assurance #9 – Participants are afforded choice between waiver services and institutional care and between/among waiver services and providers. 

a.  DMAS will ensure that choice is being offered to participants inclusive of choice of institutional or community-based services, types of MR Waiver services and providers of service.  Documentation of these choices are maintained in the case management record.

DMAS will collect data on the number of individual case management records reviewed quarterly, the number and percentage for which all three prongs of choice were offered, and the number and percentage that were not.  Data will also be collected on the reasons why any one of the three elements of choice were not offered and the remediation steps taken to address inadequacies.  Remediation may take the form of technical assistance to individual providers, statewide training as a result of identified trends, corrective action plans, or retraction of funds.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  

b.  OMR currently obtains a copy of the Recipient Choice form (DMAS form 459-C) with every request for waiting list placement or enrollment.  This form documents the individual’s choice.  Individuals may not be enrolled or placed on the waiting list until this form is completed and received by OMR.  

The following table provides an overview of process to incorporate the supervisory review into the monitoring process. 

In addition, DMAS and OMR intend to implement a more frequent method of monitoring choice of waiver providers through the case management supervisory/quality assurance review process.  The Supervisory Review Form that will be used has been drafted and is currently being piloted by five CSBs across the state. 

	OMR Verification of Choice of Institution vs. MR Waiver
	OMR Verification of Notification of Choice of Services
	Verification of Choice of Providers

	100%
	100%
	In pilot stage now


Action Plan to Improve Process




Projected Completion

Field testing of the Supervisory Review Form


December 2007

Training conducted






March 2008

Data collection begins






April 2008
Discussion: The documentation of choice is located in case management files and no case management records were reviewed this quarter.  OMR verified the completion of two of the three levels of choice at a level of 100% completion.  The addition of the case management supervisor and quality assurance staff reviews at each CSB will greatly improve the verification of choice of providers.

III. Qualified Providers – The State demonstrates that it has designed and implemented an adequate system for assuring that all waiver services are provided by qualified providers.
Sub-assurance #10 – Virginia verifies that providers meet required licensure or certification standards and adhere to other standards prior to their furnishing MR Waiver services. 

DMAS monitors this assurance through the Program Operations Division which provides verification that providers meet the required licensure and certification standards prior to enrollment as a Virginia Medicaid Provider.  Potential providers submit an application for enrollment, with all required documentation, to First Health Services Corporation (FHSC).  Provider applications are reviewed, approved or denied, and if approved, enrolled by FHSC, DMAS’ contractor for all Medicaid providers.  Monitoring this assurance through QMR occurs as a component of the quarterly sample of providers identified for quality review.  

In order to meet this assurance, DMAS QMR staff review data collected by the Division of Program Operations to obtain the number of licensed or certified providers requesting provider participation and the number and percentage that meet qualifications.  

	Number of Licensed/Certified Providers Requesting Provider Participation
	32
	

	
	Number
	Percent

	Licensed/Certified Providers Meeting Qualifications
	32
	100%

	Actions Taken to Assist Unsuccessful Providers
	N/A
	

	Final Provider Disposition
	N/A
	


Discussion: As described above, DMAS has developed a process using existing data, and in collaboration with the Division of Program Operations, to review data related to provider enrollment.    Thirty-two MR providers received a Medicaid provider number and no remediation efforts were necessary for this assurance.

Sub-assurance #11 – Virginia verifies that providers initially and continually meet required licensure and/or certification standards and adhere to other state standards prior to their furnishing waiver services. 

a.  The Division of Program Operations, through First Health Services Corporation (FHSC), ensures that initially all providers of LTC waiver services meet qualifications.  

Enrollment of qualified providers is for a three (3) year period.  At the time for reapplication, the approved provider submits an on-line request for reapplication along with the required documentation.  Upon DMAS or contract review, qualified providers are approved for an additional three years.  However, the data reflected on-line regarding the provider enrollment period retains the original application approval date and extends the period of provider enrollment to the new enrollment period.  Having reviewed the existing DMAS reports, additional discussions are needed to develop a process to report data on MR and other LTC waiver service providers requesting continuing provider enrollment and not achieving this through the current reapplication process.  

b.  The DMHMRSAS Office of Licensing reports the percentage of DMHMRSAS-licensed MR Waiver providers that were not issued “provisional” licenses (issued due to findings of serious health and safety violations), as well as the percentage of DMHMRSAS-licensed providers in compliance with required staff background checks.  This data element began to be collected for individuals supported by the MR Waiver as a discrete group as of 7/1/07.  The results of one quarter’s worth of data collection (7/1/07 – 9/30/07) are as follows:

	Percentage of Licensed Providers Not Issued a Provisional License
	91%

	Percentage of Licensed Providers in Compliance with Required Staff Background Checks
	95%


c.  The DMHMRSAS Office of Licensing reports the percentage of DMHMRSAS-licensed MR Waiver providers that had no violations that required corrective action plans (due to any type/severity of licensing regulations violations).  These figures are inclusive of the above providers operating under provisional licenses. This data element began to be collected for individuals supported by the MR Waiver as a discrete group as of 7/1/07.  The results of one quarter’s worth of data collection (7/1/07 – 9/30/07) revealed that 39% of DMHMRSAS-licensed providers had no violations that warranted corrective action plans.
Discussion: As discussed previously, DMAS’ Program Operations staff review provider qualifications as an essential component of the QMR review.  Providers submit an application for enroll through an on-line process.  During the review period (7/1/07 – 9/30/07) no applications were denied.  After every provider QMR review, a follow-up letter is sent, with a copy to the OMR, identifying areas requiring correction, which may include licensure/certification violations. 

According to DMHMRSAS Office of Licensing regulations, a provider may be issued no more than two consecutive 6-month provisional licenses without OL pursuing revocation of the license.  OL may take action to revoke a license without waiting the duration of the provisional license in extremely serious situations.  When a provider has been issued a provisional license, OL increases the number of monitoring inspections during the provisional licensing period with the goal of bi-monthly inspections.  There are currently 9 DMHMRSAS-licensed providers operating under provisional licenses.  Six have submitted acceptable corrective action plans and 3 have not yet been accepted.  OL is pursuing revocation of one provider’s license.  
Corrective action plans are required by OL for all manner of violations of licensing regulations, from serious health and safety issues to minor documentation issues.  OL staff ensures that accepted corrective action plans are being implemented during their next inspection of these providers.  Failure to implement corrective action plans may lead to a reduction in the “class” or length of the provider license.

DMHMRSAS OMR Training and Technical Assistance staff, Community Resource Consultants (CRCs), provide follow up with MR Waiver providers with serious or systemic issues uncovered by both OL and QMR and offer technical assistance to the providers in order to guide them in remedying the situation.  During the 7/1/07 – 9/30/07 quarter only one provider required follow-up.  The process of communicating problems in need of technical assistance from CRCs needs to be refined so that more follow-up can occur.
Action Plan to Improve Process

DMAS will continue to provide copies of all QMR review to DMHMRSAS for review and action. The OL will inform DMAS of providers with provisional licenses or undergoing negative action.   OL reports will be e-mailed quarterly to CRCs for follow-up.  CRCs will report back on their efforts to the DMAS/DMHMRSAS Quality Review Committee for review and action, as appropriate, by the committee to enhance the current quality review processes.  

DMAS QMR staff will collaborate with the Division of Provider Operations to track providers for which reapplication was unsuccessful with the goal of providing follow-up/remediation, as appropriate.  

Sub-assurance #12 – The State monitors non-licensed/non-certified providers to assure adherence to MR Waiver requirements. 

Non-licensed and non-certified providers are reviewed through the QMR process to assure that providers meet MR Waiver requirements.  The DMAS Division of Program Operations will further examine the existing provider application, enrollment and reapplication data, and processes for non-licensed and non-certified providers of LTC waiver services, including those serving individuals supported through the MR Waiver.     

Using the approach described in Sub-assurance #11, DMAS will begin to access provider enrollment/reapplication data and create reports to address non-licensed/non-certified providers’:   1) initial request for enrollment, 2) outcomes of the initial application process, 3) requests for continuing enrollment, 4) number and percentage meeting qualifications, 5) number unsuccessful in reapplication, and 6) corrective/remediation actions received.  

Discussion: DMAS’ provider enrollment process is comprehensive and incorporates the criteria for all Home and Community-based LTC waiver services, along with other DMAS programs.  The provider application and reapplication processes are in place.   

Action Plan to Improve Process




Projected Completion

DMAS initiates in-house data mining (provider enrollment)

December 2007

DMAS in-house data review/design reports



March 2008

DMAS Provider Enrollment Reports 




June 2008

Sub-assurance #13 – Identification and remediation of situations where providers do not meet requirements.

a.  This assurance is concerned with how DMHMRSAS and DMAS will address instances in which providers do not meet qualifications.  As previously discussed, the corrective action Plan process established by DMHMRSAS’ Office of Licensing (OL) will continue to be used to implement remediation for DMHMRSAS-licensed providers not meeting qualifications.  As mentioned in Sub-assurance #12, DMAS will expand the data collection/provider corrective action plan process to achieve maximum collaboration with OMR when actions are required for remediation or termination.  To document actions and to project training needs and future trends, DMAS will collect data on the number of action plans implemented, the number and percentage that rectified provider qualification issues as a result of the corrective plan, and the number and percentage that did not.  Findings will be shared with the OMR during monthly QMR meetings and joint initiatives (such as provider training, targeted monitoring, etc.) will be undertaken, as appropriate.  
	Number of DMAS Corrective Action Plans Implemented
	Process to be implemented per schedule below
	

	
	Number
	Percent

	DMAS Corrective Action Plans that Rectified Provider Qualifications
	N/A
	N/A


Action Plan to Improve Process




Projected Completion

DMAS staff training on corrective action plans implemented
December 2007

Data collection testing completed




March 2008

Final process in place





June 2008

Initiate review and begin DMAS reporting


July 2008

b.  While there were 9 DMHMRSAS-licensed MR Waiver providers issued provisional licenses (indicating serious health and safety violations), none had their license revoked during this quarter.

Discussion:  DMHMRSAS staff provide follow up with MR Waiver providers with serious or systemic issues uncovered by both OL and QMR and offer technical assistance to these providers in order to guide them in remedying the situation.  During the 7/1/07 – 9/30/07 quarter referenced throughout this report, CRC follow-up was provided in response to OL-identified issues for one provider.  The process of communicating problems in need of technical assistance from OMR staff will be refined to ensure timely follow-up.  DMAS and OMR will share updates during monthly work sessions as a means to track action plans and make adjustments, as appropriate.
Action Plan to Improve Process

OL reports will be e-mailed quarterly to DMHMRSAS staff for follow-up. As mentioned above, staff will report back on their efforts to the Quality Review Team as a key component of this multi-faceted process to enhance quality of services for individuals receiving MR waiver services. 
Sub -assurance #14 – The state implements its policies and procedures for verifying that provider training is conducted in accordance with state requirements and the approved waiver. 

a.  The QMR process at DMAS focuses on this assurance element.  Tied to the new initial and periodic review of provider qualifications through provider enrollment, DMAS is addressing verification of provider training of personnel.  

In order to meet this assurance, DMAS’ QMR process will include collection of data on the number of individual records reviewed, the number of records in which providers met criteria (including required training), and the number and percentage that did not meet criteria, including training.  The Division of LTC is moving toward designing and implementing an automated database, which will improve the data collection and analysis.  

During the report period (7/1/07 – 9/30/07), QMR data indicated that of the 13 providers reviewed, 61 individual records documented that providers met all criteria, including training.  DMAS staff did learn that the current review instrument will continue to need refinement to reduce the number of data elements and target those elements essential to the CMS assurances, including this assurance regarding provider training.  

