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Application Narrative Part 1:  Systems Assessment and Gap Analysis

Virginia organized three Money Follows the Person (MFP) groups to identify rebalancing needs, compile the grant application, and review the application during its development. These groups were designed to ensure maximum consumer input throughout all phases of the grant application. A Stakeholder Group initially convened to determine the target population and the services needed for transitions. Then a large Steering Committee was created to allow stakeholders to advise the Grant Writing Team on its efforts. The Grant Writing Team itself was comprised of consumer and family representatives. A complete description of the three groups, the members, and the timeline used appear in Appendix 1.  

1.  A description of current LTC support systems that provide institutional and home and community-based services (HCBS), including any major legislative initiatives that have affected the system.  Virginia’s institutional LTC support systems include: (a) Five public and 268 private nursing facilities (NFs) with a total bed capacity of 31,579. Of these, 238 facilities served 27,729 Medicaid recipients
 and 27,708 in ‘04. Less than one percent (0.3%) of residents was under age 21, 15.5% were ages 21 to 64, and 84.2% were age 65 or older. Services include: 24-hour nursing supervision, social services, activities, rehabilitation, medical care, nutritional supervision, and medication administration; (b) LTC units in 19 licensed acute care hospitals with a total bed capacity of 1,075; (c) Two long-stay hospitals (LSHs) providing care to 105 Medicaid recipients.  People in LSHs require more intensive services than those available in regular NFs, including ventilator weaning and rehabilitation from multiple organ failures; (d) Five state-operated and 30 non-state-operated Intermediate Care Facilities for the Mentally Retarded (ICFs/MR), serving 1,982 individuals (1,992 in ‘04); Of these people, 7% were under the age of 21; 77% were ages 21 to 64; and 16% were 65 or older; and (e) Seven state-operated mental health (MH) facilities, one state-operated skilled NF, one center for children and adolescents, and one geriatric hospital, which collectively served 640 people (835 in ‘04). 

Virginia’s home and community-based services LTC support systems include:

(a) The Virginia Department for the Aging (VDA) oversees programs funded through the Older Americans Act (OAA) and serves as an educational and outreach resource as well as a central referral agency for direct services provided by 25 local Area Agencies on Aging (AAAs). It also administers the Virginia Public Guardianship and Conservator Program;
(b) Approximately 204 home health service providers offer nursing, home health aide, and physical, occupational, and speech therapies to 3,299 Medicaid recipients;

(c) The Department of Rehabilitative Services (DRS) administers the state-funded Personal Assistance Services (PAS) program, which provides consumer directed personal care to people with physical disabilities or brain injury (198 persons) who require assistance in performing non-medical activities of daily living (ADLs) and do not qualify for Medicaid HCBS waiver PAS;  (d) The Department of Mental Health, Mental Retardation and Substance Abuse Services (DMHMRSAS) is responsible for planning, licensing, monitoring, and overseeing publicly funded services for persons with mental illness (MI) and mental retardation (MR) living in the community and contracts with 40 local government Community Services Boards (CSBs). CSBs deliver community-based MR and MH services either directly or through contracts with private providers. CSBs are single points of entry with responsibility and authority for assessing individual needs, accessing a comprehensive array of services and supports, and managing state-controlled funds for community-based services.  The CSBs served 26,050 individuals with MR and 109,175 with MI;

(e) The Department of Social Services (DSS) licenses and monitors Assisted Living Facilities (ALFs) and administers the Auxiliary Grant (AG), the state’s Supplemental Security Income (SSI) supplement for ALF residents; 5,317 ALF residents and 16 adult foster care residents received AGs;

(f) Sixteen Centers for Independent Living (CILs) serve as a primary resource for community living supports, provide advocacy, offer information and referral, peer counseling, and independent living skills training. Approximately 8,000 individuals were served; and

(g) Over 761 private providers serve people, and provide the majority of support for various waiver services. For example, currently 75% of the Virginia’s MR Waiver residential options are privately operated.

There have been several major legislative and related initiatives in Virginia to support community integration, but a more comprehensive, sustained focus began in 2002. At that time, the Virginia General Assembly (VGA) and the Governor created a statewide Task Force to recommend how Virginia should implement the Olmstead v. L.C. decision. The Task Force, with over 70 people with disabilities, family members, advocates, providers, state agencies, local government representatives and legislators, used a cross-disability approach and issued a final report, One Community, in September 2003 containing a consensus vision ratified each year (Appendix 2). This cross-disability, cross-governmental commitment to community integration has continued via three consecutive Executive Orders (EOs): 61 (2004); 84 (2005); and 2 (2006), which established and continued:

(a) A 22-state agency, two-Council, four-Cabinet Secretary, Community Integration Implementation Team (CIIT) to implement community integration initiatives;

(b) A 21-member cross-disability Stakeholder Advisory Group (SAG) to monitor the work of and advise the CIIT; and

(c) A Director of Community Integration in the Governor’s Office.  The SAG was codified July 1, 2006 as a 21-member Community Integration Advisory Commission (CIAC), with appointments (the majority of whom are people with disabilities) dispersed among the Governor, the VGA Senate Rules Committee, and the Speaker of the House.
In 2004, the VGA significantly added to the Governor’s $42.5 million community integration budget package.  Examples of other successful initiatives include:

(a) Merging the Consumer Directed-Personal Assistance Services (CD-PAS) and Elderly & Disabled Waivers to create the EDCD Waiver;

(b) Creating new Day Support (DS) and Alzheimer’s Waivers;

(c) Adding MR and Developmental Disabilities (DD) Waiver slots, including slots allocated to children under the age of six;

(d) Increasing HCBS and other provider reimbursement rates;

(e) Increasing the personal maintenance allowance (PMA) from 100% to 165% of SSI;

(f) Adding $500 million for a MR, MH and SA services systems transformation initiative;

(g) Reviewing the MR Waiver with stakeholders to determine how it can be improved to provide a person-centered, individualized support focus;

(h) Completing a cost and feasibility report for community-based alternatives to ICFs/MR (House Document (HD) 76) which includes strategies for: increasing MR and DS Waiver rates and efficiencies (i.e., CD and personal budgets); developing community alternatives for state-operated ICFs/MR residents; developing community infrastructure to better meet the needs of people whose only current option is admission or readmission to a state ICFs/MR; and reducing state ICFs/MR sizes, refocusing their purpose and function;

(i) Establishing a Statewide Advisory Council for Integration of Community-based Services to implement “No Wrong Door,” which focuses on broad and timely access to services; and

(j) Undertaking an Integration of Acute and LTC Initiative to provide appropriate managed care to seniors and persons with disabilities.  
Legislators use several commissions to evaluate the state of Virginia’s LTC system. The Disability Commission examines issues and services specific to individuals with physical and sensory disabilities. The Joint Legislative Audit and Review Commission (JLARC) recently evaluated the LTC system, including HCBS waivers and provider reimbursement rates. The Joint Commission on Health Care examines many health care issues and sponsored legislation to increase the PMA. As seen in Appendix 3, many Virginia legislators champion long-term system change and support this grant opportunity. 
2.  An assessment of what is in place and working to rebalance the State’s resources, i.e., to increase the use of HCBS rather than institutional, long-term care services. A strong collaborative structure exists in both the Governor’s office and the Executive Branch to coordinate and continually build upon rebalancing efforts. In 2005, the SAG and the CIIT set priorities for community integration, and in 2006 developed a Comprehensive, Cross-Governmental Strategic Plan to Assure the Continued Community Integration of People with Disabilities that will be annually updated. Rebalancing resources between institutional and HCBS programs is a major focus of this plan. The CIIT provides an ongoing forum for aging, disability, other Health and Human Resources (HHR) agencies and non-HHR agencies to discuss community integration policy implementation. Among the non-HHR agencies are the Virginia Housing Development Authority (VHDA), the Departments of Housing and Community Development (DHCD), Rail and Public Transportation, Veteran’s Services and Education, the Community Colleges System (VCCS), the State Council on Higher Education for Virginia, and the Fair Housing Office and the Employment Commission. CIIT members are required to advise their agency directors or cabinet secretaries about needed integration initiatives; reinforcing the rebalancing goals of the Strategic Plan. The SAG provides ongoing monitoring of the CIIT’s progress and holds the CIIT accountable for its efforts. Several Executive Branch entities (see Appendix 4) also use input from stakeholder groups to improve HCB services. Examples  include; workgroups that assist with each HCBS waiver application, workgroups that plan for MH, MR and SA services, an Advisory Committee assisted with strengthening adult protective services (APS) laws, a series of ongoing Community Conversations to receive citizen input on aging issues, and Governor’s Conferences on Aging (to be held in Fall 2007) and Housing (held annually) will occur as well as utilization of an advisory board to ensure that homeownership and rental programs promote choice and independence for people with disabilities.  Letters of support and endorsement from key state agency partners are in Appendix 3.  

