
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.

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.
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