Although no providers were identified as requiring remediation, remediation steps may include request for appropriate or correct documentation, technical assistance to individual providers, removal of a direct support professional from services, retraction of funds, or revocation of a provider agreement.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  

	Number of Individual Records Reviewed
	Number of Personnel that Received Required Training
	Percentage of Personnel that Received Required Training
	Remediation Actions
	Percentage Taking Remediation Response

	61

(Note: 57 records indicated compliance; 4 records reviewed were coded “incomplete” by QMR / change in report form)
	N/A
	N/A
	Request for appropriate/

correct documentation


	N/A

	
	
	
	Technical assistance to provider


	N/A

	
	
	
	Removal of a Direct Support Professional


	N/A

	
	
	
	Retraction of funds


	N/A

	
	
	
	Revocation of a provider agreement
	0


b.  DMHMRSAS OL ensures that providers’ staff has received training related to medication administration, behavioral intervention and the specialized needs of individuals they support.  The DMHMRSAS Office of Licensing reports the percentage of DMHMRSAS-licensed MR Waiver providers that had no violations regarding staff training.  All licensing regulation violations require corrective action plans. This data element began to be collected for individuals supported by the MR Waiver as a discrete group as of 7/1/07.  The results of one quarter’s worth of data collection (7/1/07 – 9/30/07) are as follows:

	Percentage of Providers Reviewed with No Staff Training Violations
	97%

	Percentage of Corrective Action Plans Accepted 
	100%


Discussion: DMAS has implemented a comprehensive QMR process across all waivers.  The data collection process is manual; however, the goal is an automated database.  The current automated QMR instrument is under review and refinement.  DMAS intends to streamline the instrument to report only essential information. DMAS is pleased with the initiation of this process and during the next year will refine the process as indicated below:

Action Plan to Improve Process




Projected Completion

Refine QMR instrument to streamline data collected


Feb 2008

Implement refined instrument – 3rd quarter



March 2008

Ongoing QMR and remediation follow-up begins


July 2008

Final process in place






September 2008

DMHMRSAS staff are charged with following up with MR Waiver providers with serious or systemic issues uncovered by both OL and QMR and offering technical assistance to the providers in order to guide them in remedying the situation.  During the 7/1/07 – 9/30/07 quarter referenced throughout this report, CRC follow-up was provided in response to OL-identified issues for one provider.  The process of communicating problems in need of technical assistance from OMR CRCs needs to be refined so that more follow-up can occur. 

Action Plan to Improve Process

OL reports will be e-mailed quarterly to CRCs for follow-up. CRCs will report back on their efforts to the Quality Review Team as a key component of this multi-faceted process to enhance quality of services for individuals receiving MR waiver services.
IV.  Health and Welfare – The State demonstrates, on an ongoing basis, that it identifies, addresses and seeks to prevent instances of abuse, neglect and exploitation.
Sub-assurance #15 – The state, on an ongoing basis identifies, addresses and seeks to prevent the occurrence of abuse, neglect and exploitation. 

a.  In Virginia, monitoring of the health, safety, and welfare of waiver participants begins when the case manager monitors the provision of MR Waiver services.  Case managers are required to conduct face-to-face visits for monitoring purposes at a minimum of every 90 days.  Monitoring to assure that these visits are conducted and documented occurs in QMR.  A centralized collection of these data have not been maintained to date and is currently under development.

In order to meet this assurance, DMAS will collect data on the number of individual records reviewed, the number and percentage that show appropriate monitoring and documentation of agency personnel, and the number and percentage that do not.  Data will also be collected on the actions that were taken if appropriate monitoring of the individual did not occur.  In instances where health, safety, and welfare were in question, and no action was taken by the agency employee, data will be collected on remediation steps taken to address the lack of action, if any.  Remediation may take the form of request for technical assistance to the providers, training as a result of trends identified, a revision to the participant’s service plan, retraction of funds, or revocation of a provider agreement.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  

Of the providers selected in the review period (7/1/07 – 9/30/07) there were no CPS/APS complaints noted by QMR.  DMAS provides annual training for all QMR staff on the identification and reporting of adult and child abuse and will continue to work to incorporate into training indicators of abuse, neglect, and exploitation.  

b.  DMHMRSAS Office of Licensing also monitors DMHMRSAS-licensed providers to

assure the health and welfare of individuals they support. All licensing regulation violations require corrective action plans. Those corrective action plans that are found not to be acceptable must be rewritten and resubmitted until they are found acceptable, or the provider risks the assignment of a reduced license.  OL staff looks to ensure that accepted corrective action plans are being implemented during their next inspection of these providers.
	Percentage of Providers with No Health and Welfare Violations
	75%

	Percent of Corrective Action Plans Approved 
	81%


Discussion: The DMAS QMR process allows for record review and visits to the homes of individuals receiving waiver services as a part of the process.  Of the 61 individuals identified in the sample, 20 home visits were conducted to complete the QMR process.  By conducting the review during a home visit, DMAS’ QMR staff are in a unique position to respond to health, safety and welfare issues, including reporting suspected abuse, neglect or exploitation. No  individual records were found to have complaints reported during the quarter.  

As discussed in the previous sub-assurance, DMAS is refining the QMR instrument to better target elements related to each sub-assurance and focus on remedial follow-up, when problems are found during the review.  Efforts have been successful to provide collaboration with the Virginia Department of Social Services (VDSS), the agency responsible for supervision and data collection for reports of both child and adult abuse.  These efforts will be discussed under sub-assurance #16.
Action Plan to Improve Process




Projected Completion

Refine QMR instrument to streamline data collected


Feb 2008

Implement refined instrument – 3rd quarter



March 2008

Remediation follow-up begins





July 2008

Final process in place






Sept 2008

DMHMRSAS staff provide follow-up with MR Waiver providers with serious or systemic issues uncovered by both OL and QMR and offer technical assistance to the providers in order to guide them in remedying the situation.  During the 7/1/07 – 9/30/07 quarter referenced throughout this report, staff follow-up was provided in response to OL-identified issues for one provider.  The process of communicating problems in need of technical assistance from OMR CRCs needs to be refined so that more follow-up can occur. 

Action Plan to Improve Process

OL reports will be e-mailed quarterly to CRCs for follow-up.  CRCs will report back on their efforts to the Quality Review Team for follow-up and other appropriate actions. 

Sub-assurance #16 – Ongoing identification/addressing instances of abuse, neglect, exploitation. 

a.  DMAS’ current approach to identifying, addressing, and seeking to prevent on an on-going basis, instances of abuse, neglect, and exploitation for MR Waiver participants comes through the QMR process.  A two pronged approach includes the QMR review of the Consumer Service Plans (CSPs) and case management’s periodic monitoring of individuals to address prevention of abuse, neglect, and exploitation, as well as management of risk for the individual.  DMAS has proceeded to collect and analyze data on spreadsheet based tool, until a centralized, automated database can be developed.  Based on the first quarter of data reviewed, no reports of abuse, neglect or exploitation were identified using the QMR process.  As noted above, with home visits built into the DMAS QMR process, DMAS staff are trained to identify and report suspected situations of abuse, neglect, or exploitation to either Child Protective Services or Adult Protective Services.  Training of DMAS staff is addressed during each QMR meeting. 

As mentioned previously, no case management records were reviewed during this quarter.  Earlier in the report, DMAS explained that the sample for this quarter included provider records.  For purposes of future reporting, the following sample chart is included here to demonstrate the reporting that is planned in the upcoming quarters when follow-up actions are required.   

	Number of Records Reviewed
	No CM Records Reviewed

	
	Number
	Percent

	CSPs that Address Needed Steps to Prevent Abuse, Neglect & Exploitation
	N/A
	N/A

	Documented Case Management Activities that Address Documented Instances of Abuse, Neglect, & Exploitation
	N/A
	N/A

	Documented Case Management Activities that Address Needed Risk Management Activities
	N/A
	N/A


b.  Another critical tier to DMAS’ action plan for this assurance is the implementation of a “data bridge” between Virginia’s Adult Protective Services (APS) and DMAS, referenced earlier.   The “data bridge” has only recently been completed and culminates in the identification of all individuals receiving LTC waivers, by waiver, who were a subject of an Adult Protective Services report, the type of report, the location of the report and the disposition of the report.  Discussions between DMAS and the Virginia Department of Social Services’ APS Unit will continue to achieve a clearer understanding of the data, and to identify strategies to prevent abuse, neglect and exploitation.  

	
	Number
	Percent

	CPS/APS Complaints
	0
	0%

	Identified Types of Abuse/Neglect/Exploitation
	0
	0%

	Risk Assessments in Records
	42
	69%


c.  The DMHMRSAS Office of Human Rights intends to implement process changes that will better track reports of incidents related to abuse, neglect, and exploitation related specifically to individuals receiving MR Waiver services from DMHMRSAS-licensed providers.

Action Plan to Improve Process





Projected Completion

Develop a new electronic data-base for the recording, storage

June 2008

and maintenance of community provider human rights data 


including abuse/neglect and human rights investigations, 


provider monitoring visits and violations

Train staff on the new database





Summer 2008

First data from new system






Fall 2008

In the meantime, OL reports have been developed to collect data on investigations of reported abuse, neglect, and exploitation for all DMHMRSAS-licensed providers of Waiver services.  This data element began to be collected for individuals receiving MR Waiver services as a discrete group as of 7/1/07.  The results of one quarter’s worth of data collection (7/1/07 – 9/30/07) are as follows:
	Percentage of Providers with No Human Rights Violations
	75%

	Percentage of Accepted Corrective Action Plans 
	100%


Discussion: DMAS is pleased to report a multi-faceted approach in respond to abuse, neglect and exploitation of children and adults receiving LTC waivers, including the MR waiver.  Through the QMR process established during the past year, record reviews and home visits are being conducted to assure appropriate protections.  DMAS’ QMR will sample case management records maintained by the Community Service Boards in future quarters.  

In addition the figures reported through the DMAS and VDSS “data bridge” has been initiated this quarter.  Although further analysis of the data is needed, that will come with greater familiarity with this new means of information sharing between the two agencies.  The data on risk assessments reflects a need for further training for QMR staff.  This will be addressed during each monthly QMR meeting.  

While there were violations of a health and safety nature among the 100 DMHMRSAS-licensed providers reviewed by OL, all corrective action plans were accepted.  DMHMRSAS Community Resource Consultants will follow up with MR Waiver providers with serious or systemic issues uncovered by both OL and QMR and provide technical assistance to the providers in order to guide them in remedying the situation.  The process of communicating problems in need of technical assistance from OMR CRCs needs to be refined so that more follow-up can occur. 

Action Plan to Improve Process

As mentioned in previous sub-assurance actions plans, OL reports will be e-mailed quarterly to CRCs for follow-up. CRCs will report back on their efforts to the Quality Review Team for follow-up and action, as appropriate.

V.  Administrative Authority – The State demonstrates that it retains ultimate administrative authority over the waiver program and that its administration of the waiver program is consistent with the approved waiver application.

Sub-assurance #17 – The Medicaid agency retains ultimate administrative authority and responsibility for the operation of the waiver program by exercising oversight of the performance of waiver functions by other State and local/regional non-State agencies (if appropriate) and contracted entities. 
In addition to continued use of the contract monitoring process, DMAS and DMHRMSAS have convened a Quality Review Team comprised of staff from the two state agencies.  This group will meet on a quarterly basis to review all assurance monitoring and data collected for the MR Waiver.  The primary charge will be to assess how the entire quality management system for the waiver is performing and to identify opportunities for process improvement.  The group had its first meeting on 8/24/07, again on 10/31/07 to review data on the Day Support Waiver and, on 11/26/07 to review data regarding the Mental Retardation Waiver.  Its first internal report will be issued in July 2008.
VI.  Financial Accountability – The State demonstrates that it has designed and implemented an adequate system for assuring financial accountability of the waiver program.
Sub-assurance #18 – State financial oversight exists to assure that claims are coded and paid for in accordance with the reimbursement methodology specified in the approved waiver. 

The intent of this assurance is to monitor that Medicaid-funded waiver services are:  1) rendered to waiver participants, 2) authorized in the service plan, and 3) properly billed by qualified providers.  DMAS has several mechanisms in place to ensure services are authorized and providers are qualified to deliver services.  QMR looks at provider billing information to determine if the documentation is adequate to support billing. 

In order to meet this assurance, DMAS will collect data on the number of individual records reviewed, and the number and percentage that show adequate supportive documentation for billing. Remediation may take the form of technical assistance to the providers, training as a result of trends identified, corrective action plans for providers, a revision to the participant’s service plan, retraction of funds, or revocation of a provider agreement.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  

	Number of Records Reviewed
	61

	
	Number
	Percent

	Records with Adequate Supportive Documentation for Billing
	38*
	62%


* Note:  The QMR tool reflected adjustment during the data collection period, with a significant number (19 individual records) identified as N/A or incomplete, which is addressed in the action plan for this assurance. 