Virginia has several specific rebalancing initiatives in place to move toward HCB services, thereby supporting implementation of a successful MFP Demonstration.  They include: 

(a) Programs for All-Inclusive Care for the Elderly (PACE) that were established in 1996. Virginia’s current pre-PACE site served 125 individuals and will expand in 2007 to full PACE status.  A large initiative is underway to replicate PACE sites statewide in 2007.  Two AAAs recently received grant funding to build one-stop PACE facilities to serve over 100 people in the first year.  The VGA appropriated $1.5 million in PACE program start up funding for SFY ‘07, and CMS awarded Virginia a grant in September 2006 to develop rural PACE programs;

(b) A NF Transition grant awarded by the Virginia Board for People with Disabilities (VBPD) to the Virginia Association of Centers for Independent Living (VACIL) will help individuals transition into the community.  Transition coordinators at the 16 CILs are contacting every NF in Virginia, providing information to Medicaid recipients with disabilities who live in NFs, and gathering information that will inform policy makers of the needs and barriers facing people who want to transition;

(c) HCBS providers received rate increases ranging between 3% and 10% in SFY ’06;

(d) Slots were added to the MR and DD Waivers in SFY ’07-’08:  110 slots for children under the age of six; 149 ICFs/MR discharge slots; and 279 MR and DD slots for the community;

(e) HD 76 proposes a plan for transforming the MR system to build community capacity and move people from state ICFs/MR if they choose to do so;

(f) Plans are in place to decrease the number of state ICFs/MR beds by 300 in the next four years (g) The Partnership for People with Disabilities’ (“The Partnership”) Rebalancing Initiative is a three-year Real Choice Systems Change (RCSC) grant in collaboration with DMHMRSAS that focuses on increasing person center planning (PCP), informed choice and self-direction, and creates opportunities for people to choose, design, and manage needed community support and services;

(h) In July 2005, a new DS Waiver for people with MR was implemented, resulting in an opportunity to serve 300 people on the MR Waiver wait list; and

(i) DMHMRSAS’ Discharge Assistance Program (DAP), providing $20.2 million in state funds to 873 people discharged from state MH facilities, has a 5% MH facility readmission rate. 
3.  A description of current funding mechanisms, including those that restrict the flexible use of Medicaid funds to support individuals living in the community.  Virginia’s Medicaid institutional and community services funding is contained within one budget. However, there is no mechanism within the rate setting structure for HCBS providers to receive automatic inflation and cost of living adjustments and no regularity or predictability to the VGA’s appropriation of community services provider rate increases.  Until July 1, 2006 MR Waiver rates increased less than 5% in a 13-year period.  In some areas of the state, Medicaid fees do not cover the cost of providing services, creating challenges in attracting and retaining a qualified workforce. In contrast, NFs, state ICFs/MR, and MH facilities receive an annual payment update from the VGA.  Despite this, VGA has appropriated funds to increase MR and DD Waiver slots, other than the MR and DD Waivers there are no wait lists for HCBS waivers. Several other mechanisms restrict flexible use of Medicaid funding or pose barriers to offering more HCB services, including:

(a) The IT payment system does not permit payment for a service delivered in the community to a resident of an institution, increasing the challenges of adding transition services to the waivers; (b) The ability to enroll, pay, and track consumer directed (CD) attendant payments, while ensuring payments are made correctly and within established guidelines, has been challenging.  A new fiscal intermediary is working with DMAS on the current volume of CD payments and tracking to expand capacity as CD services grow;

(c) MR and DD community services are dependent upon the number and availability of slots for which funding has been appropriated, resulting in wait lists for community services.  As of October 4, 2006, 649 individuals are on the wait list for DD Waiver services; 1,639 are on the MR Waiver Urgent wait list; and 1,689 are on the MR Waiver Non-Urgent wait list;

(d) Nationally, non-state operated ICFs/MR are decreasing, and interest in developing new ones has slowed; however, in Virginia the number is growing, with renewed interest in growth due to limited waiver funds and long DD and MR Waiver wait lists. DMHMRSAS, with the assistance of The Advisory Consortium on Intellectual Disabilities (TACID), has identified strategies to address the growth of the ICFs/MR, including building waiver capacity, balancing fiscal resources, promoting person-centered planning (PCP), and increasing collaboration. The strategies, currently in draft form, will be finalized and distributed statewide;

 (e) Despite a significant increase in the PMA (from 100% to 165% of SSI) on July 1, 2006, some HCBS waiver recipients need another increase so community living is a viable option;

(f) Specialized services as determined by Preadmission Screening and Resident Review (PASARR) for people with MR and related conditions living in NFs have not significantly increased since the program’s inception in 1990, and all funds for OBRA specialized services are state general funds;

(g) Affordable, accessible housing is unavailable to many people for a variety of reasons, including insufficient state and federal funding mechanisms;

(h) Two separate sources of state funds support the DRS PAS program; one for individuals with physical disabilities, another for individuals with brain injury (BI); the program has limited funding ($2.6 million for regular PAS and $.08 million for BI-PAS in SFY ‘07); and a wait list;

(i) Supported employment providers are restricted under DRS vendor agreements to accept a reduced rate from Medicaid for the same service.  The Medicaid rates for supported employment have not been adequately increased to be more comparable to DRS rates; and

(j) Individuals who have been institutionalized for an extended time have difficulty returning to the community without transition funds needed for rent, utility deposits, household goods, etc.
4.  A description of the various systems of care, waivers, and SPAs that are utilized by the State to provide home and community-based supports and services.   Virginia has seven HCBS waivers serving the following number of people: EDCD-11,901; MR-6,421; DD- 338; Technology Assisted (Tech)- 363; and HIV/AIDS- 213. See Appendix 5 for a complete description of each waiver’s services.  Virginia has been resourceful over the past five years in balancing the state’s budget without cutting Medicaid HCBS by:

(a) Increasing MR and DD Waiver slots during challenging budget periods;

(b) Increasing the Aged, Blind, and Disabled covered populations to 80% of FPL;

(c) Creating CD services in four of seven waivers;

(d) Creating earned income disregards for people seeking waiver services who wish to remain employed and keep more of their earnings;

(e) Increasing the PMA to 165% of SSI;

(f) Adding maintenance services to home health services; and

(g) Creating two new Waivers in 2005—DS and Alzheimer’s.  

Virginia’s HCBS system is highly dependent on a statewide network of HCBS providers. The following number of providers received payment for providing HCBS: AIDS-53; DD-136; EDCD-587; MR-489; and Tech-58. Each provider is only counted once for the service it provided, but most deliver multiple services under more than one waiver. CSBs, e.g., provide numerous waiver services and currently 500 private providers serve persons with MR. Waiver recipients are eligible to receive all other Medicaid State Plan services, including but not limited to home health.
DMHMRSAS plays an important role in the care system by arranging a PASARR to identify people with MI, MR and Related Conditions (RC) living in NFs. This process is required for all applicants/residents of NFs regardless of the individuals' payment status and assists with identifying placement options and levels of support needed for an eventual return to the community. A subcontract to DRS provides specialized services for individuals with RC, and CSBs develop specialized service plans for individuals with MR. One hundred eighty-eight people with MR and 153 with RC received specialized services, and 203 people with MI and 56 with MI/MR were assessed by the PASARR. 

In addition to these agencies, VDA oversees the National Family Caregiver Support Program in Virginia, which benefited 1,962 caregivers. VDA also oversees the state’s Respite Care Initiative Program, which enabled 12 AAAs and three contractors to provide 60,579 hours of respite to 416 individuals with full-time caregivers. The state AAAs offer assistance and referral programs to those transitioning out of NFs in accessing services needed to maintain independence and the state-funded Care Coordination for Elderly Virginians program enables 18 AAAs to coordinate services for seniors experiencing a deficiency in two or more ADLs so they can remain in the community. VDA facilitates a number of coalitions to assist families providing home care such as the Virginia Caregiver Coalition, the Kinship Care Initiative Statewide Task Force and Information Network, and the Alzheimer’s Disease and Related Disorders Commission. Lastly, Virginia’s Aging and Disability Resource Centers (ADRCs) assist families, older adults, and persons with physical disabilities in obtaining and maintaining HCBS.

5.  Current expenditures on long-term and community-based care as well as other measures such as the number of institutional beds versus community placements.   Medicaid expenditures for HCBS have increased from 7% of the total Medicaid LTC budget in SFY ‘85 to 32% in SFY ‘04. “When per-capita long-term care expenditures are disaggregated by institutional care and community-based care services, Virginia still ranks relatively low compared to other states across all services.”
 

	Table 1: Average Per-Capita Costs of Waiver versus Institutionalized Recipients

	
	Waiver Recipients
	Institutionalized Recipients

	All Waiver Recipients
	$28,473
	$41,809

	MR and DD
	47,537
	156,128

	EDCD
	14,823
	34,589


Source: JLARC staff analysis of data in the FY2004 Statistical Record of the Virginia Medicaid Program. 

Virginia served 12,114 persons in HCBS waivers in ‘05 who would otherwise have resided in NFs (10,852 in ‘04), and 6,759 persons who would otherwise have resided in ICFs/MR (5,892 in ‘04). Table 2 shows the number of people served by Medicaid in institutions versus the number of people served by HCBS over the last five years. Although the number of people in the institutions has remained the same, the number of people in HCBS has increased significantly.

	Table 2: Number of People Served by Medicaid

	
	2001
	2002
	2003
	2004
	2005

	ICFs/MR 

(state & non-state operated)
	1,891
	1,840
	1,818
	1,992
	1,982

	NF
	27,240
	27,414
	27,501
	27,708
	27,729

	LSH
	Not Available
	Not Available
	Not Available
	55
	55

	Community (Waiver)
	15,234
	15,558
	16,128
	17,084
	19,236


Source: Statistical Record of the Virginia Medicaid Program and the DMAS Budget. 