	Actions Taken if Services Approval, Authorization and Billing Are Not Correct
	Remediation Taken
	Percentage

	13
	Technical assistance to the providers
	100

	
	Training as a result of trends identified
	N/A*

	
	Corrective action plans for providers
	0

	
	Revision to the participant’s service plan
	0

	
	Retraction of funds
	30

	
	Revocation of a provider agreement
	0


* Note: Given the first quarter of data has only recently been analyzed, no training has occurred. However, every QMR includes an exit conference with the provider.  The exit conference is used to provide training regarding weaknesses identified during the review.

Both DMAS and DMHMRSAS provide ongoing structured training for MR service providers.  Training plans will incorporate areas identified in the QMR process to ensure compliance and quality service.

Discussion: DMAS added the element of “adequate supportive documentation for billing” during the 7/1/07 – 9/30/07 quarter.  Not all records were assessed on this item, leading to lower than optimal numbers.  DMAS expects that next quarter’s data will be more representative of the actual status of this item.

DMAS is also aware that this process is evolving and information about post-QMR remediation will develop as the process is implemented by QMR.  Continual refinement of the QMR instrument, mentioned earlier in the report, will enhance targeting of reviews to CMS assurances. 

Action Plan to Improve Process




Projected Completion

Refine QMR instrument





March 2008

Remediation follow-up begins





July 2008

Final process in place






Sept 2008

Report Summary

DMAS initiated a comprehensive QMR process in response to the required CMS assurance requirements during the past year.  Staff in the Division of LTC designed and tested the automated QMR monitoring tool and continues to make refinements to the instrument.  DMAS and DMHMRSAS are both committed to making quality improvements to the MR Waiver through enhanced efforts to meet CMS’s quality assurances.  While some actions discussed in this report are the purview of one agency or the other, the quality assurance process has resulted in the development of a joint Quality Review Team which will analyze data and develop strategies to further provide quality MR Waiver services.  It is the hope of both agencies that we may join together to build upon current processes and achieve maximum benefits for all individuals supported by the MR waiver.       

Technology Assisted Waiver
Appendix H

Attachment #1 to Appendix H
COMPREHENSIVE QUALITY MANAGEMENT PROGRAM STRATEGY
The Department of Medical Assistance Services (DMAS) has been engaged in the development of a comprehensive quality management program for the Technology Assisted (TECH) Waiver.  DMAS has benefited from technical assistance from the CMS Regional Office, as well Thomson Medstat in developing the necessary strategies to achieve quality oversight related to the waiver assurances.  The components of the TECH Waiver Quality Management program will be:

•Monitoring the initial Level of Functioning evaluation to assure completion within a reasonable time frame to assure that waiver applicants for whom there is reasonable indication that services may be needed in the future are provided an individual LOC evaluation.

•Monitoring the Level of Care re-evaluations to assure that 100% of enrolled participants are reevaluated at least annually or as specified in the approved waiver.

•Monitoring the processes and instruments described in the approved waiver as applied to LOC determinations.

•Monitoring LOC decisions and taking action to address inappropriate Level of Care determinations.

•Monitoring service plans to assure that plans address all participants' assessed needs (including health and safety risk factors) and personal goals, either by the provision of waiver services or through other means.

•Monitoring service plan development in accordance with policies and procedures and take action when inadequacies are identified in service plan development. 

•Monitoring service plan to ensure that updates/revisions occur at least annually or when the needs of the waiver participant change.

•Monitoring services to individuals to assure that they are delivered in accordance with the service plan including in the type, scope, amount, duration, and frequency as outlined in the service plan.

•Monitoring services to individuals to assure that waiver participants are offered choice between institutional and community-based care.

•Monitoring services to assure that participants are afforded choice between and among waiver services and choice of providers.

•Monitoring verification of provider licensure and/or certification and adherence to other standards prior to the delivery of waiver services.

•Monitoring providers on a periodic basis to assure continued compliance with provider licensure and/or certification and adherence to other standards as outlined by the state.

•Monitoring non-licensed/non-certified providers to assure qualifications are met as outlined in the approved waiver.

•Monitoring providers to assure that training is completed in accordance with state requirements and the approved waiver.

•Monitoring health and welfare of waiver participants and remediation actions are initiated when appropriate.

•Monitoring findings of investigations by the Department of Social Services to assure that instances of abuse, neglect, and exploitation are identified, addressed, and prevented.

•Monitoring the retention of ultimate authority and responsibility by the Medicaid agency for the operation of the waiver by exercising oversight of the performance of waiver functions through implementation of the Quality Management program and contract entity oversight.

•Monitoring claims for FFP to assure that waiver services are rendered to waiver participants, that services are authorized in the service plan, and that services are properly billed to assure financial accountability by the state.

These eighteen elements of the Tech Waiver Quality Management Program are in various stages of development and implementation.  The following action plans outline the steps that will be or are being taken to implement quality oversight, including target dates and status updates.

1. Level of Care

A. Initial Level of Care Evaluations

The Department of Medical Assistance Services RN’s provide the final review, determination on a recipient meeting criteria and authorization for private duty nursing services for the Technology Assisted Waiver.  Level of care assessments (scoring assessment tool completed for individuals less than 21 years of age or UAI and assessment scoring tool for individuals 21 years of age or older) are completed at the facilities, but regardless of where the screening is performed, the Registered Nurse reviews every assessment and makes the final determination of level of care for Tech Waiver eligibility. The RN notifies the screening entities of any incorrect assessment determinations and or form completions.

In order to capture the time between the request for services and the notification of Tech Waiver eligibility, DMAS will need to modify current processes to collect the information via existing forms and create a database to centrally collect the results. 
Action Plan to Improve Process




Projected Completion
Forms change







COMPLETED

Quality Management framework established for unit


COMPLETED

Reporting systems designed





COMPLETED

Database elements configured with Division of IT


March 2008
System and reporting tests conducted



July 2008

Baseline data collected; outcome measure established

October 2008

Final process in place






December 2008

Development of a new database for the Tech Waiver has begun, including elements to track the completion of initial LOC determinations. An internal supervisory review has been completed of the unit business processes for LOC determinations. Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

B.  LOC Annual Re-evaluations

Annual level of care evaluations are completed by RN staff at DMAS.  DMAS will monitor this assurance by collecting data on the total number of evaluations due each year, the number of evaluations completed and corresponding percentages, and reasons for incomplete surveys, if any.  Data will be collected and monitored on determinations made and ineligibility decisions, if any.

Information on the level of care evaluations completed each year is maintained in the individual’s Tech Waiver record; a database to centrally capture this information needs to be developed.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.  If evaluations are not current, remediation may take the form of training for staff, process re-evaluation and improvement, data systems upgrades, or personnel improvement plans.  Data will be collected on the type of remediation employed, including outcomes and follow-up.

DMAS also intends to implement a monitoring component to review the level of care annual re-evaluations conducted by the RN staff.  This activity will be completed on a quarterly basis by a LTC supervisor in the division on a sample of the evaluations completed for the quarter.  A second level of monitoring will be conducted through Quality Management Review (QMR), completed by DMAS on providers of services and case management.

Action Plan to Improve Process




Projected Completion
Supervisory review sampling method determined


COMPLETED  

Database elements configured with Division of IT


March 2008
System and reporting tests conducted



July 2008

Baseline data collected; outcome measure established

October 2008

Final process in place






December 2008

QMR Sampling methodology determined



COMPLETED

QM review tool changes finalized




COMPLETED

Centralized database completed




COMPLETED

Training of QM staff Tech Waiver data elements


COMPLETED

Final process in place






COMPLETED
The process and sampling method for monitoring LOC annual reviews has been completed and analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff. Development of a new database for the Tech Waiver has begun, including elements to track the completion of staff annual reevaluations for LOC determinations. 

C.  LOC Process and Instruments

There are two parts to this assurance element – 1) the process and instruments for initial level of care evaluations; and 2) the process and instruments for annual level of care evaluations.  Initial level of care evaluations completed by the PAS Teams are reviewed by the DMAS Registered Nurses.  Annual level of care evaluations are completed by the DMAS Registered Nurses. Through a supervisory review process, DMAS will monitor this assurance by collecting data on the completeness of initial and annual level of care evaluations, the type of information missing, the amount of time to retrieve appropriate documentation, and the source for resubmitted information.  A second level of monitoring will be conducted through Quality Management Review (QMR), completed by DMAS on providers of services and case management.

These data elements are not collected in current database systems.  The elements need to be designed and configured for the current system, processes revised to address changes, training implemented, and new systems tested.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.  If processes and instruments are not being used to complete initial and annual level of care evaluations, remediation may take the form of training for staff, process re-evaluation and improvement, or data systems upgrades.  Data will be collected on the type of remediation employed, including outcomes and follow-up.

Action Plan to Improve Process




Projected Completion
Database elements configured with Division of IT


March 2008
System and reporting tests conducted



July 2008

Baseline data collected; outcome measure established

October 2008

Final process in place






December 2008

QMR sampling methodology determined



COMPLETED

QM review tool changes finalized




COMPLETED

Centralized database completed




COMPLETED

Training of QM staff Tech Waiver data elements


COMPLETED

Final process in place






January 2008
The process and sampling method for monitoring LOC annual reviews has been completed and analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff. Development of a new database for the Tech Waiver has begun, including elements to track the completion of staff annual reevaluations for LOC determinations as well as incomplete information and time frames. 

D. Action to address inappropriate determinations

This assurance element is concerned with the monitoring of inappropriate level of care determinations and the actions to address them.  DMAS has not yet implemented this element and will need to design a process, through supervisory review and QMR that periodically reviews samples of Registered Nurse determinations and annual level of care re-evaluations conducted by RN staff.  Work has already taken place to develop the process for meeting this assurance, including the determination of a sampling methodology through the use of an internet sampling tool.

Action Plan to Improve Process




Projected Completion

Process for initial/annual LOC periodic review determined

COMPLETED

Staff training completed





COMPLETED


Database elements configured with Division of IT


March 2008
System and reporting tests conducted



July 2008

Baseline data collected; outcome measure established

October 2008

Final process in place






December 2008

QMR sampling methodology determined



COMPLETED

QM review tool changes finalized




COMPLETED

Centralized database completed




COMPLETED

Training of QM staff Tech Waiver data elements


COMPLETED

Final process in place






December 2007

The process and sampling method for monitoring LOC annual reviews has been completed and analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff. This process will include supervisory review as well as PEER review for annual re-evaluations and level of care determinations.

2.  Service Plan

A. Service plan development and action for inadequacies

This assurance reviews the process of the development of the POC to address all participant needs, including an assessment of risk and how to address POC development inadequacies as they are identified.  The current plan of care concentrates only on those services pertaining to the Tech Waiver and does not include risk evaluation or support of personal goals.  The Tech Waiver plan of care requires modification to address all participant needs.

DMAS will implement a periodic supervisory review of a sample of recipient records to monitor the plan development by staff.  This will include an evaluation of the plan’s adequacy in addressing all recipient needs, including risk evaluation and support of personal goals.  Data will be collected on the number of POCs reviewed quarterly, the number and percentage that correctly address needs and assess risk, and the number and percentage that do not.  Data will also be collected on the remediation steps taken to address inadequacies, if any.  Remediation may take the form of technical assistance to individual providers, statewide training as a result of identified trends, corrective action plans or retraction of funds.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

Another mechanism for POC monitoring is via the Quality Management Review conducted by staff at DMAS.  Data collection on this element has not been centrally captured or analyzed for the Tech Waiver.  In order to meet this assurance, DMAS will collect data on the number of POCs reviewed quarterly, the number and percentage that correctly address needs and assess risk, and the number and percentage that do not.  Data will also be collected on the remediation steps taken to address inadequacies, if any.  Remediation may take the form of technical assistance to individual providers, statewide training as a result of identified trends, corrective action plans or retraction of funds.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

Action Plan to Improve Process




Projected Completion
Plan of care modified






COMPLETED

QM review tool changed finalized




COMPLETED
Database elements configured with Division of IT


March 2008
System and reporting tests conducted



July 2008

Baseline data collected; outcome measure established

October 2008

Final process in place






December 2008

Action plans are on target for this assurance element.
B. Service plans policies and procedures and identification of inadequacies

Plans of care are to be developed for individuals in accordance with policies and procedures outlined in the Tech Waiver regulations and provider manual.  The current QMR process does not capture issues identified with plan of care development, nor any remediation that may occur as a result.  A process will be developed to complete a supervisory review of a sample the plans of care developed by the DMAS RN staff and data will be collected on the number of plans reviewed, the number and percentage that develop plans of care in accordance with policy and procedure, and the number and percentage that do not.  The revised QMR process will also assess plan of care development.  Data will also be collected on the remediation steps taken to address inadequacies, if any.  Remediation may take the form of RN staff training, employee development plans, or process evaluation and improvement.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

Action Plan to Improve Process




Projected Completion

QM review tool changes finalized




COMPLETED

Database elements configured with Division of IT


March 2008
System and reporting tests conducted



July 2008

Baseline data collected; outcome measure established

October 2008

Final process in place






December 2008

Action plans are on target for this assurance element.
C.  Service plans updated and revised

DMAS proposes a process to track the review of annual plans of care completed by DMAS RN staff.  A supervisor in the division of long term care will review a sample of revisions made to plans of care and data will be captured to reflect the number of plans reviewed, an assessment of the plans as developed, or remediation taken as result of plan inadequacy.  Remediation may take the form of staff training, employee development plans, or process evaluation and improvement.  The revised QMR process will also assess plan of care updates/revisions.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

Action Plan to Improve Process




Projected Completion

QM review tool changes finalized




COMPLETED

Database elements configured with Division of IT


March 2008
System and reporting tests conducted



July 2008

Baseline data collected; outcome measure established

October 2008

Final process in place






December 2008

Action plans are on target for this assurance element.
D.  Waiver services delivery

DMAS proposes a process to track the review of updates/revisions to plans of care completed by DMAS staff.  A supervisor in the division of long term care will review a sample of plans of care relating to the type, amount, scope, duration, and frequency of service delivery and remediation taken as a result of plan inadequacy.  The revised QMR process will also assess service delivery related to the plan of care through type, amount, scope, duration, and frequency of services.  Remediation may take the form of RN staff training, employee development plans, or process evaluation and improvement.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

Action Plan to Improve Process




Projected Completion
QM review tool changes finalized




COMPLETED

Database elements configured with Division of IT


March 2008
System and reporting tests conducted



July 2008

Baseline data collected; outcome measure established

October 2008

Final process in place






December 2008

Action plans are on target for this assurance element.
E.  Choice

The “choice forms” used by DMAS staff to document the choice by waiver participants will be revised to clearly indicate that the recipient has elected to enroll in the Tech Waiver, has chosen the type of services to be delivered, and the provider from which services will be received.

Additionally, a supervisor in the division of long term care will review a sample of records to assure that the three elements of choice are being offered and data will be captured to reflect the number of records reviewed, the number and percentage that reflect all three elements of choice, the number and percentage that do not, and any remediation, if necessary.  This assurance will also be monitored through the revised QMR process.  Remediation may take the form of RN staff training, employee development plans, or process evaluation and improvement.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

Action Plan to Improve Process




Projected Completion

DMAS forms changed to cover 3 choice elements


COMPLETED

QM review tool changes finalized




COMPLETED

Supervisory monitoring process developed



COMPLETED

Database elements configured with Division of IT


March 2008
System and reporting tests conducted



July 2008

Baseline data collected; outcome measure established

October 2008

Final process in place






December 2008

Action plans are on target for this assurance element.
3.  Qualified Providers

A.  Verification of provider qualifications prior to service delivery

The initial and periodic verification of provider qualifications is the intent of this assurance element.  Monitoring of this assurance by DMAS has traditionally been completed through the Quality Management review process.  This is a retrospective look and DMAS intends to begin monitoring this assurance prospectively by collecting data through provider enrollment for agency-directed providers.  Centralized data collection and analysis will also be included in the verification of provider qualifications.

In order to meet this assurance, DMAS will collect data on the number of providers requesting enrollment and the number and percentage that meet qualifications.  DMAS will keep data on the number of providers who requested enrollment, but did not meet qualifications, the action taken to assist the provider, and if the provider was eventually enrolled.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

For initial verification of provider qualifications, the action plan is:

Action Plan to Improve Process




Projected Completion

Determination of data elements




COMPLETED

Reporting mechanisms established




COMPLETED

Database developed






COMPLETED

Staff training conducted





COMPLETED
Data collection testing completed




March 2008

Baseline data collected; quality indicator established

June 2008

Final process in place






July 2008
The same process will be put in place for the periodic verification of provider qualifications, tied to an end-date for the provider’s Medicaid enrollment number assigned by DMAS.
Action plans are on target for this assurance element.
B. Periodic verification of provider qualifications

The initial and periodic verification of non-licensed/non-certified provider qualifications is the intent of this assurance element.  Monitoring of this assurance by DMAS has traditionally been completed through the Quality Management review process.  This is a retrospective look and DMAS intends to begin monitoring this assurance prospectively by collecting data through provider enrollment for agency-directed providers.  Centralized data collection and analysis will also be included in the verification of provider qualifications.

In order to meet this assurance, DMAS will collect data on the number of providers requesting enrollment and the number and percentage that meet qualifications.  DMAS will keep data on the number of providers who requested enrollment, but did not meet qualifications, the action taken to assist the provider, and if the provider was eventually enrolled.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

For initial verification of provider qualifications, the action plan is:

Action Plan to Improve Process




Projected Completion

Determination of data elements




COMPLETED

Reporting mechanisms established




COMPLETED

Database developed






COMPLETED

Staff training conducted





COMPLETED
Data collection testing completed




March 2008

Baseline data collected; quality indicator established

June 2008

Final process in place






July 2008

The same process will be put in place for the periodic verification of provider qualifications, tied to an end-date for the provider’s Medicaid enrollment number assigned by DMAS.
Action plans are on target for this assurance element.
C.  Qualifications of non-licensed/non-certified providers

This assurance is primarily concerned with how DMAS will address instances in which providers do not meet qualifications.  Remediation may take various forms including the development of provider technical assistance, or in some instances, retraction of funds.  DMAS plans to institute a method of corrective action plans for providers specifically geared toward provider qualifications.  This new process will also include follow-up on corrective action plans and an assessment of the effectiveness of this type of remediation.  DMAS will collect data on the number of action plans implemented, the number and percentage that rectified provider qualifications as a result of the corrective plan, and the number and percentage that did not.  

Action Plan to Improve Process




Projected Completion

Database elements configured with Division of IT


March 2008
System and reporting tests conducted



July 2008

Baseline data collected; outcome measure established

October 2008

Final process in place






December 2008

Action plans are on target for this assurance element.
D. Verification of provider training

The state agency must monitor that providers receive training in accordance with requirements under the approved waiver.  The QM review process has traditionally looked at this assurance element, but centralized data collection is not currently in place.  Tied to the new initial and periodic review of provider qualifications through the Division of Long Term Care, training of personnel will also be verified.

In order to meet this assurance, DMAS will collect data on the number of personnel reviewed, the number and percentage that received the required training, and the number and percentage that did not.  Data will also be collected on the remediation steps taken to address the lack of training, if any.  Remediation may take the form of request for appropriate or correct documentation, technical assistance to individual providers, removal of a care aide from services, retraction of funds, or revocation of a provider agreement.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

Action Plan to Improve Process




Projected Completion

Training verification process determined



COMPLETED

QM review tool changes finalized




COMPLETED

Database elements configured with Division of IT


March 2008
System and reporting tests conducted



July 2008

Baseline data collected; outcome measure established

October 2008

Final process in place






December 2008

Action plans are on target for this assurance element.
4.  Health and Welfare

A. Continuous monitoring of H&W

The state agency must assure that there is continuous monitoring of the health, safety, and welfare of waiver participants and remediation is employed when appropriate.  In Virginia, the monitoring begins when the staff monitors the provision of Tech Waiver services.  These providers are required to conduct home visits and monitoring a minimum of every 90 days.  Monitoring to assure that these visits are conducted and documented traditionally occurs in QM review.  Previously, a centralized collection of these data have not been maintained and will be developed as a part of this assurance’s action plan.

In order to meet this assurance, DMAS will develop a supervisory review of RN monitoring of recipient health, safety, and welfare.  DMAS will also conduct monitoring of this assurance through the revised QMR process.  Data will be collected on the number of participant records reviewed, the number and percentage that show appropriate monitoring and documentation of agency personnel, and the number and percentage that do not.  Data will also be collected on the actions that were taken if appropriate monitoring of the recipient was not assured.  In instances where health, safety, and welfare were in question, but no action was taken by the agency employee, data will be collected on remediation steps taken to address the lack of action, if any.  Remediation may take the form of request for technical assistance to the providers, training as a result of trends identified, a revision to the participant’s service plan, retraction of funds, or revocation of a provider agreement.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

Action Plan to Improve Process




Projected Completion

QM Review tool changes finalized




COMPLETED

Database elements completed




COMPLETED

Staff training implemented





COMPLETED

Data collection testing completed




COMPLETED
Final process in place






COMPLETED
DMAS has developed an internal tracking system using the Waiver Services Unit telephone database.  This database will be an excellent source of information on complaints received, action taken, and resolution, and it will also serve as a source of data on the amount and types of technical assistance that staff is providing via telephone.  This information can be used to assess trends in provider and/or recipient concerns and to develop statewide training as a method of remediation.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

Action plans are on target for this assurance element.
B. Ongoing identification/addressing instances of abuse, neglect, exploitation

The intent of this assurance is to identify and address, on an on-going basis, instances of abuse, neglect, and exploitation for waiver participants.  DMAS’ current approach to monitoring this assurance comes through QM reviews in checking that the plan of care and case management periodic monitoring of waiver participants addresses prevention of abuse, neglect, and exploitation and management of risk for the individual.  Data elements are not in place for the centralized collection of this information, but will be included in the action plan as a second level of monitoring, beyond a supervisory review of RN monitoring of providers.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.

Action Plan to Improve Process




Projected Completion

QM review tool changes finalized




COMPLETED

Supervisory monitoring process developed



COMPLETED

Database elements configured with Division of IT


March 2008
System and reporting tests conducted



July 2008

Baseline data collected; outcome measure established

October 2008

Final process in place






December 2008

A critical tier to DMAS’ action plan for this assurance is the implementation of a “data bridge” between Virginia’s Adult/Child Protective Services and DMAS. The interagency agreement between the two state departments is in the process of being modified to allow for the reporting of critical incidents involving waiver participants.  The two agencies are currently negotiating the actions needed for the VDSS database to be modified to provide more than aggregate information on Medicaid recipients and “drill down” to critical incidents by waiver.  

Action Plan to Improve Process




Projected Completion
Data elements determined between agencies


COMPLETED

System changes identified; resources needed


COMPLETED Interagency agreement modified




COMPLETED

System modifications complete




COMPLETED 

Reporting systems complete





COMPLETED

Staff training implemented





COMPLETED

Data collection testing completed




COMPLETED

Final process in place






COMPLETED

Action plans are on target for this assurance element.
5.  Administrative Authority

A. Operation and oversight of waiver

DMAS does not rely on other state or local agencies or contracted entities to assist in the operation of the Technology Assisted Waiver.
6.  Financial Accountability
Monitoring that state payments for waiver services are rendered to waiver participants, are authorized in the service plan, and are properly billed by qualified providers is the intent of this assurance.  DMAS has several mechanisms in place to ensure services are authorized and providers are qualified to deliver services.  The QMR looks at the billing of providers: 1) are services outlined in the POC and were they received as indicated? 2) are services authorized? 3) are services properly billed?