6.  A description of any current efforts to provide individuals with opportunities to self-direct their services and supports.  Virginia began using a CD model in 1991 with the DRS PAS Program and led to a CD option in four HCBS waivers to date. Individuals have the option of consumer-directing Medicaid-funded personal assistance, respite and companion services. In addition, people receiving services through their local departments of social services may hire individuals of their choice through locally funded services that include chore, companion, and homemaker services. A 2001 Real Choice Systems Change (RCSC) Grant to DMAS resulted in summaries of individuals’ experiences with CD services, an 80-participant CD Services Network, and brochures and workbooks to assist people to navigate CD services. The Partnership also received a RCSC grant to increase understanding, use, and control of individual integrated PAS and supports (C-PASS) in the waivers. The project is seeking input on satisfaction with services, has developed educational and technical assistance (TA) materials, and will expand the TA network. A survey of 150 individuals across the MR, DD, and EDCD Waivers will inform decision and policy-makers and questions will be considered for incorporation into ongoing quality measures.  In 2005, Virginia received an ADRC grant from CMS and AoA to develop and pilot a “No Wrong Door” system. This grant is creating a sustainable, web-based Community-based Coordinated Services System (CCSS) and informing individuals and family members about service options, including self-directed services.   Virginia received a Systems Transformation Grant in October 2006 to develop individualized budgeting options for HCBS waiver recipients, to be implemented by September 2011.

7.  An overall description of any institutional diversion and/or transitions programs or processes that are currently in operation.  Virginia has several diversion processes and programs that are currently in operation, they include: 

(a) One of the first preadmission screening processes in the nation (“single point of entry”) in 1979 to evaluate and divert people from entering institutional settings through HCBS; 

(b) A Uniform Assessment Instrument (UAI) created in 1995, used statewide and across agencies to evaluate people in need of NF and home based services (Appendix 6) and a Level of Functioning (LOF) assessment used uniformly for persons with MR (Appendix 7); 

(c) “Transforming Virginia’s MH Services System,” a RCSC grant awarded in 2004 to DMHMRSAS, assures Virginia’s MH system transformation and restructuring are based on self-determination, recovery and empowerment, and evidence-based practices of Assertive Community Treatment, Illness Management and Recovery, and Supported Employment; and maximizes opportunities for peer specialists and consumer-operated programs;  

(d) The DRS PAS program has provided an alternative to institutional care for people with physical disabilities since 1991.  Several criteria are used to prioritize applicants; imminent risk of NF placement is the first priority, and enabling employment is a major factor; 

(e) HD 76 proposes a plan to transform the MR system to build community capacity that best supports people with MR through HCBS;  

(f) DMHMRSAS is funding training, mentoring, and endorsing 70 behavioral specialists over the next year at no cost to staff from CSBs, state ICFs/MR, and private providers.  Positive Behavioral Supports (PBS) facilitators will assist in transitioning individuals with behavioral challenges from ICFs/MR; 

(g) DMHMRSAS developed the Discharge Assistance Project (DAP) program in 1996 to provide individualized supports for people with MI who have resided for long periods of time in the state MH facilities and who require a level of specialized community care that would otherwise be unavailable within the scope of existing services and resources.  In addition to serving specific individual needs, enhancing the quality of life and expanding community tenure, DAP has been instrumental in downsizing the state MH facilities; 

(h) Regional Community Support Centers, at two of the five state-operated ICFs/MR, have been extremely successful in supporting individuals who transition to the community by offering specialized services in dentistry, medical specialty areas, and behavioral therapies both on-site and through satellite clinics. These Centers also provide staff training and linkages with universities for the “next generation” of service providers for people with mental retardation.  The Centers support the transition of individuals to the community, from the ICFs/MR, by making services available that either cannot be readily accessed in the community or that require professionals with specialized training and education. DMHMRSAS plans to develop the Centers at all five state-operated ICFs/MR and expand services to ensure statewide coverage; and 

(i) The Virginia Board for People with Disabilities awarded a NF transition grant to the Virginia Association of Centers for Independent Living. The grant will identify and provide information to people with developmental and other disabilities who live in NFs so that they can transition into their own homes if they choose to do so.  Additionally, grant activities will include gathering information that will be used to inform policy makers of the needs and barriers facing people who want to transition out of nursing homes.

8.  An analysis of what shortcomings–“gaps” in the system the State intends to address in the demonstration program.  The following gaps will be addressed by Virginia’s demonstration:

(a) The MFP Grant Decision Team identified the lack of specific waiver services as a barrier to individuals exiting institutional care and being able to successfully remain in the community.  The demonstration design includes the addition of personal emergency response system (PERS), medication monitoring, environmental modifications, and assistive technology to waivers that do not currently offer the services.

(b) The MFP Grant Decision Team identified supported employment as a necessary component of integrated community living. The demonstration design will modify supported employment services to allow individuals to hire their own job coaches.

(c) Governor Warner’s 2005 budget proposals to create a community living (rental) supplement for people with disabilities and fund transition services for the waivers failed in the VGA.  Although these initiatives were previously unsuccessful, the MFP Demonstration will develop a community living supplement for housing and transition services will be added to each of the HCBS waivers.

(d) Despite added funding and slots, the DD and MR Waivers have significant wait lists for services. As a part of this demonstration, Virginia will annually allocate 15 additional slots to the DD Waiver targeted specifically to those transitioning from institutions. Virginia will also secure additional MR Waiver slots each year targeted specifically to those transitioning from state-operated ICFs/MR.

(e) Recipients transitioning to the EDCD Waiver do not have case management services.  The MFP Demonstration will add a transition coordination service to support individuals transitioning from institutional settings into the EDCD Waiver.

(f) Virginia has experienced a significant increase in the use of non-state operated ICFs/MR as placement options for individuals transitioning from state-operated ICFs/MR. The MFP Demonstration will assist Virginia with managing this growth by promoting the development and  use of qualified residences.

In addition to the gaps addressed in the demonstration, Virginia will also examine additional system gaps to include:

· Policy level gaps involving HCB services remain an issue for those receiving CD services.  Virginia will explore the feasibility of allowing spouses and the parents of minor children to be compensated for providing consumer directed services (i.e. personal care).

· Under state regulations, DD Waiver recipients cannot share an apartment or single family dwelling with more than two other recipients of waiver services, with the exception of siblings living in the same dwelling with family. Virginia will examine a regulation revision to align this with the definition of “qualified residence” in the MFP Demonstration.

· Around-the-clock (24 hour) private duty nursing is not available to some individuals in the Tech Waiver who require more than the 16-hour limit to live in the community.  Virginia will examine the feasibility of offering this service to Tech Waiver recipients. 

· Lack of public transportation in many areas of the state precludes people from the mobility they need to fully enjoy the employment, social and other benefits of community living.  The Housing Task Force will include this issue as a part of its study of community living needs.

9.  An analysis of what collaboration among the various programs in the State is necessary to ensure the success of the demonstration program. Virginia has made steady progress in increasing interagency collaboration, both within the HHR secretariat and between the HHR agencies and other state agency partners. The CIIT has served, and will continue to serve, as an ongoing state agency forum for collaboration and coordination of community integration efforts. The CIIT and SAG’s Strategic Plan provides guidance to all agencies on cross-cutting initiatives that can be incorporated into each agency’s own strategic plan. A successful MFP Demonstration and related strategies are an integral part of this Plan, but the demonstration seeks to address the concerns previously discussed through greater collaboration, particularly for housing. 

To that end, DHCD and VHDA were actively involved in developing this application. HOME grant funding, administered by DHCD, will support a portion of home modifications and “bridge rent” for populations targeted under this grant. As part of the demonstration, a housing taskforce will work to draft a community living supplement initiative for consideration by the Governor in the next biennial budget. This Task Force will also educate advocates and the broader disability and housing communities on housing policy and community planning processes to insure that their input is being considered in housing agencies’ Consolidated Plan, the Qualified Allocation Plan and local planning activities. These efforts will be bolstered by a recent draft housing policy, considered by the VGA’s Housing Commission, specifically addresses community integration efforts and the housing needs of people with disabilities and seniors (Appendix 8).       

Collaboration is also necessary to develop an adequate and well-trained workforce, including Direct Support Professionals (DSPs) and informal caregivers. Relationships among the Departments of Labor and Education, state agencies, private sector providers, employment agencies, vocational schools, and persons with disabilities must be cultivated to make the vocation of DSP a more desirable career and create a career ladder. Virginia currently is working on the expansion of the College of Direct Support to allow DSPs from private providers, CSBs, and state ICFs/MR to access web-based courses. Over 3,740 DSPs have received training to date. Virginia will also build upon previous grant-funded direct service workforce initiatives, including the Enhanced Care Attendant Training.  
10.  What systems, procedures and policies are in place to monitor and address (i.e., track, identify, and correct) deficiencies related to quality assurance for eligible individuals receiving Medicaid HCBS and provide for continuous quality improvement services. Primary responsibility for HCBS quality management (QM) resides within DMAS. While DMHMRSAS is responsible for daily operation, licensing, human rights and some of the QM components of the MR Waiver, DMAS maintains responsibility for MR Waiver oversight and operational responsibility for the other waivers. The HCBS system includes the ability to evaluate participant access, provider capacity and capabilities, and participant satisfaction on a limited basis. The MR Waiver has a Family/Guardian Satisfaction Survey (Appendix 9).  Virginia received two RCSC Grants (2001 and 2002) that funded development of individual satisfaction survey tools for the EDCD Waiver (Appendix 10) and CD services (Appendix 11).   Virginia is acutely aware of the need to make sustainable, efficient improvements across all levels of the service system with input from people using the services. The roles of waiver participants, families and advocates must be expanded within the QM strategy. Virginia also lacks a comprehensive QM strategy that spans waiver services. With the exception of the MR and DD Waivers, information about service quality comes primarily from utilization review of providers. Participant and family input only comes periodically and is often abbreviated and based on an unsatisfactory occurrence. Virginia’s existing outcome measures obtained through utilization review are not geared to support focused QM efforts. A primary challenge will be developing information technology to support QM through a web-based system. Provider and participant surveys and reporting systems do not include standardized information needed to support broad, multi-factor analyses necessary to discern base problems and evaluate changes made to the service system. Also, data is not readily available to all waiver advisory work groups for analysis of such trends as training needs, health and safety issues, and decision indicators for systemic change. DMAS began working with MEDSTAT in the fall of 2005 to improve its HCBS waiver QM systems, beginning with examination of the HIV/AIDS and EDCD Waivers, due for renewal in 2007. This review produced action plans to meet all waiver assurances and improve overall QM systems.  The basic QM strategy framework includes:

(a) Discovery activities related to level of care evaluations, service plan development, qualifications of providers, health and welfare of participants, and administrative authority and financial accountability by DMAS;

(b) A multi-level structure assessing the results of discovery;

(c) Identification and prioritization of quality management results for use in remediation and improvement;

(d) Compilation and communication of quality management information; and 

(e) A process to assess the effectiveness of the overall QM System and make improvements.

11.  What State legislature and other changes are necessary (and accompanying timelines) to implement the MFP demonstration.  During the 2007 VGA Session, the following requests will be needed for SFY ‘08:  (a) Match for transition services, transition coordinators, Personal Emergency Response Systems (PERS), Environmental Modifications (EMs), AT and supported employment; and (b) Emergency regulatory authority for any needed regulatory changes. 

During the 2008 VGA Session, funding will be needed for SFY ‘09-‘10 to continue the same initiatives, for Year 2 and 3 transitions, and for any housing initiatives put forth by the housing Task Force.  In the 2010 VGA Session, requests will be needed for SFY ‘11 and ‘12 to continue the same initiatives, for Year 4 transitions, and any previous housing changes. The Governor will consider these requests and timelines for introduction to the VGA when he develops his budget and legislative packages each November. In addition to the VHA requests, in SFY ‘08, the state Medicaid Plan will be amended.  In FFY ‘08-‘12, DHCD will reprogram HOME grant funds to include $0.5 million for home modifications (see Appendix 12).

Application Narrative Part 2: Demonstration Design

1. Pre-implementation Phase, including the interventions and length of time expected to put in place the infrastructure needed (including legislation) to expand their community-based long-term care capacity and sustain the demonstration participants in community-based care settings. Pre-implementation phase activities are designed to ensure that the LTC system infrastructure is in place prior to implementation.  It is anticipated that this phase will last six months due to the number of partners, the scope of work (across disabilities, agencies and regions of the state), the timeline for policy changes, and the anticipated longevity of the work (building commitment to continue beyond the Demonstration).  A MFP Leadership Committee, established by DMAS and overseen by the Health and Human Resources (HHR) Secretary, will guide the pre-implementation phase.  It will include representation by all project stakeholders, with at least 51% representation by people with disabilities and seniors (especially those who have transitioned from institutions) and family members, ensuring geographic representation and cultural diversity.  The planning phase will: 

( Finalize an Operational Protocol (OP) that crosses disabilities/ agencies/locations;

( Ensure all partners understand project activities, responsibilities, and expected outcomes;

( 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 create systemic changes for rebalancing LTC in Virginia; 
Table 3 shows the milestones, start and end dates, the lead, and target population(s) impacted by the proposed interventions of the pre-implementation phase.

	TABLE 3 - Pre-Implementation Phase

	Interventions
	Milestones
	Start 
	End 
	Lead
	Target Pops

	Recruit and hire Project Director
	Person hired
	01/07
	01/07
	DMAS
	All

	Create MFP Leadership Committee
	Committee meetings held
	01/07
	09/11
	DMAS and HHR Secretary 
	All


	Create Committee work plan
	Plan completed
	01/07
	02/07
	Leadership Committee
	All

	Draft Operational Protocol (OP)
	Draft completed
	01/07
	03/07
	Leadership Committee
	All

	Disseminate OP for review/comment
	OP disseminated
	03/07
	03/07
	DMAS
	All

	Finalize OP
	OP completed
	04/07
	04/07
	Leadership Committee
	All

	Submit OP to CMS
	OP 
	04/07
	04/07
	DMAS
	All

	Submit request for changes to HCBS
	Changes approved
	04/07
	06/07
	DMAS
	All

	Submit request for regulation changes
	Changes approved
	04/07
	06/07
	DMAS
	All

	Request new MR and DD waiver slots from VGA
	Funds secured
	01/07
	07/07
	DMHMRSAS and DMAS
	All

	Complete MR Waiver Study
	Study completed
	10/06
	08/07
	DMHMRSAS
	MR

	Promulgate emergency regulations
	Regulations promulgated
	03/07
	07/07
	DMAS
	All

	Revise waiver manuals
	Manuals revised
	03/07
	06/07
	DMAS
	All

	Develop outcome/evaluation measures 
	Measures developed
	01/07
	06/07
	Leadership Committee
	All

	Develop marketing materials on grant
	Materials completed
	01/07
	02/07
	Leadership Committee
	All

	Disseminate marketing materials
	Materials disseminated
	02/07
	02/07
	Leadership Committee
	All

	Make Medicaid payment system changes
	Changes made
	01/07
	07/07
	DMAS
	All

	Redesign IT to capture rebalancing information
	IT redesigned
	01/07
	07/07
	DMHMRSAS and DMAS
	All

	Develop KSAs and training for transition coordinators

(Appendix 13) 
	KSAs/curriculum developed
	01/07
	02/07
	DMHMRSAS and DMAS
	All

	Recruit transition coordinators
	Recruitment completed
	03/07
	04/07
	DMAS and Leadership Comm.
	All

	Train transition coordinators and case managers
	Training completed
	05/07
	06/07
	DMAS
	All


	TABLE 1 - Pre-Implementation Phase

	Interventions
	Milestones
	Start 
	End 
	Lead
	Target Pops


	Finalize elements of CD supported employment (SE)
	SE services finalized
	01/07
	07/07
	DMAS and Leadership Comm.
	MR/DD

	Inform families and self advocates of project and encourage their involvement
	Meetings with groups
	01/07
	03/07
	All Stakeholders
	All

	In collaboration with NF, replicate Empowerment Teams in other regions
	Empowerment groups created
	01/07
	06/07
	DRS, VDA, AAAs and CILs
	All

	Review PASARR and MDS data for all residents
	Individuals identified
	01/07
	03/07
	DMAS, DRS, DSS, VDA, DMHMRSAS
	All

	Verify individuals to transition from institutional settings
	Individuals to transition verified
	01/07
	06/07
	DMHMRSAS, DRS, VBPD, VDA, DSS, DMAS
	All

	Identify persons who need guardians
	List of persons
	01/07
	07/07
	DMHMRSAS, CILs, AAAs, and VDA
	All

	Initiate guardianship process
	Guardians secured
	01/07
	07/07
	DMHMRSAS and VDA
	All

	Complete SIS on all persons with MR to transition
	SIS’ completed
	01/07
	 7/07
	CSBs and ICFs/MR
	MR

	Increase the number of Positive Behavioral Support (PBS) facilitators in the community
	PBS facilitators increased
	01/07
	 7/07
	DMHMRSAS and Partnership
	All

	Continue PCP training, prioritizing project sites
	Staff trained in PCP
	01/07
	 7/07
	DMHMRSAS and Partnership
	All

	Convene Housing Task Force
	Committee developed
	03/07
	 4/07
	Office of Community Integration, VHDA, DHCD, VDSS, DRPT
	All

	Verify number of people requiring community living supplement and home modifications
	Number verified
	04/07
	On-going
	Housing Task Force with VDA, DRS, DMHMRSAS, VDSS, AAAs, CSBs and CILs
	All

	Develop community living supplement


	Supplement approved
	04/07
	07/08
	Housing Task Force
	All


2. Implementation Phase, including the populations to be served (including the minimum length of time they have received institutional care), the number of individuals the State will transition, the site(s) of the demonstration, the institutions from which they will be transitioned, the “qualified residences” to which they will be transitioned, and the services that they will be offered broken down according to the chart in section 2A, Fundamentals of the Demonstration. The Operational Protocol for Virginia’s MFP Demonstration will focus on the following goals:

Goal 1.
Rebalancing Virginia’s long-term support system, giving individuals more informed choices and options about where they live and receive services;

Goal 2. 
Transitioning individuals from institutions (Intermediate Care Facilities for the Mentally Retarded (ICFs/MR), nursing facilities (NF), and long stay hospitals (LSH)) who want to live in the community; and  

Goal 3. 
Promoting quality care through long-term support services that are person centered, appropriate, and needs based, ensuring continual improvement is made through a quality management strategy for HCBS settings and institutions. 