In order to meet this assurance, DMAS will collect data on the number of participant records reviewed, the number and percentage that show services approved in the plan of care, services authorized, and services billed, as well as the number and percentage that do not.  Data will also be collected on the actions taken if services approval and authorization and billing are not correct.  Remediation may take the form of technical assistance to the providers, training as a result of trends identified, corrective action plans for providers, a revision to the participant’s service plan, retraction of funds, or revocation of a provider agreement.  Measures of remediation effectiveness will also be captured through the collection of follow-up data.  Analysis of activity on this measure will be completed by a DMAS internal QM review team comprised of operational and policy staff.
Action Plan to Improve Process




Projected Completion

QM Review tool changes finalized




COMPLETED

Database elements configured with Division of IT


March 2008
System and reporting tests conducted



July 2008

Baseline data collected; outcome measure established

October 2008

Final process in place






December 2008

Action plans are on target for this assurance element.
Appendix 23 State Assurances (Quality Management Strategies) for Virginia’s PACE Programs

4. Provide a description of the SAA’s enrollment process, to include the process for conducting annual level of care re-certifications and the criteria for deemed continued eligibility for PACE, in accordance with 42 CFR 460.160 (b).

Enrollment Process:

The Virginia Department of Medical Assistance Services’ (DMAS) enrollment process for the Program of All-Inclusive Care for the Elderly (PACE) is outlined below:

· The individual receives a pre-admission screening to determine the need for nursing facility care or PACE services. 

· If approved, the PACE program will conduct an evaluation to determine if the needs of the individual can be met.  

· The PACE provider interdisciplinary team (IDT) conducts their evaluation and submits the documents for enrollment into DMAS. 

·  DMAS verifies Medicaid eligibility and enrolls the PACE participant into the Virginia Medicaid Medical Information System (VaMMIS) system.  Enrollment into VaMMIS prevents the PACE participant from accessing fee-for-service benefits and enables capitation payments to the PACE program. 

Individuals in the community are educated on community-based options including PACE from the following agencies and entities: DMAS, Department of Social Services (DSS),   Department for the Aging (VDA), Area Agencies on Aging (AAA), Department of Health (VDH) and all pre-screeners including acute care hospitals.  The individuals in the community may contact DMAS at (804-225-4222) and learn about the PACE program as well as obtaining information about PACE from the DMAS website at:  http://www.dmas.virginia.gov/ltc-PACE.htm
Eligibility shall be determined in the manner provided in the State Plan Amendment (SPA).  To the extent that state regulations differ from other provisions of the SPA for purposes of PACE eligibility and enrollment, the federal regulations supersede.  

The enrollment process must include the following activities: 

· detailed explanation of the PACE program;

· receipt of participant’s permission to secure medical records and Medicare/Medicaid eligibility information; 

· a determination that the participant meets the State’s assessment for nursing facility level of care; and,

· assessment by the PACE staff to ensure that the participant can be cared for appropriately and safely in the community setting. 

In addition, individuals must meet the following non-financial criteria to be eligible to enroll in PACE plans approved by DMAS:  age 55 or older, meet the State’s eligibility criteria for nursing facility level of care and live in the service area of the PACE provider organization.  

Pre-admission screening using the Virginia Uniform Assessment Instrument (UAI) is the first level of authorization for Medicaid reimbursement for nursing facility services, for home- and community-based care waiver services and the PACE program.  Preadmission screening determines whether an individual meets nursing facility criteria and, when appropriate, authorizes for community-based long-term care services which includes the PACE program. 

Each eligible person who enrolls in the PACE program will be covered starting on the first day of the calendar month following the date the PACE organization receives the signed enrollment agreement.  DMAS reimbursement for PACE services is contingent upon receipt of the required enrollment documents outlined above.  DMAS requires that the PACE organization give the participant a copy of the enrollment agreement upon enrollment and whenever changes occur.  

On or before enrollment, the PACE Organization must provide each new enrollee with a copy of the written enrollment agreement containing the effective date of enrollment, emergency care access information to be posted in the enrollee’s home, a PACE identification card which includes the organization’s name, address and telephone number and stickers for enrollee’s Medicare and Medicaid cards, if applicable.  The PACE Organization must provide orientation to all new enrollees and this must occur within two weeks of the effective date of enrollment.  The PACE Organization must ensure that the orientation information is communicated in the enrollee’s language if that language is spoken in more than 5 percent of the service area total population, and is available in alternative formats for enrollees who have communication barriers.

After the enrollment agreement has been reviewed by the participant/family/caregiver, then the applicant can sign the enrollment agreement and enroll in the program.  The enrollment agreement will contain the information required by CMS.

Summary of pre-admission screening criteria for nursing facility care
The UAI determines if individuals are medically appropriate for PACE plan services and determines the necessity of service needs.  This tool assesses an individual’s clinical eligibility for functional status and medical nursing needs.  The nursing facility criteria for placement in the PACE program includes the following:

A.  Functional Capacity: 

Functional capacity must be documented on the Uniform Assessment Instrument (UAI), completed in a manner consistent with the definitions of Activities of Daily Living (ADLs) and directions provided by DMAS for the rating of those activities. Individuals may be considered to meet the functional capacity 
requirements for nursing facility care when one of the following describes their functional capacity: 

1. Rated dependent in two to four ADLs, and rated semi-dependent or dependent in Behavior Pattern and Orientation, and semi-dependent in Joint Motion or dependent in Medication Administration (12 VAC 30-60-303). 

2. Rated dependent in five to seven ADLs, and dependent in Mobility. 

3. Rated semi-dependent in two to seven ADLs, and dependent in Mobility and Behavior Pattern and Orientation. 

The rating of functional dependencies on the pre-admission screening assessment instrument must be based on the individual’s ability to function in a community environment. 

B.  Medical and Nursing Needs: 
An individual with medical or nursing needs is an individual whose health needs require medical or nursing supervision or care above the level that could be provided through assistance with ADLs.  Medical or nursing supervision or care is required when any one of the following describes the individual’s needs:  

1. The individual’s medical condition requires observation and assessment to assure evaluation of the person’s need for modification of treatment or additional medical procedures to prevent destabilization, and the person has demonstrated an inability to self-observe or evaluate the need to contact skilled medical professionals; or 

2. Due to the complexity created by the person’s multiple, interrelated medical conditions, the potential for the individual’s medical instability is high or medical instability exists; or 

3. The individual requires at least one ongoing medical/nursing service as defined in 12VAC30-60-303 (C)(3).

*When a participant meets nursing facility criteria and can live safely in the community a choice between community-based services and PACE will be offered. 

C.  Level of Care:

Federal regulations require the State to conduct a level of care recertification of PACE individuals to ensure that they continue to meet the nursing facility level of care.  This will be completed annually. 

Deemed Continued Eligibility for PACE

A PACE participant’s enrollment will continue until death regardless of changes in health status unless the participant voluntarily disenrolls or is involuntary disenrolled.

DMAS performs an annual recertification of level of care.  If DMAS determines that the participant no longer meets the nursing facility level of care requirements, the participant may be deemed to continue to be eligible for PACE until the next annual reevaluation, if, in the absence of continued coverage under PACE, the participant reasonably would be expected to meet the nursing facility level of care requirement within the next six months.  This determination is made in consultation with the PACE organization and is based on a review of the participant’s medical record and plan of care.

5. Provide a description of the SAA’s process for overseeing the PACE

Organization’s administration of the criteria for determining if a potential PACE enrollee is safe to live in the community.

DMAS, in accordance with applicable regulations, provides oversight for the PACE administration of the criteria for determination if the enrollee’s health, safety and welfare can be assured in the community.  The screening team uses the UAI, the standardized multi-dimensional questionnaire that assesses an individual’s social, physical health, mental health and functional abilities to determine criteria for nursing facility level of care or a Medicaid home and community-based waiver or PACE.

The potential enrollee is evaluated by the PACE program’s interdisciplinary team and authorized for enrollment.  Reassessments and changes in medical condition are conducted by the interdisciplinary team.

The PACE program’s interdisciplinary team must assure during the initial assessment that the individual is able to live safely in the community.  DMAS will determine if the assessments conducted by the PACE organization ensure that the PACE enrollee is able to live safely in the community at the time of enrollment and DMAS will conduct yearly quality management reviews to ensure that each participant continues to meet the level of care requirements and that their health, safety and welfare are assured in a community setting.

The following criteria will be used when evaluating whether or not a participant’s health or safety would be jeopardized by living in a community setting:

· Is the participant capable of calling for help when needed?

· Is there a support system available for the participant to call?

· Can conditions be arranged for the participant to care for basic needs when the support system is absent?

· Is the participant medically at risk when left alone?

· Has some harm or injury to the participant been reported or suspected?

· Does the participant express fear or concern for his or her welfare?

6. Provide a description of the information to be provided by the SAA to enrollees, to   

 include information on how beneficiaries access the State’s Fair Hearing process.

Each participant will have the right to a fair and efficient process for resolution of any violation of rights and may use procedures established to investigate and respond to any violation of their rights, including the grievance and appeals process.  PACE provider participants and employees will be encouraged to report and receive assistance with reporting any violations to PACE provider. The violation review will include a thorough internal investigation and may include external consultation to enhance resolution of the concern.  Any corrective actions resulting from the violation will be monitored through the QAPI program as needed.

DMAS will ensure PACE participant’s rights in accordance with 12VAC30-120-64.  Enrollees shall refer complaints pertaining to Medicaid eligibility and PACE plan eligibility directly to DMAS.  These complaints shall be considered under DMAS’ appeals regulations (12VAC30-110-10 et seq.)

If the PACE participant is Medicaid eligible or is applying for Medicaid coverage and receives an adverse action on the application or is denied services, the participant has a right to a Fair Hearing on the adverse action.  If the PACE applicant is determined to be ineligible for clinical or financial eligibility reasons, the participant with the assistance of the PACE organization, may request a fair hearing with DMAS.

DMAS will ensure that the participant's rights will be included in the enrollment agreement.  The participants/family/caregiver may access the State’s Fair Hearing process in the following ways:

1. The participant will be encouraged and assisted to exercise rights as a participant, 

 
         including the Medicare and Medicaid Appeals processes, as well as civil and 

            other legal rights.

2. The participant has the right to a fair and efficient process for resolving differences with the PACE program, including a rigorous system for internal review by the organization and an independent system of external review.  Specifically, the participant has the right to be encouraged and assisted to voice complaints to staff and outside representatives of their choice, free of restraint, interference, coercion, discrimination, or reprisal by the PACE staff, and the participant has the right to appeal any treatment decision the PACE Provider, Virginia DMAS or CMS appeals processes, as well as other civil and legal rights and in accordance with 42 CFR 460.122.

The State Fair hearing process may be appealed by the participant to the DMAS Client Appeals Division.  DMAS conducts evidentiary hearings in accordance with regulations at 42 CFR§431.200 through 431.250 and 12VAC30-110-10 through 12VAC30-110-380.

An appeal is a participant’s action with respect to the PACE organization’s non-coverage of, or non-payment for a service.  Written information on appeals process must be provided upon enrollment, at least annually, and whenever the interdisciplinary team denies a request for services or payment in accordance to §460.122 and §460.124. 

The appeals process must include procedures for: (1)  timely preparation and processing of written denial of coverage or payment in accordance with section 460.104(c)(3); (2)  filing a participant’s appeal; (3)  documenting a participant’s appeal; (4)  appointing an appropriately credentialed and impartial 3rd party to review the appeal; (5) responding to and resolving the appeal as expeditiously as participant’s health condition requires, but not later than 30 calendar days after appeal is received; and (6)  maintaining confidentiality of participant’s appeals.

Upon receipt of notification of an appeal by Virginia DMAS, the Provider shall prepare and submit appeal summaries to the Virginia DMAS Appeals Division, the Virginia DMAS contract monitor, and the participant involved in the appeal in accordance with required time frames.  The provider shall comply with all State and Federal laws, regulations, and policies regarding the content and timeframes for appeal summaries.  Failure to submit appeal summaries with the required information within the required timeframes shall result in the Provider being liable for any costs that Virginia DMAS incurs as a result of the Provider’s non-compliance.  The Provider shall attend and defend the Provider’s decisions at all appeal hearings or conferences, whether informal or formal, or whether in person or by telephone, as deemed necessary by the Virginia DMAS Appeals Division.  Provider expenses, including but not limited to travel, courier, postage and telephone in relation to appeal activities shall be borne by the Provider.  Failure to attend or defend the Provider’s decisions at all appeal hearings or conferences shall result in the Provider being liable for any costs that Virginia DMAS incurs as a result of the Provider’s noncompliance.  

PACE organization must notify CMS, DMAS and the participant of determinations that are wholly or partially adverse to a participant.  The PACE organization must maintain, aggregate and analyze information on appeals to be used in QAPI program.  In accordance with 42 CFR 460.124, the PACE organization must inform a participant in writing of his or her appeal rights under Medicare or Medicaid, or both; assist the participant in choosing which to pursue; and forward appeal to appropriate external entity.  