It is anticipated that in Federal Fiscal Year (FFY) ‘07, the Commonwealth will begin to implement the OP to transition individuals who have been residing in an institutional setting for a minimum of six months (please see Appendix 14 for a complete description of the Fundamentals of the Demonstration).  Virginia proposes to transition individuals living in NFs, ICFs/MR, and LSHs.  

Chart 1 below outlines the number of individuals expected to transition out of each institution annually, as well as the populations expected to be served:

	Chart 1

	Institution
	Population Served
	Number to Transition Each FY

	NFs 
	Elderly, Children, Adults with MR/DD, and  Physical Disabilities
	396

	ICFs/MR
	Children, Adults with  MR
	110 

	LSHs
	Children up to 21 years of age, with disabilities
	10


Sites of Demonstration.  Residents of two ICFs/MR (Southeastern Virginia Training Center (SEVTC) and Central Virginia Training Center (CVTC)) will be targeted for Demonstration Years 1 (FFY ‘07), and 2 (FFY ‘08) and will transition statewide.  During Demonstration Years 3 (FFY ‘09) and 4 (FFY ‘10) residents will transition from all state operated ICFs/MR.  Individuals will also transition statewide from non-state operated ICFs/MR during Years 1-4.  Demonstration sites for residents transitioning from NFs and LSHs for grant years 1 through 4 will be statewide, with no geographic limitations within the Commonwealth.  Children, adults, and seniors will have equal access to becoming demonstration participants.
Qualified Residences.  Several options of qualified residences will be available for individuals who choose to transition.  Individuals may elect to move to their own home or apartment or to a home or apartment owned/leased by a family member. Children or adults in need of foster care will be able to transition into a foster care setting in which no more than four unrelated individuals live.  In addition to these settings, individuals who receive MR Waiver services may move into a licensed congregate residential setting in which no more than four unrelated individuals live.  Residence descriptions and licensure and regulatory provisions for sponsored placements, adult and child foster care placements, and congregate settings may be found in Appendix 15.  

Services Offered.  Individuals who transition will have access to a qualified HCBS program.  At the basic level, this program includes Medicaid State Plan services, as described in Appendix 16.  Another part of the qualified HCBS program includes Virginia’s HCBS waivers.  Specifically, the waivers that are proposed to be a part of this demonstration include the Technology Assisted (TECH), HIV/AIDS, Elderly or Disabled with Consumer Direction (EDCD), Mental Retardation (MR), and Individual and Family Developmental Disabilities Support (DD) Waivers. A description of each HCBS waiver and a listing of the services and the services offered to each target population may be found in Appendix 5.  Individuals transitioning from one of the targeted institutions who meet criteria may receive services through the HCBS waivers selected for this demonstration. The MR and DD Waivers are exceptions because there is a waiting list for these waivers, and recipients must be assigned a slot according to a predetermined process.  The budget proposal for the Demonstration includes slots targeted for individuals to transition from qualified institutions to the MR or DD Waivers.  The other HCBS waivers do not have a waiting list.

While Virginia offers many services through its HCBS Waivers, services available vary according to the HCBS Waiver an individual needs.  In order to address the needs of individuals transitioning into the community, Virginia will permanently add the following services to select HCBS Waivers:  

· PERS and PERS monitoring to assist with medication monitoring;

· Transition funding (lifetime $5,000 limit);

· A CD supported employment option;

· AT and EM services; and 

· Transition coordinators in the EDCD Waiver (which does not offer a case management component) to support individuals before and after transition.

In addition, DHCD has committed up to $500,000 in HOME funding per year for four years (total not to exceed $2 million) beginning July 1, 2007. These funds will be provided as grants to modify housing units as needed for appropriate accessibility for persons leaving institutions and entering the community as a result of the proposed grant activities.  Any funds not needed for accessibility modifications will be used to help subsidize the production of new housing units for persons leaving institutions.

To further promote successful transition, stakeholders are collaborating on the development of a community living supplement for individuals to assist with the rent of a home or apartment.  The housing task force will finalize specific details of the supplement during the pre-implementation phase, with funding being sought during the 2008 VGA for implementation July of the same year. The supplement will be available to all participants in the MFP Demonstration.

All activities of Virginia’s MFP Demonstration will address the following objectives, as outlined in statute: 

1. Increase the use of home and community-based, rather than institutional, long-term care services;

2. Eliminate barriers or mechanisms, whether in the State law, the State Medicaid plan, the State budget or otherwise that prevent or restrict the flexible use of Medicaid funds
to enable Medicaid-eligible individuals to receive support for appropriate and necessary

long-term services in the settings of their choice;

3. Increase the ability of the State Medicaid program to assure continued provision of

home and community-based long-term care services to eligible individuals who choose

to transition from an institution to a community setting; and

4. Ensure that procedures are in place to provide quality assurance for eligible individuals receiving Medicaid home and community-based long term care services and to provide for continuous quality improvement in such services.

3. Anticipated requests for the waivers necessary to operate its program, including modifications to existing waivers and the State plan amendments (SPAs). Virginia will immediately begin the process of drafting the documents necessary to amend its HCBS Waivers that will not include requests for waivers of statewideness, comparability, or provider agreement for any of the existing HCBS waivers. The following requests will be made:

·  HIV/AIDS, Tech Waivers – Adding PERS and PERS medication monitoring with an effective date of July 1, 2007; 

· HIV/AIDS, Tech, MR, DD, and EDCD Waivers – Adding transition funding with an effective date of July 1, 2007; 

·  MR and DD Waivers – Adding a consumer directed option for Supported Employment and increasing slots allocated for individuals transitioning to be effective July 1, 2007; 

· EDCD Waiver – Adding a time-limited transition coordinator service to be in place July 1, 2007; 

· EDCD and HIV/AIDS Waivers – Adding environmental modifications and assistive technology; and 

·  A SPA to disregard the community living supplement as income for individuals transitioning into the community. 

All of the new services will be available to MFP Demonstration participants in addition to other waiver participants (as long as they meet criteria for the service). Virginia has been in touch with its CMS regional office contacts and has made them aware of these plans, should Virginia be awarded the MFP Demonstration.  The executive branch will submit a request in the 2007 VGA Session for emergency authority to revise and/or create state regulations to reflect these changes by July 1, 2007.
4. A description of methods that will be used by the state for each fiscal year to increase the dollar amount and percentage of expenditures for HCBS. Virginia’s approach to the MFP Demonstration creates permanent and sweeping changes to the face of its HCB services.  This is being accomplished through the use of:

1) A comprehensive budget package that was developed to address the addition of new services and increased utilization directly impacting the dollars and the percentage of expenditures for Medicaid-funded HCB services.  

2) A formalized plan (HD 76) which was approved by the VGA to allocate waiver slots designated to the transition of individuals from the state operated ICFs/MR over the next 2 biennia. The transformation plan in HD 76 describes strategies and associated costs to transition 100 individuals per year from the five state operated ICFs/MR. The DMHMRSAS is committed to downsizing the ICFs/MR and closing 300 beds at the Central Virginia and Southeastern Training Centers. 

3) Current forecasting methods for the State Medicaid budget already account for increasing HCBS and other Medicaid expenditures.  These forecasting methods take into account annual utilization and inflation for the State Plan and in the EDCD, Tech, and AIDS Waivers.  This method will continue to be used for these services. 

5. A list of proposed benchmarks to established empirical measures to assess the States progress in rebalancing its long-term care system.  The proposed benchmarks must conform to the requirements specified in Section 6071(d)(4)(a). 

For each year of the demonstration, Virginia will track the following measures to assess the progress of rebalancing the long-term care system:

· The number of individuals assisted to transition from the specified institution to a qualified residence; 

· The number of ICFs/MR beds closed following a successful transition; 

· The overall increase in HCBS expenditures; 

· The overall decrease in institutional expenditures; 

· Comparison of institutional and HCBS expenditures per person transitioned; 

· The number of individuals accessing services added as a result of the Demonstration;

· The expenditures incurred for services added as a result of the Demonstration; and,

· A measure of consumer satisfaction for those participating in the MFP Demonstration.

6. Processes for how the State intends to target and recruit individuals to transition from institutional settings to the community, including specific strategies and procedures.  

The MFP Grant Decision Team decided that a comprehensive outreach plan will be collaboratively developed (including timelines and activities) and organized to include: 1) education and marketing necessary to gain support and appropriately involve all stakeholders; 2) methods of identifying grant participants; and 3) processes for transition planning.  

Education and marketing. Identifying people interested in transitioning is easier when there is a high level of awareness of the project among people transitioning, their family members and providers, and an understanding of community resources.  Education and marketing strategies and procedures to be used for all potential participants in the target populations include:  

· Broadcasting the initiative on relevant state agency websites;

· Utilizing the “No Wrong Door” system being created by Virginia’s Aging Disability and Resource Center Grant  to assist individuals seeking LTC home and community-based services with making informed decisions; 

· Using existing videos about community options; 

· Developing marketing materials (advertisements, radio spots, etc); 

· Meeting with family, advocacy, and support groups statewide; 

· Creating a mentor program that matches individuals and families that have supported the transition process with individuals and families who are interested in transition; 

· Working with DMHMRSAS, DRS, AAAs, CSBs and CILs to hold information sessions for residents and staff; and

· Using existing and newly created Regional Admissions/Discharges and Empowerment Teams to inform individuals and families of community opportunities. 

Identification of Grant Participants: Eliminating the “discharge readiness” approach to identifying grant participants is a key to the Demonstration’s activities.  Anyone wishing to transition to the community may be identified as a potential grant participant. Several methods for identifying individuals currently for community living are in place, but some will need improvement and new activities will need to be developed.  All identification activities will be person-centered, building on the capacity and desires of the individuals.  Level of care needs will not eliminate anyone from being a potential participant.  Identification strategies and procedures include: 

· Involving ICFs/MR, NF and LSH staff early in process (MFP Leadership Committee, etc.);

· Reviewing PASARRS, Plans of Care,  and SISs (MR only) for all individuals; 

· Building on current transition activities such as the NF Transition Grant and Real Choice Systems Change grants in Virginia; 

· Creating a streamlined process for individuals to self-identify, with assistance as needed, for participation;  

· Holding regional meetings with case managers, social workers, self-advocates and others who have contact with individuals in institutions to assist in identifying participants; and

· Using existing Virginia Department of Health, DMAS and DMHMRSAS data to identify people who may be potential participants.  

Processes for Planning: Regional Admission/Discharge Teams and Empowerment Teams will be used to guide the plan for identifying participants as agreed in the OP.  The Teams will address specific issues, encouraging broad stakeholder participation, evaluating the process, and creating recommendations.  Each Team meeting will allow time for individuals, family members, and other interested citizens to address Team members. The Teams will also annually survey stakeholders to obtain their input and assess their concerns. The Teams will: 

· Provide a forum for discussion and consensus building among members; 
· Support the state’s planning to accurately project participants’ needs and resources; 
· Identify systemic issues and provide guidance for change to the LTC system; 
· Review training, marketing, and identification materials to ensure competencies and diversity are addressed; and 
· Report to the MFP Leadership Committee any necessary changes to legislation and regulation.  
Planning strategies and procedures include:

· Utilizing transition coordinators and existing LTC ombudsman and case managers;
· Ensuring that individuals enter institutions with discharge plans;
· Ensuring that discharge planners have access to what services are available statewide;
· Developing individualized, person centered transition plans; and
· Creating a process for ongoing guidance from ICFs/MR, NF and LSH staff, participants, and family members to capitalize on their expertise and suggestions for quality assurance.
7. A description of the cross agency and cross service delivery system collaboration that will need to occur to ensure success of the State’s transition program.  This description should focus on the role of the other agencies and service sectors in developing the grant application, making commitments for systems improvement, and participating in service delivery during the demonstration program as well as after the demonstration ends.  

The development of the MFP grant application involved three groups representing cross agency and cross delivery system collaboration.  The groups included a MFP Grant Decision Team, a MFP Grant Writing Team, and a MFP Grant Steering Committee.  The Decision Team convened to make initial decisions and recommendations regarding Virginia’s MFP Demonstration.  The Writing Team was charged with drafting all components of the grant application under the guidance and direction of the Steering Committee. 
Virginia was recently awarded a Systems Transformation Grant (STG) from CMS to implement enhancements to its Aging and Disability Resource Center (ADRC), expand Person Centered Planning (PCP) for the EDCD Waiver populations, develop individualized budgeting as an enhancement to self-directed options, and to create web-based reporting for Critical Incident Management and Reporting and MR and DS Waivers data collection.  Virginia will dovetail the STG and MFP Demonstration objectives by:

· Using the ADRC in the outreach to and referral of MFP Demonstration participants;

· Using the Critical Incident Management and Reporting system to provide data to evaluate the MFP Demonstration

· Increasing consumer-directed options with individualized budgeting for individuals transitioning as part of the Demonstration; and

· Incorporating Person Centered Planning into transition plans and supports for individuals who transition.

A priority in making transition successful for participants is the development of housing and transportation options and resources that ensure individuals can live where, with whom, and how they choose to live.  The lack of appropriate, accessible, and affordable housing is currently a barrier to transitioning many individuals from Virginia’s institutions.  Housing is, however, a complex issue that needs significant attention, collaboration, and commitment to identify solutions.  Human service agencies, people with disabilities and seniors, and the advocacy community must work together to affect a policy shift with respect to housing that is consistent with three core principles: affordability, independence, and accessibility.  A housing task force with broad-based membership, including key leaders in the disability, aging, housing, and transportation communities, will be established to focus on expanding affordable and accessible housing opportunities for people with disabilities and seniors consistent with the housing action plans in the CIIT and SAG’s Strategic Plan.  Its work will include informing and educating task force members and all other stakeholders on four federally-mandated plans: Qualified Allocation Plan (QAP); Consolidated Plan (ConPlan); Public Housing Agency Plan (PHAP); and Continuum of Care Plan (CoC).  The task force will first develop a plan to increase options for individuals targeted under this grant, and then develop a long-range plan for continued efforts that will build on knowledge gained, partnerships and coordination outcomes from the grant.  Most resources controlled within these four plans are specifically targeted to low-income households, including people with disabilities and seniors. SSI recipients are financially unable to obtain decent and affordable housing unless they have these resources and other federal housing resources. By developing partnerships, coordinating, collaborating, and thinking creatively across state agencies, people with disabilities and seniors in need of subsidies can be supported in the community.  Specific strategies are outlined in Appendix 17. 

The housing task force will also: 

· Develop as part of the MFP Demonstration a community living supplement for individuals who lack sufficient income to otherwise afford housing in the community;

· Develop a directory of local public housing agencies (PHAs) and 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;

· Encourage collaboration and coordination of supports with developers and public housing managers, develop a directory of organizations, providers, and service offices to distribute to PHAs and VHD;

· Promote use of the Housing Registry (www.vaaccess.org) and encourage regular updates;

· Promote development of a State Housing Trust Fund;

· Create an annual action plan that commits task force members to collaborate in needed policy development, capacity building, and improved coordination of resources; and

· Set a priority for housing choice vouchers for people transitioning from an institution. 

In addition, DHCD will work with VHDA to use existing products and resources to help support the creation of new housing units that are designed to be accessible, affordable and available to persons leaving institutions and entering the community as a result of the proposed grant activities. 

The housing task force will also develop plans to ensure that individuals who transition are aware of transportation options available in the locality in which they will be living.  Transition coordinators and case managers will receive training on how to support people in using available transportation options as a part of each transition. 

Virginia has made steady progress in increasing interagency collaboration, both within the HHR secretariat and between the HHR agencies and other state agency partners.  The CIIT has served, and will continue to serve, as an ongoing state agency forum for collaboration and coordination of community integration efforts.  The CIIT and SAG’s Strategic Plan provides guidance to all agencies on cross-cutting initiatives that can be incorporated into each agency’s own strategic plan.  A successful MFP Demonstration and related strategies are an integral part of this Plan, but the demonstration seeks to address the concerns discussed in previous sections through greater collaboration, particularly for housing. 

8. A description of the “qualified home and community-based program” which will be available to individuals following the year they receive services through the demonstration program.  The final list of services under the “qualified home and community-based program” will be submitted by the State with their Operational Protocol and must be approved by CMS. Recognizing that each individual requires a different level of services and supports to successfully transition to the community, Virginia opted to enhance its existing HCBS waivers to act as the “qualified home and community-based program” to support individuals upon transition.  The MFP Grant Decision Team identified critical services and supports to promote successful transition: transition funding, transition coordinators, environmental modifications, assistive technologies, and medication monitoring.  Transition funding will be added as services to the EDCD, HIV/AIDS, MR, DD, and Technology Waivers.  Intensive, time-limited transition coordinator services will be added to the EDCD waiver, which does not offer targeted case management services.  All existing HCB services and those to be added may be found in Appendix 5.

In addition to these Medicaid services, the program will make available a bridge community living supplement and supplemental home modification assistance (including payment of rent during the home modification period). 

9.  A description of the State’s preliminary design of a proposed Quality Management Strategy that encompasses both the program participants and the qualified HCB program that will be in place when the demonstration is finished.  The State’s MFP Quality Management Strategy should include the program design elements as well as the processes for assessment, discovery/identification of problems/ineffective strategies, and ongoing systemic improvements for each component of the MFP program.  As stated in Part 1 of this narrative, Virginia is in the early stages of developing its QM strategy for each of its seven HCB waivers.  The qualified HCB program for the MFP Demonstration is proposed to be folded into Virginia’s existing waivers.  To that end, the following QM strategy is proposed to provide sustainable services and supports for those transitioned:

A. Discovery activities that will be conducted in relation to:

i. Level of care determinations (initial and annual determinations; based on DMAS policy; accurate decision making).

ii. Service Plan (address client needs, asses risk, and include personal goals; based on DMAS polices; updated annually; services delivered in accordance with service plan; assure choice between institutional and HCB care; choice between/among services; choice of provider).

iii. Qualified providers (meet initial required licensure/certification and qualifications; periodic assessment of qualifications; meet specified training requirements).

iv. Health and welfare (abuse, neglect or exploitation reported and remediated; risk identified and addressed).

v. Administrative Authority (monitoring of interagency agreements and contracts for waiver operations; process for evaluating discovery and remediation activities related to waiver assurances).

vi. Financial accountability (claims based on services rendered; services authorized; services contained in plan; proper billing procedures utilized).

B. A multi-level structure assessing results of discovery composed of internal policy and operations staff and a Quality Assurance Advisory Council comprised of consumers and other key stakeholders.