DMAS will require that the PACE organization notify the participant’s and/or caregiver that they have the right to a fair and efficient process for resolving differences with the PACE program, including a rigorous system for internal review by the organization and an independent system of external review.  Specifically, the participant has the right to be encouraged and assisted to voice complaints to staff and outside representatives of their choice, free of any restraint, interference, coercion, discrimination, or reprisal by the PACE staff, and they have the right to appeal any treatment decision of the PACE provider, its employees or Providers by exercising their rights through the applicable PACE provider, Virginia DMAS or CMS appeals processes, as well as other civil and legal rights and in accordance with 42 CFR 460.122.  DMAS appeals requests must be sent to Appeals Division, Department of Medical Assistance Services, 600 East Broad Street, Richmond, Virginia, 23219 and CMS appeals request must be sent to CMS Appeals Division Region 3, Public Ledger Building, Suite 216, Philadelphia, PA.  19106, 215-861-4140.

The information regarding how the beneficiaries may access the State’s Fair Hearing process as it relates to the participant’s rights is discussed in the enrollment agreement,  at least annually with the enrollee/family/caregiver, and it is posted in the PACE center. 

7.  Provide a description of the SAA’s disenrollment process.

The PACE participant may voluntarily disenroll from the program without cause at any time and the PACE organization will not restrict the enrollee’s right to voluntarily disenroll.  Upon receiving the request for disenrollment, the PACE organization must inform the enrollee of disenrollment procedures, and the PACE organization must inform DMAS.  The PACE organization must keep a daily log of all verbal and written disenrollment requests and the dispositions and make the supportive documentation available for review by CMS and DMAS upon request.  Involuntary disenrollment documents are maintained in an identifiable enrollee record, enrollees who wish to file a grievance are afforded appropriate notice and opportunity.  PACE providers are required to work with CMS and DMAS to reinstate the participant in other Medicare and Medicaid programs for which the individual is eligible.  The PACE provider organization remains financially responsible for all services until an individual’s disenrollment is processed.

Voluntary disenrollment:

The PACE participant may disenroll from the PACE program at any time.  If the participant is disenrolled from the PACE program, if eligible, the participant will be covered under the appropriate Medicaid program (fee-for-service or managed care organization).  The services the participant receives from providers will be reimbursed by DMAS and not the PACE organization. The providers to receive reimbursement from DMAS will need to follow all DMAS policies relating to provision of care and requirements for reimbursement.

Capitation payments already paid by DMAS, for months beyond the date of notification of status change disenrollment, shall be repaid to DMAS in accordance with the provisions of the contract.

In the event that a status change disenrollment proposed by the PACE provider is disapproved by DMAS, the PACE provider shall provide all services and retain financial responsibility for services required by this contract and under applicable State and Federal laws and regulations.

The effective date of an approved disenrollment must be the last day of the month the disenrollment request was issued.

Involuntary disenrollment:

 DMAS must review any involuntary disenrollment before it is effective.    The purpose of DMAS review is to ensure that participants are not disenrolled from PACE because of the increased cost of the participant’s health care services.  It also allows for the continuation of services for the participant until a final determination is made.     

The PACE organization must make appropriate referrals and ensure medical records are made available to the participant’s new providers and work with CMS and DMAS to reinstate the participant in other Medicare and Medicaid programs, pursuant to §460.168.  PACE regulations, §460.170, admit a previously disenrolled participant to be reinstated in a PACE program. 

The PACE organization may not for any reason suggest to a participant, directly or indirectly, that he/she voluntarily disenroll from the PACE organization’s plan.  

Disenrollment Submittal:

Notification of involuntary disenrollment shall be forwarded to DMAS within five (5) days of receipt of the signed request, except that notification of death shall be provided in the next monthly enrollment/disenrollment package.  All requests for disenrollment shall be submitted on forms approved by DMAS.

The PACE organization shall notify members, in the material it provides at the time of enrollment, of their rights to disenroll at any time.  This notice shall describe the steps needed to request disenrollment and the time necessary to process disenrollment requests.

Cessation of Coverage:

Enrollment shall cease at 11:59 p.m. on the date disenrollment is approved by DMAS.    From that time forward, the PACE organization shall be relieved of all obligations to provide or arrange for covered services to the member under the terms of this contract.  Capitation payments shall be pro-rated on a per diem basis.

DMAS’ obligations in the disenrollment processing include, within 30 days, review and either approval or denial of requests or disenrollment submitted by the PACE organization.


[image: image17.emf]8.   Describe the methodology the State used to develop the PACE Medicaid  capitation rates.  A detailed description of how the Upper Payment Limit (UPL) was  determined must accompany the Program Application.  If rates have been  developed as a percentage of  the State’s UPL, the State must provide assurance that  the rates are less than the UPL.  If the State has developed rates separately from the  UPL, then a detailed description of the elements of that rate development must also  accompany the Program Applicat ion.     The methodology analyzes historical fee - for - service claims for the PACE eligible  population in each region.  The historical data is adjusted to reflect legislative  modifications of payment arrangements under the fee - for - service programs between the  d ata period and the contract period.  The rates are also updated to reflect expected  increases in utilization and cost for the contract period covered by the rates.  The result is  the Upper Payment Limit (UPL) for the program.  The UPL rates are adjusted by  a  managed care utilization factor to reflect expected managed care savings in the contract  period (about 78% in FY 2006).  The managed care adjustment is determined separately  for the prescription drug component includ ing  health plan specific PBM discount s,  rebates, dispensing fees and co - payment factors.  The managed care savings adjustment is  reviewed to assure that the developed rates do not exceed the UPL.  Finally, an allowance  for health plan administration costs is added to the rates to arrive at th e final capitation  rate.    



[image: image18.emf]9.   Provide a description of the SAA’s procedures for the enrollment and  disenrollment of participants in the SAA’s system, including procedures for any  adjustment to account for the difference between the estimated number of  participants on which the pros pective monthly payment was based, and the actual  number of participants in that month, in accordance with 42 CFR §460.182(d).     The PACE participant may voluntarily disenroll from the program without cause at any  time  and t he PACE organization will not res trict the enrollee’s right to voluntarily  disenroll .   Upon receiving the request for disenrollment, the PACE organization must  inform the enrollee of disenrollment procedures ,  and the PACE organization must inform  DMAS.  The PACE organization must keep a d aily log of all verbal and written  disenrollment requests and the disposition s  and make the supportive documentation  available for review by CMS and DMAS  upon request.   Involuntary disenrollment  documents are maintained in an identifiable enrollee record ,   enrollees who wish to file a  grievance are afforded appropriate notice and opportunity .   PACE providers are required  to work with CMS and DMAS to reinstate the participant in other Medicare and  Medicaid programs for which the individual is eligible.  The P ACE provider organization  remains financially responsible for all services until an individual’s disenrollment is  processed.     Involuntary disenrollment :   R easons for involuntary disenrollment include the following:  failure to pay premiums  after a 30 - day gr ace period  in which the PACE organization has provided at least 30 days  prior notice,  engaging in disruptive or threatening behavior that jeopardizes a  participant’s health or safety, or the safety of others, movement out of the service area for  more than  30 consecutive days.  DMAS must review any involuntary disenrollment  before it is effective.    The purpose of DMAS ’  review is to ensure that participants are  not disenrolled from PACE because of the increased cost of the participant’s health care  services .  It also allows for the continuation of services for the participant until a final  determination is made.          The PACE organization must make appropriate referrals and ensure medical records are  made available to  the participant’s  new providers and wor k with CMS and DMAS to  reinstate the participant in other Medicare and Medicaid programs,  pursuant to  §460.168.   PACE regulations, §460.170,  admit  a previously disenrolled participant  to  be reinstated  in a PACE program .       The  PACE organization  may not for  any reason suggest to a participant, directly or  indirectly, that he /she  voluntarily disenroll from the  PACE organization’s  plan.                  



 EMBED Word.Document.8 \s [image: image19.emf]10.   Provide a description of how Medicare benefit requirements are protected for  dually eligible PACE participants upon entering a facility, in accordance with  section 460.90.  Describe when and how Medicaid share of cost requirements are  imposed.     Accord ing to 42 CFR 460.90, if a Medicare beneficiary or Medicaid recipient chooses to  enroll in a PACE program, the following conditions apply:   (a)   Medicare and Medicaid benefit limitations and conditions relating to amount,  duration, scope of services, deductibles , copayments, coinsurance, or other cost - sharing do not apply.   (b)    The parti ci pant, while enrolled in a PACE program, must receive Medicare and  Medicaid benefits solely through the PACE organization.     The PACE provider will  provide, or arrange and pay for, co ntract services  as defined by  42 CFR 460.92 , 460.94, and 460.96,  needed by any and all members.  No services  required under the contract shall be provided by anyone other than the Contractor, an  employee of the Contractor, or the Contractor’s subcontractor  or a volunteer of the  Contractor.     The Contractor shall also demonstrate with written agreements ,  continuous availability  and accessibility of adequate numbers of institutional facilities, service locations, service  sites, and professional, allied, and su pportive paramedical personnel to provide contract  services.  The Contractor is responsible for directly providing arranging, purchasing, or  otherwise making available the full scope of services to which members are entitled  under the State Plan and all ap plicable State and Federal regulations, guidelines,  transmittals, and procedures.       Under the three - party agreement, the PACE organization agrees to provide or arrange all  Medicare benefits to enrolled PACE participants either directly or through subcontr acts.       Under permanent placement through PACE in a nursing facility (NF), the PACE provider  will calculate the patient liability, which may be required.  The local Department of  Social Services in the area in which the participant resides determines the p atient liability.                            


PACE Participant Data

These data will be reported electronically into the Centers for Medicare and Medicaid Services (CMS) database (HPMS)

1) Routine Immunizations:

Definition: PACE participants who received routine immunizations during the reporting year.

What data will be reported:

1. Number of participants who received the flu immunization this year;

2. Number of participants who have received the pneumococcal immunization in the last ten years;

3. Total number of participants at the PACE organization

4a) Number of participants not immunized for flu

4b) Number of participants not immunized for pneumococcal

5. Reason for not immunizing

Frequency: During the inoculation time period (e.g. Sept. to Jan.)

How to use the measure: Compare the number of PACE participants who were enrolled during the reporting year to the number of participants who received routine immunizations (flu and pneumococcal) during the reporting year.  Minimum levels of Performance:  The organization will achieve an immunization rate for both influenza and pneumococcal vaccinations of 80% for the participant population that is appropriate.  (Rate will exclude those participants who have had prior immunization or the vaccine is medically contraindicated).

2) Grievances and Appeals

Definition: Grievances are defined as either a written or oral complaint that expresses dissatisfaction with service delivery or the quality of care provided.  Appeals are defined as a written complaint for the non-coverage or non-payment or a service or item.

What data will be reported:

1. Total number of participants during the quarter;

2. Total number of grievances filed during the quarter;

3. Total number of appeals filed during the quarter;

4. Source of each grievance or appeal (participant, family, caregiver, etc.);

5. Date of initiation of each grievance or appeal; and

6. Date of resolution of each grievance or appeal.

Frequency: Quarterly

How to use the measure: Monitor trends and patterns. The actual number of grievances and appeals alone should not be viewed as an indicator of a problem.  The high number of grievances could mean that participants are encouraged to speak up for themselves and voice their concerns.

3) Enrollments

Definition: Individuals enrolled in the PACE program by month.

What data will be reported: Number of individuals who enrolled in the program.

Frequency: Quarterly

How to use the measure: Monitor trends and patterns to determine if there are any accessibility issues and to determine if the PACE organization have sufficient financial resources to conduct appropriate marketing activities.  This information can also be used to evaluate the PACE organization’s ability to maintain an appropriate census.

4) Disenrollments

Definition: Participants who disenrolled from the program for reasons other then death.

What data will be reported:

1. Total number of participants.

2. Number of voluntary disenrollments

3. Number of involuntary disenrollments; and

4. Reason for each disenrollment: leaving the service area, failure to pay premium, disruptive or threatening behavior, no longer meets States level of care, program agreement with CMS terminates or not renewed, organization is unable to offer services due to loss of State license, keep personal physician, wishes to access out of network or other.