C. Identification and prioritization of QM results for use in remediation and improvement.

D. Compilation and communication of QM information.

E. A process to assess the effectiveness of the overall QM System and make improvements.

10.  An overall description of the State’s current quality management system, where the gaps are and what will be developed and implemented in order to ensure the health and safety of consumers who are transitioned and the continuous improvement of HCBS and institutional care.  Virginia’s HCBS QM resides within DMAS.  Implementation of QM occurs in several ways at DMAS, including development of regulations and policy manuals, enrollment of service providers, completion of QM reviews, investigation of critical incident reports, and provision of training and TA.  Virginia’s current QM system relies heavily on case management services that monitor the health, safety, and welfare of participants, monitor plans of care, ensure individual rights are protected, explore participant satisfaction with services, assist with complaint resolution, and ensure that all consumers have choices.  Additionally, Virginia’s incident management system is multi-tiered; licensing agencies, case managers, CSBs and service providers have line responsibility for identifying, preventing, and following up on critical incidents.  DMHMRSAS, VDSS, and VDH survey and assess the performance of each licensed or certified provider.  Because each state agency has different requirements for the services being licensed, there may be significant variations in provider expectations.  

Virginia has a long history of implementing and operating HCBS programs and a foundation of QM across agencies in place.  QM measures have been enhanced through passage of a nationally recognized APS Act that included requirements for training and a system of civil penalties for failure to report.  It also established the second statewide adult fatality review team to investigate suspicious deaths of seniors and persons with disabilities across all care settings as a way to identify and enhance training and education to prevent future fatalities.  ALF regulations and human rights and licensing laws were strengthened beginning July 2005 to assure enhanced safety and protections for persons residing in ALFs and adult foster care homes.   Virginia’s investment in quality measures also includes the establishment of training curriculums for personal care direct service workers and their supervisors and professionals who work with individuals diagnosed with Autism.  

While Virginia’s efforts around quality have enjoyed some positive outcomes, there are also gaps in the state’s current QM system.  DMAS has overcome some gaps and successfully incorporated various QM mechanisms into the operation of the waivers, but these efforts are merely part of the solution.   There has been a strong focus on activities of QM that occur “after the fact” and concentrate only on assuring a quality “baseline.”   For Virginia to institute a comprehensive QM approach to its LTC system, there must be a balance between retrospective quality assurance and prospective quality improvement – an integration of quality assurance and quality improvement elements that work toward desired and achievable outcomes.  

To this end, Virginia is working collaboratively with CMS and Thomson-Medstat to develop a comprehensive, QM strategy for each of its seven Medicaid Waivers.  The state has developed and is implementing action plans to assure completion of initial and periodic level of care evaluations, these action plans include: 

· The development of individualized service plans that reflect participants’ needs and address risk assessment and personal goals; 

· An opportunity for participants to make choices about service settings, service providers, and service types; 

· An initial and periodic verification of qualifications of community-based providers;

· The protection of participant health and welfare; and 

· The implementation of administrative authority and financial accountability.  

This QM process is rounded out with an ongoing and continuous assessment of the state’s performance and improvement of the overall QM strategy.  These same quality assurance approaches will be implemented for those individuals transitioning from institutions under this Demonstration.

11. A brief description of barriers that prevent the flexible use of Medicaid funds so that money follows the person and a summary of strategies the state will employ under the demonstration to eliminate those barriers. Virginia’s Medicaid institutional and community services funding is contained within one budget.  Some of the mechanisms that restrict flexible use of Medicaid funding in Virginia, will be addressed by the Demonstration as follows: 

· The IT payment system does not permit payment for a service delivered in the community to a resident of an institution, increasing the challenges of adding transition services to the waivers. The proposed demonstration budget includes the modification of existing IT systems to eliminate this barrier to transition.  The IT modification will permit payment of transition services for three months prior to an individual’s exit from a facility.
· Challenges have surfaced in the ability to enroll, pay, and track CD attendant payments, while ensuring payments are made correctly and within established guidelines. DMAS issued a contract for a fiscal intermediary to process all CD payments and track the state’s capacity to increase CD services. 
· MR and DD community services are dependent upon the number and availability of slots for which funding has been appropriated, resulting in wait lists for community services.  The proposed budget for the demonstration includes an increase in the number of MR and DD Waiver slots allocated specifically for individuals transitioning under the MFP demonstration.  Additional slots will be added for each subsequent year of the demonstration.
· Non-state operated ICFs/MR in Virginia are increasing due to slow growth of reimbursement rates for waivers.  The Demonstration will help control/slow this growth by discouraging the placement of participants in ICFs/MR and increasing HCB services;

· Affordable, accessible housing is not readily available due to insufficient state and federal funding mechanisms.  The Housing Task Force created through the Demonstration will address and begin to resolve the issues of community living supplements, and identify more residential options to participants;

· Supported employment providers are restricted under DRS vendor agreements from accepting a reduced rate from Medicaid for the same service.  Adding CD supported employment options to the waivers will make the service more accessible and flexible;

· Individuals who have been institutionalized for an extended time have difficulty returning to the community without transition funds.  Transition funds will be added for all participants in the Demonstration.

12. An analysis of how the State will use or enhance existing IT systems to address identification of MFP participants including: Demographic information identifying Medicaid & MFP participation eligibility prior to transition; Financial information to be reported for services eligible for enhanced FMAP according to the MFP demonstration; Assessment data to monitor quality of services post transition.
Identification Prior to Transition

Virginia will take advantage of several data sources through existing IT systems to identify MFP participants:  

1) Use of Minimum Data Set (MDS) data. The Department of Medical Assistance Services currently receives MDS data on a quarterly and annual basis to use when calculating payments (through Resource Utilization Groupings, or RUGS) for nursing facilities.  This data will also be used to identify potential MFP Demonstration participants.  This data is collected for all nursing facility residents, including the elderly, individuals with physical disabilities, and individuals with developmental disabilities.  

2) Use of PASARR information.  The DMHMRSAS maintains a database for all PASARR screenings done for persons with developmental disabilities who reside in nursing facilities.  This database also includes discharge planning data for those individuals who are screened through the PASARR process and are determined to be in need of specialized services.  This information, combined with the use of the MDS data, can provide a more accurate picture of individuals with developmental disabilities who may be eligible to participate in the MFP Demonstration.

MDS and PASARR data will be collected from State Fiscal Year ’06 in order to establish a baseline of potential MFP Demonstration participants.  This data will be updated on a quarterly basis in order to identify additional potential participants during the Demonstration period.  The data will be maintained in a database within DMAS and can be used to maintain demographic information (the number who transition, where they move, what type of qualified residence they live in, HCBS they are receiving).

3) ICFs/MR. DMHMRSAS maintains a database of all individuals living in state-operated ICFs/MR.  This data will be used to identify potential MFP Demonstration participants.

4) Long-Stay Hospitals. There are currently two LSHs in Virginia that provide specialized services to children. DMAS does not currently maintain assessment data on these residents, but can identify the number of children being served through claims payments (VaMMIS).  During the pre-implementation phase, DMAS will modify the current level of care (LOC) database to identify and track level of care data for these children.  Level of care data for these residents will be gathered during the annual quality management review process and entered into the LOC database. 

Financial Reporting

Per CMS instructions, Virginia will complete and submit the following documents for financial reporting purposes:

· CMS-64 (Base and Modified) – quarterly and annually;

· CMS 272 – quarterly;

· CMS 372 (HCBS expenditures beyond the first 12 months for MFP participants) –quarterly and annually; and

· Demonstration web-based reporting – quarterly, semi-annually, and annually.

In addition, DMAS will generate a separate MFP demonstration report through Virginia’s Medicaid Management Information System (VaMMIS) to monitor participant enrollment and expenditures.

Assessment Data

Virginia has several mechanisms available to collect and monitor assessment data for MFP Demonstration participants.  They are:

1) VaMMIS Administrative Claims.  DMAS has the ability to pull long-term care and acute care service claims.  Data pulled from these claims will be used to evaluate select benchmark measures established for the Demonstration.

2) DMAS and DMHMRSAS Level of Care Databases.  DMAS has a level of care database for the AIDS, Tech, Alzheimer’s, and EDCD waivers.  DMAS also has a database for the DD Waiver.  Information available includes participant level of care needs, services utilized, and demographic information. These databases will be modified to monitor MFP participants. Virginia’s STG includes targeted objectives to develop a web-based database for MR Waiver participants, which includes waiver and service authorization, waiting list management, and level of functioning assessment.  Virginia will be able to monitor MFP participants who transition to the MR Waiver with existing procedures until this system is developed. 

3) Use of the HCBS Critical Incident Reporting System (CIRS).  This system will be developed as a part of the STG.  Benchmark measures for MFP participants will be built into the CIRS system.  DMAS will continue to monitor health, safety and welfare of MFP participants through its current Quality Management system until the new CIRS is in place.  In addition, DMHMRSAS will continue to monitor critical incidents that occur for MR and some DD Waiver participants through its Licensing and Human Rights offices.

4) Consumer Satisfaction Surveys.  Virginia recently contracted with an External Quality Review Contractor (MPRO) to conduct an annual consumer satisfaction survey for HCBS waiver participants.  This can be used in addition to a separate consumer satisfaction survey that will specifically target MFP Demonstration participants.  Virginia will also use existing consumer satisfaction surveys (EDCD and MR Waivers, CD Services) to determine the level of satisfaction of Demonstration participants and their families.