Frequency: Quarterly

How to use the measure: Utilize this information to determine if there are any problems with site operations, such as accessibility, provision of services, etc. that are causing voluntary disenrollments.  In addition, this information can be used to review the organization’s policies on involuntary disenrollments.

5) Prospective Enrollees

Definition: Potential participants who were interviewed, met eligibility requirements, but did not enroll in the PACE program.

What data will be reported:

1. Number of potential participants who were interviewed but did not enroll 

in the PACE program by aggregate reason: and

2. Indicate the category that explains the reason each potential participant did not enroll, e.g. not safe to remain in the community, mental health concerns, lack of support network, requiring 24-hour care, preference for own physician, preference for other health care provider or institution, financial reason to avoid share of cost, unwilling to comply with treatment plan, or other with explanation.

Frequency: Quarterly

How to use the measure: This information can be utilized to determine if the PACE organization is following the appropriate eligibility criteria and to determine if the organization is conducting appropriate marketing activities.

6) Readmissions

Definitions: PACE participants re-admitted to an acute care hospital (excluding hospitalizations for diagnostic tests) in the last 30 days.

What data will be reported.

1. Total number of participants

2. Total number of participants admitted to the hospital in the last 30 days; 

3. Specific reason, including diagnosis, for participant’s admission;

Frequency: Quarterly

How to use the measure: Review those with high usage to determine if intervention by the PACE organization could have prevented some of the hospitalizations.  Readmission for the same reason in a 30-day period could indicate that the length of stay is too short or there is inadequate follow-up care by the PACE organization.  Conduct quarterly comparisons to get a total picture of the care provided by the organization.

7) Emergent (unscheduled) Care

Definition: PACE participants seen in the hospital emergency room (including care from a PACE physician in a hospital emergency department) or an outpatient department/clinic emergency, Surgicenter.

What data will be reported:

1. Total number of participants

2. Total number of participants by (aggregate) same diagnosis and;

3. Specific reason including diagnosis.

Frequency: Quarterly

How to use the measure: Review those with high usage to determine if intervention by the PACE organization could have prevented some of the visits to the ER.

8) Unusual Incidents for Participants and the PACE site (to include staff if 

Participant was involved)

Definition: Unanticipated circumstances, occurrences or situation which have the potential for serious consequences for the participants.  Examples include, but are not limited to: falls at home or the adult day health center, falls while getting into the van, van accidents other than falls, participant suicide or attempted suicide, staff criminal records, infectious or communicable disease outbreaks, food poisoning, fire or other disasters, participant injury that required follow-up medical treatment, participant injury on equipment, lawsuits, medication errors and any type of restraint use.  This is not inclusive list, so we would expect PACE sites to submit quarterly information on any unanticipated situations that occur.

What data will be reported: Number of unusual incidents aggregated by reason.

Frequency: Quarterly

How to use the measure: Analyze categories focusing on whether these incidents were preventable, what steps were taken to resolve the problem, and what changes are being made to improve prevention.  Is there a pattern that indicates a need for follow-up to investigate health and safety issues and procedures?  Is this a program (e.g. negligence by staff) or a participant problem (e.g. verbal outbursts by participant with mental illness or severe dementia)?

9) Deaths

Definition: Death of participants during the given reporting period.

What data will be reported:

1. Number of participants (can be aggregated by reason and setting, if same):

2. Number of deaths

3. Setting of the participant’s death; and 

4. Cause of the participant’s death

Frequency: Quarterly

How to use the measure: Analysis to determine if there is a problem indicating inappropriate setting for the participant or problems with accessibility to 24-hour care.  Because of the link between the number of deaths and enrollment, this information may also indicate if the PACE organization is maintaining an appropriate census to remain fiscally viable.

The data submitted must come exclusively from the PACE organization, not the parent organization.  If the PACE organization has more than one site of care/treatment, each site must be identified separately.

Appendix 24 Money Follows the Person Budget Form

	Money Follows the Person Demonstration

	Budget Proposal

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Instructions:  Please fill in only the cells higlighted yellow.  All other cells will autopopulate.  Please DO NOT alter any formulas.

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	State Name
	Virginia
	
	State FMAP*
	0.5
	
	Enhanced
	0.75

	*  FFY 2007 FMAP should be expressed as a decimal.  (If the FMAP is 68.32%, it should be .6832.)
	
	

	
	
	
	
	
	
	
	

	Populations to be Transitioned (unduplicated count**)
	
	
	
	
	

	 
	Elderly
	MR/DD
	Physically Disabled
	Mental Illness
	Dual Diagnosis
	
	

	FFY*** 2007
	0
	0
	0
	0
	0
	
	

	FFY 2008
	25
	28
	28
	0
	0
	
	

	FFY 2009
	100
	110
	110
	0
	0
	
	

	FFY 2010
	100
	110
	110
	0
	0
	
	

	FFY 2011
	100
	110
	110
	0
	0
	
	

	Total
	325
	358
	358
	0
	0
	
	

	 
	1041
	
	

	Populations for Dual Diagnosis:
	
	 
	 
	 
	 
	
	

	
	
	
	
	
	
	
	

	**  Unduplicated Count - Each individual is only counted once in the year that that they physically transition.

	***  All population counts and budget estimates should be based on the Federal Fiscal Years indicated.

	
	
	
	
	
	
	
	

	Demonsration Budget
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Total
	Rate
	Total Costs
	Federal
	State
	
	
	

	Qualified HCBS****
	 
	     15,348,387 
	  11,511,290 
	         3,837,097 
	
	
	

	Demonstration HCBS****
	 
	       6,194,496 
	    4,645,872 
	         1,548,624 
	
	
	

	Supplemental****
	 
	                  -   
	               -   
	                    -   
	
	
	

	Administrative - Normal*****
	 
	       3,378,927 
	    1,689,464 
	         1,689,464 
	
	
	

	Administrative - 75%*****
	 
	       1,319,040 
	       989,280 
	            329,760 
	
	
	

	Administrative - 90%*****
	 
	                  -   
	               -   
	                    -   
	
	
	

	State Evaluation
	 
	                  -   
	               -   
	                    -   
	
	
	

	Total
	 
	     26,240,850 
	  18,835,906 
	         7,404,944 
	
	
	

	
	
	
	
	
	
	
	

	Per Capita Service Costs
	           20,694 
	
	
	
	
	
	

	Per Capita Admin Costs
	             4,513 
	
	
	
	
	
	

	Rebalancing Fund******
	      5,385,721 
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	****  Qualified HCBS Services, Demonstration HCBS Services and Supplemental Services were defined in the RFP.

	*****  Administration - Normal should include all costs that adhere to CFR Title 42, Section 433(b)(7) Administrative - 75% should include all costs that adhere to CFR Title 42, Sections 433(b)(4) and 433(b)(10)  Administrativ - 90% should include all costs that adhere to CFR Title 42 Section 433(b)(3)

	******  The Rebalancing Fund is a calculation devised by CMS to estimate the amount of State savings realized because of the enhanced FMAP rate that could be reinvested into rebalancing benchmarks.

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	FFY 2007
	Rate
	Total Costs
	Federal
	State
	
	
	

	Qualified HCBS
	0.75
	                  -   
	               -   
	                    -   
	
	
	

	Demonstration HCBS
	0.75
	                  -   
	               -   
	                    -   
	
	
	

	Supplemental
	0.5
	                  -   
	               -   
	                    -   
	
	
	

	Administrative - Normal
	0.5
	           16,551 
	          8,276 
	               8,276 
	
	
	

	Administrative - 75%
	0.75
	                  -   
	               -   
	                    -   
	
	
	

	Administrative - 90%
	0.9
	                  -   
	               -   
	                    -   
	
	
	

	State Evaluation
	0.5
	                  -   
	               -   
	                    -   
	
	
	

	Total
	 
	           16,551 
	          8,276 
	               8,276 
	
	
	

	
	
	
	
	
	
	
	

	FFY 2008
	Rate
	 Total Costs 
	 Federal 
	 State 
	
	
	

	Qualified HCBS
	0.75
	          819,654 
	       614,741 
	            204,914 
	
	
	

	Demonstration HCBS
	0.75
	          441,450 
	       331,088 
	            110,363 
	
	
	

	Supplemental
	0.5
	                  -   
	               -   
	                    -   
	
	
	

	Administrative - Normal
	0.5
	          503,404 
	       251,702 
	            251,702 
	
	
	

	Administrative - 75%
	0.75
	          479,760 
	       359,820 
	            119,940 
	
	
	

	Administrative - 90%
	0.9
	                  -   
	               -   
	                    -   
	
	
	

	State Evaluation
	0.5
	                  -   
	               -   
	                    -   
	
	
	

	Total
	 
	       2,244,268 
	    1,557,350 
	            686,918 
	
	
	

	
	
	
	
	
	
	
	

	FFY 2009
	Rate
	 Total Costs 
	 Federal 
	 State 
	
	
	

	Qualified HCBS
	0.75
	       4,842,911 
	    3,632,183 
	         1,210,728 
	
	
	

	Demonstration HCBS
	0.75
	       1,917,682 
	    1,438,262 
	            479,421 
	
	
	

	Supplemental
	0.5
	 
	               -   
	                    -   
	
	
	

	Administrative - Normal
	0.5
	          689,364 
	       344,682 
	            344,682 
	
	
	

	Administrative - 75%
	0.75
	          279,760 
	       209,820 
	             69,940 
	
	
	

	Administrative - 90%
	0.9
	                  -   
	               -   
	                    -   
	
	
	

	State Evaluation
	0.5
	                  -   
	               -   
	                    -   
	
	
	

	Total
	 
	       7,729,717 
	    5,624,947 
	         2,104,770 
	
	
	

	
	
	
	
	
	
	
	

	FFY 2010
	Rate
	 Total Costs 
	 Federal 
	 State 
	
	
	

	Qualified HCBS
	0.75
	       4,842,911 
	    3,632,183 
	         1,210,728 
	
	
	

	Demonstration HCBS
	0.75
	       1,917,682 
	    1,438,262 
	            479,421 
	
	
	

	Supplemental
	0.5
	                  -   
	               -   
	                    -   
	
	
	

	Administrative - Normal
	0.5
	          952,324 
	       476,162 
	            476,162 
	
	
	

	Administrative - 75%
	0.75
	          279,760 
	       209,820 
	             69,940 
	
	
	

	Administrative - 90%
	0.9
	                  -   
	               -   
	                    -   
	
	
	

	State Evaluation
	0.5
	                  -   
	               -   
	                    -   
	
	
	

	Total
	 
	       7,992,677 
	    5,756,427 
	         2,236,250 
	
	
	

	
	
	
	
	
	
	
	

	FFY 2011
	Rate
	 Total Costs 
	 Federal 
	 State 
	
	
	

	Qualified HCBS
	0.75
	       4,842,911 
	    3,632,183 
	         1,210,728 
	
	
	

	Demonstration HCBS
	0.75
	       1,917,682 
	    1,438,262 
	            479,421 
	
	
	

	Supplemental
	0.5
	                  -   
	               -   
	                    -   
	
	
	

	Administrative - Normal
	0.5
	       1,217,284 
	       608,642 
	            608,642 
	
	
	

	Administrative - 75%
	0.75
	          279,760 
	       209,820 
	             69,940 
	
	
	

	Administrative - 90%
	0.9
	                  -   
	               -   
	                    -   
	
	
	

	State Evaluation
	0.5
	                  -   
	               -   
	                    -   
	
	
	

	Total
	 
	       8,257,637 
	    5,888,907 
	         2,368,730 
	
	
	


Appendix 25 Application for Federal Assistance
OMB Number:  4040-0004

Expiration Date:  01/31/2009
	Application for Federal Assistance SF-424 






                   Version 02

	*1.  Type of Submission:

 FORMCHECKBOX 
  Preapplication

 FORMCHECKBOX 
  Application

 FORMCHECKBOX 
  Changed/Corrected Application
	*2.  Type of Application

 FORMCHECKBOX 
  New

 FORMCHECKBOX 
  Continuation

 FORMCHECKBOX 
 Revision 
	* If Revision, select appropriate letter(s)

 FORMDROPDOWN 

 FORMDROPDOWN 


	
	
	*Other (Specify)

     



	3.  Date Received
:

4.  Applicant Identifier:

     




     

	5a.  Federal Entity Identifier:

     
	*5b.  Federal Award Identifier:

     

	State Use Only:

	6.  Date Received by State:        
	7.  State Application Identifier:       

	8.  APPLICANT INFORMATION: 

	*a.  Legal Name:  Virginia Department of Medical Assistance Services




	*b.  Employer/Taxpayer Identification Number (EIN/TIN):

54-1308981


	*c.  Organizational DUNS:

809740467



	d.  Address:

	*Street 1:

600 East Broad Street




	  Street 2:

Suite 1300




	*City:


Richmond




	  County:

     




	*State:


Virginia




	   Province:

     




	 *Country:

United States




	*Zip / Postal Code
23219




	e.  Organizational Unit:

	Department Name:

     
	Division Name:

Policy and Research

	 f.  Name and contact information of person to be contacted on matters involving this application:

	Prefix:

Ms


*First Name:    Karen



	Middle Name:
K.



	*Last Name:
Lawson



	Suffix:

     



	Title:

Policy and Research Manager



	 Organizational Affiliation:

     





	 *Telephone Number:   804-225-2364


  Fax Number:  804-786-1680



	 *Email:    karen.lawson@dmas.virginia.gov



	

	OMB Number:  4040-0004

Expiration Date:  01/31/2009

	Application for Federal Assistance SF-424 







   Version 02

	*9. Type of Applicant 1: Select Applicant Type:

  FORMDROPDOWN 


	Type of Applicant 2:  Select Applicant Type:

 FORMDROPDOWN 


	Type of Applicant 3:  Select  Applicant Type:

 FORMDROPDOWN 


	*Other (Specify)

     

	*10 Name of Federal Agency:

Centers for Medicare and Medicaid Services

	11. Catalog of Federal Domestic Assistance Number:

93.779



CFDA Title:

Centers for Medicare and Medicaid Services (CMS) 






	*12  Funding Opportunity Number:

HHS-2007-CMS-RCMFTP-0003



*Title:

Money Follows the Person Rebalancing Demonstration






	13. Competition Identification Number:

     



Title:

     






	14. Areas Affected by Project (Cities, Counties, States, etc.):

     


	*15.  Descriptive Title of Applicant’s Project:

Virginia's Money Follows the Person Demonstration


	OMB Number:  4040-0004

Expiration Date:  01/31/2009

	Application for Federal Assistance SF-424 







   Version 02

	16. Congressional Districts Of:

*a. Applicant:  VA-003





*b. Program/Project:  VA-003

	17.  Proposed Project:

*a. Start Date:  07/01/2008





*b. End Date:  09/30/2011

	18. Estimated Funding ($):

	*a.  Federal

*b.  Applicant

*c.  State

*d.  Local

*e.  Other

*f.  Program Income

*g.  TOTAL
	     
	

	
	     
	

	
	     
	

	
	     
	

	
	     
	

	
	     
	

	
	
	

	*19.  Is Application Subject to Review By State Under Executive Order 12372 Process?

 FORMCHECKBOX 
  a.  This application was made available to the State under the Executive Order 12372 Process for review on      
 FORMCHECKBOX 
  b. Program is subject to E.O. 12372 but has not been selected by the State for review.

 FORMCHECKBOX 
  c.  Program is not covered by E. O. 12372

	*20.  Is the Applicant Delinquent On Any Federal Debt?  (If “Yes”, provide explanation.)

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No


	21. *By signing this application, I certify (1) to the statements contained in the list of certifications** and (2) that the statements herein are true, complete and accurate to the best of my knowledge.  I also provide the required assurances** and agree to comply with any resulting terms if I accept an award.  I am aware that any false, fictitious, or fraudulent statements or claims may subject me to criminal, civil, or administrative penalties.  (U. S. Code, Title 218, Section 1001)

 FORMCHECKBOX 
  ** I AGREE

** The list of certifications and assurances, or an internet site where you may obtain this list, is contained in the announcement or agency specific instructions

	Authorized Representative:

	Prefix:

Mr.



*First Name:  Patrick


                  
Middle Name:
W



*Last Name:
Finnerty



Suffix:

     




	*Title:  Director



	*Telephone Number:  804-786-8099
	Fax Number:  804-371-4981



	* Email:  patrick.finnerty@dmas.virginia.gov

	*Signature of Authorized Representative:  Patrick W. Finnerty
	*Date Signed:  06-11-08



Authorized for Local Reproduction                                                                                                                  Standard Form 424 (Revised 10/2005)

                                                                                                                                                                               Prescribed by OMB Circular A-102

	OMB Number:  4040-0004

Expiration Date:  01/31/2009

	Application for Federal Assistance SF-424 







   Version 02

	*Applicant Federal Debt Delinquency Explanation

The following should contain an explanation if the Applicant organization is delinquent of any Federal Debt.  

     




No matter how you are referred to the Money Follows the Person Project, you will not be required to participate; it is ALWAYS YOUR CHOICE!








 YOUR LOCAL CONTACT FOR FURTHER INFORMATION:





Name:


Address:





Phone Number:


E-Mail Address:








Always call 911 if you are dealing with an IMMEDIATE crisis involving a threat to your health, safety, or life!





You are strongly encouraged to research, visit, and evaluate any residential setting you are considering before you make the decision to transition to that setting.





   Governor





Secretaries of Health/ Human Resources and Commerce and Trade





Community Integration Advisory Commission





Office of Community Integration for People with Disabilities





Department of Medical Assistance Services





Transformation Leadership Team








State Work Group





Regional Empowerment Teams





NF and LSH Protocol Subcommittee





ICFs/MR Protocol Subcommittee





Generic Protocol Sections Subcommittee





MFP Housing Task Force





MFP Housing Task Force Work Group





YOUR LOCAL CONTACT FOR FURTHER INFORMATION:





Name:


Address:





Phone Number:


E-Mail Address:


































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































* The information in this Appendix has been provided by the public transportation providers themselves and may become outdated.  You should contact the provider directly for information specific to your needs.  Information on new providers can be obtained at www.drpt.virginia.gov.
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HOW TO REQUEST AN APPEAL/REVIEW


You have the right to request an appeal or review of any action related to initial or continued eligibility for Medicaid, FAMIS, and State and Local Hospitalization coverage.  This includes delayed processing of your application, actions to deny your request for medical services, or actions to reduce or terminate coverage after your eligibility has been determined.


To request an appeal or review, notify us in writing of the action you disagree with within 30 days of receipt of the agency’s notice about the action.  You may write a letter or complete an Appeal Request Form.  Forms are available on the Internet at: www.dmas.state.va.us.


Be specific about what you want us to review and include a copy of the notice about the action if you have it.  Be sure to sign the letter or form.


Please mail appeal/review requests to the:


Appeals Division


Department of Medical Assistance Services


600 E. Broad Street


Richmond, Virginia  23219


(804) 371-8488


Appeal/review requests may also be faxed to:


(804) 371-8491

For reduction or termination of coverage, if your request is made before the effective date of the action and the action is subject to appeal/review, your coverage may continue pending the outcome of the appeal/review.


BEFORE THE HEARING


You will receive an APPEAL SUMMARY from the agency that made the decision on your case.  The Appeal Summary tells you how the agency made its decision.  It will describe the facts and program policy that the agency used in the decision.  PLEASE READ the Appeal Summary carefully.   If you think that any of the information on the Appeal Summary is incorrect, please tell the Hearing Officer at the hearing.


You are not required to have an attorney.  If you DO get legal help, please let the Hearing Officer know before the date of your hearing by submitting this information in writing.


If you cannot come to the hearing yourself, you can have a relative or other person present the facts as you see them.  If you want someone else to do this, you must let the Hearing Officer know in writing before the hearing or on the day of the hearing.


Please remember to bring to the hearing all documents and people you need to present your case.


If you are unable to keep your hearing appointment, you must notify the Hearing Officer or the local agency at least 3 days in advance.


AT THE HEARING


The Hearing Officer will identify and introduce the people at the hearing.  The Hearing Officer will explain the APPEAL ISSUE(S) and the procedures that the hearing will follow.


All witnesses must swear or affirm to tell the truth.  The hearing is informal, but will be recorded so that an accurate record can be made.  The Hearing Officer will have an agency representative describe the decision made on your case and explain why the action was taken.


Next, the Hearing Officer will give you or your representative an opportunity to present facts and tell why you disagree with the agency’s decision.  You may ask the agency representative(s) questions about the  decision.   You may  also give  information or bring witnesses to the hearing to help explain why you disagree with the decision.  However, any information given must relate to the APPEAL ISSUE(S).


The Hearing Officer may ask questions of you and the agency representative(s).  Before the hearing is over, the Hearing Officer will ask if you have presented all that you want to be considered.


The Hearing Officer will also ask you if all of your questions about the APPEAL ISSUE(S) have been addressed. Remember that all documentation and information must be presented at the hearing.  The Hearing Officer will then explain how the appeal process continues and, if there are no questions, the hearing will be closed.


AFTER THE HEARING


The appeal record will be evaluated by the Hearing Officer who will research policy and regulations related to your issue(s), write a summary of relevant facts, and send you the decision.


The Appeal Decision Packet will include the Hearing Officer’s decision, all evidence and documentation, and copies of policy and regulations used to make the decision.


If you disagree with the Hearing Officer’s decision, the next level of appeal is to your local Circuit Court. You will be sent information about this process.


THE HEARING OFFICER CAN


· Decide if the agency correctly closed or denied your case or correctly denied or reduced services under established policy.


· Make one of three decisions:


· Sustain (agree with) the agency’s decision.


· Remand (send the case back) for more information and evaluation.


· Reverse (overturn) the agency’s decision.


THE HEARING OFFICER CANNOT

· Accept information that is submitted after the hearing record is closed.


· Rule on things that are brought up at the hearing that do not relate to the APPEAL ISSUE(S).


· Change income limits that are within the per-missible range allowed by law.


· Change or make exceptions to policy or law.


· Give you a decision the day of the hearing or by telephone.


HEARING OFFICER MUST DECIDE WITHIN 90 DAYS


The Hearing Officer must make a decision within 90 days from the date the Appeal Division received your hearing request.  If you need extra time and request that your hearing be rescheduled, the Hearing Officer gets extra time to make the decision.


Requests for delay by you or your authorized representative extend the 90-day time frame.  The amount of extra time is explained below:


· If you ask to keep the record open after the hearing, the 90-day time limit will be extended by the number of days the record is left open.


2.
If you ask to postpone the hearing within 30 days of the request for hearing, the 90-day time limit will be extended by the number of days from the date when the first hearing was scheduled until the date to which the hearing is rescheduled.


3.
If you ask to postpone the hearing within 31 to 60 days of the request for a hearing, the 90-day time limit will be extended by 1.5 times the number of days from the date when the first hearing was scheduled until the date to which the hearing is rescheduled.


4.
If you ask to postpone the hearing within 61 to 90 days of the request for a hearing, the 90-day time limit will be extended by 2 times the number of days from the date when the first hearing was scheduled until the date to which the hearing is rescheduled.


The Hearing Officer will make all reasonable efforts to reschedule the hearing to the earliest date possible.  If you ask for a delay at the hearing, the Hearing Officer will tell you the number of days of delay.  If you ask for a delay any other time, the Hearing Officer will send you a letter telling you the number of days of delay.


IF DECISION IS NOT ISSUED WITHIN 90 DAYS

Call the Medicaid Appeal Line during regular business hours at (804) 786-6048 if your decision has not arrived within 93 days (90 days to issue the decision and 3 days for mailing).  If you have asked for a delay, call this number when the decision is overdue.  When you call, tell us the date your hearing was held.  You may also appeal the delay to your local circuit court.


If the Medicaid Appeal Line is long distance for you, call (804) 786-6048, leave your phone number, and ask for an immediate call back.  Sorry!  We cannot accept collect calls.


If the decision on your case has not been made on time, DMAS will immediately investigate your case. We will notify you and any authorized representative within three business days of the results of the investigation.  We will tell you how to appeal the delay to your local circuit court.  We will also give you the name, address and telephone number of a legal aid office in your area, which may be able to help.
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Appendix 19 Department of Medical Assistance Services and Governor’s Office
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