Application Narrative Part 3: Preliminary Operational Plan and Budget

Organizational Structure: The Department of Medical Assistance Services (as the state Medicaid agency) is the lead applicant and will retain responsibility for the implementation and evaluation of the Demonstration.  However, this Demonstration will affect many components of Virginia’s long-term support system.  The Grant Manager hired by the Department of Medical Assistance Services (DMAS) will be housed at the Office of the Secretary of Health and Human Resources to ensure effective coordination and collaboration of this Demonstration across several state agencies, organizations and stakeholders.  An organizational chart showing the collaboration among key partners and stakeholders in this Demonstration may be found in Appendix 18.  In addition, organizational charts from key state agencies may be found in Appendix 19.

Staffing Plan.  The DMAS will employ a Grant Manager who will work on the Demonstration on a full-time basis and coordinate all of Virginia’s MFP initiative efforts.  This position will be partially funded through the Demonstration (at 50 percent) and DMAS will pay the administrative match.  The position description (that provides roles/responsibilities) for this individual may be found in Appendix 20. This individual will be housed at the Office of the Secretary of Health and Human Resources in order to best organize the work of the various departments most connected with the demonstration implementation.  In addition, each State agency or organization will commit personnel via an in-kind match to assist in carrying out the objectives of the demonstration.  The following employees will dedicate the designated percentage of time to the grant initiatives:

	Name
	Title, Department
	Percentage
	Cost

	Julie Stanley
	Director, CIPD
	25%
	$200,375

	Janet Riddick
	Policy Analyst, CIPD
	25%
	

	Lee Price
	Director, OMR, DMHMRSAS
	5%
	$23,560

	Gail Rheinheimer
	Comm. Resource Mgr., OMR, DMHMRSAS
	10%
	$43,363

	Susan Neal
	Comm. Resource Mgr., OMR, DMHMRSAS
	10%
	$43,363

	Susan Elmore
	Facility Operations, DMHMRSAS
	10%
	$56,500

	Terry Smith
	Director of Long-Term Care, DMAS
	5%
	$181,525

	Steve Ankiel
	LTC Operations Mgr., DMAS
	10%
	

	Teja Stokes
	LTC Policy Analyst, DMAS
	10%
	

	Karen Lawson
	Policy/Research Mgr., DMAS
	10%
	

	Seta Vandegrift
	Acting Budget Director, DMAS
	5%
	

	Brenda Cooper
	DMAS
	5%
	

	Ellen Nau
	Human Services Program Coordinator, VDA
	10%
	$30,000

	Carolyn Turner
	Program Coordinator, Community Rehab. Case Management Services, DRS
	15%
	$61,770

	Bill Fuller
	Housing Initiatives Officer, VHDA
	5%
	$25,000

	Shea Hollifield
	Deputy Director of Housing, DHCD
	4%
	$23,565

	Barbara Cotter
	Inter-Governmental Liaison, DSS
	10%
	$11,000

	Maureen Hollowell
	Project Coordinator, Virginia Centers for Independent Living
	20%
	$49,000


All of the DMAS staff listed in the chart above will devote their time to the development, implementation, and evaluation of the MFP Demonstration.  Karen Lawson will serve as the primary contact for the Demonstration during the pre-implementation phase and the evaluation phase; Terry Smith, Steve Ankiel, and Teja Stokes will also be closely involved during the pre-implementation phase, the implementation phase, and the evaluation phase.  Seta Vandegrift and Brenda Cooper will oversee the MFP Demonstration financial monitoring and reporting.

Other staff listed in the chart will also play key roles as part of the State Leadership Committee in ensuring the successful completion of the Demonstration pre-implementation, implementation and evaluation phases.  These individuals will focus on specific areas according to their expertise: a) Julie Stanley and Janet Riddick – Assistance with coordination of activities within MFP Demonstration, collaboration with CIAC; b) Shea Hollifield and Bill Fuller – Housing issues and HOME funding; c) Maureen Hollowell – NF transition processes and advocacy for persons with disabilities; d) Barbara Cotter – Discharge planning, coordination of local DSS involvement in the Demonstration; e) Ellen Nau – Coordination of assistance provided by AAAs and NF transition for the elderly f) Lee Price, Susan Neal, Susan Elmore, Gail Rheinheimer – ICFs/MR transition for persons with developmental disabilities; g) Carolyn Turner – Coordination of services provided through the Department of Rehabilitative Services. Resumes for each person listed in the chart may be found in Appendix 21.

Budget Presentation and Narrative

The estimated costs associated with services added to HCBS waivers (detailed in Chart 2) are based on current average payment and utilization rates for comparable services.  The maintenance of effort forms for each HCBS Waiver and State Plan Services are found in Appendix 22. The payment processing expenditures for consumer-direction and transition services are based on the current contractual per member/per month rate paid by DMAS to an outside contractor to process these payments.  The VaMMIS administrative costs are based on the costs of systems changes required for other similar programs.  

Hold for Chart 2

The enhanced federal financial participation (FFP) savings (detailed in Chart 3) are estimated by calculating the general fund/non-general fund (GF/NGF) payment of projected expenditures at the current Virginia Medicaid FMAP (50%) to the enhanced FMAP (75%) provided under the demonstration grant.  The savings not cumulative because the enhanced FFP is only available for the first 12 months following institutional discharge.

The savings associated with HCBS services (detailed in Chart 4) are based on the differences in the average annual per capita institutional costs and the average annual per capita community care costs for HCBS Waiver services.  

Enhanced FMAP 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%) 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 861 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 the Commonwealth will also draw on the enhanced match to realize cost savings.  In addition, this Demonstration will transition an additional 1,160 individuals (290 individuals/year for four years) from institutions into the community.  The Commonwealth will also be able to pull down an enhanced match for each person for a period of 12 months.  Savings related to the enhanced FMAP are reflected in Chart 3 below:

Chart 3

Community-Based Care (CBC) 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.  The cost savings for the 126 individuals who already transition yearly from the nursing homes and the 57 individuals transitioning in FY 08 from the ICFs/MR were not counted because these savings are already factored into the Medicaid budget.  The only CBC savings counted for ICFs/MR are the additional 10 individuals who would transition out of non-state operated ICFs/MR as a result of the MFP Demonstration.  The CBC savings were also adjusted by 7% to reflect the capital expenditures for institutional beds.  Chart 4 below shows the annual average cost savings to the Commonwealth for individuals transitioning into the community when compared to the institutional setting.

Application Narrative Part 4:  Assurances
Informed Consent/Participant Choice.  Informed consent processes will include active involvement of project participants and others they choose, including family members and friends.  Informed consent will include two components: (1) acceptance of services and (2) consent to participate in the project evaluation.  Service acceptance consent will be obtained prior to service delivery and will occur during the planning phase for participants’ needed community supports and services.  Risks of receiving certain services, the range of services available, and any restrictions on amount, duration and scope of services will be included.  The participant or representative must consent to additional supports necessary to carry out the service plan, particularly self-directed services and supports.  Informed consent of the evaluation component of the project will need the approval of the human subjects research protections entities in Virginia pursuant to Va. Code § 32.1-162.16 and will include a description of the purpose of the study, research procedures, potential risks and benefits, any incentives offered to the participants, information to be collected, provisions to cancel the consent, and an identified project official to contact with questions about participation.  The participant or representative must sign the form.  For a minor or other person legally deemed unable to give consent, permission will be sought from a parent or legal guardian or legally authorized representative (e.g., Power of Attorney) and, where appropriate, assent will also be obtained indicating the person’s willingness to participate in the project and evaluation activities.  Vocabulary and document layout of consent and assent forms will be appropriate for participants’ comprehension.  Larger font size, paragraph breaks and/or bullets may be used to help to enhance readability.  All consent and assent paperwork will be translated to appropriate languages as needed.  Virginia will use various strategies to assure that participants have all available information about, and choice in selecting, their community residence.  PCP will be used to solicit input and feedback from project participants and their advocates. To improve individual and family access to information about community services, project partners will develop a variety of materials and training on informed choice and community living options,  both  of which will be marketed to a wide audience including those living in TCs, non-state-operated ICFs/MR and NFs.   The website maintained by CIPD, http://www.olmsteadva.com, will include information on informed choice and community living options for people with disabilities and seniors.  Individuals who use Medicaid services will receive training on how to discuss informed choice with project participants so that they can serve as “peer advocates/mentors.”  Transition coordinators will support participants through the transition process and provide them with information and materials on informed choice and available community residential options.

Public Process. Virginia is committed to involving key stakeholders in public policy decisions that directly impact them.  When the grant was announced, key stakeholders and state agencies, under the leadership of CIPD and DMAS, formed a 39-member Grant Decision Team consisting of people with disabilities who reside in community and institutional settings, and other stakeholders.  The Team met August 31, 2006 to make decisions concerning target populations, participant eligibility criteria, and processes for identifying grant participants.  Individuals who reside in or had transitioned from institutions  shared their experiences.  The Team also made recommendations to the HHR Secretary regarding the projected number of individuals who would transition, services they would need, the infrastructure of the program, slot permanency, and elements of transitioning.  Following this meeting, over 90 individuals, families, and key stakeholders were invited to join the Grant Steering Committee.  A Grant Writing Team consisting of state agencies and stakeholders drafted the application.   (See Appendix 1 for membership of all three groups).  The Grant Steering Committee advised the Grant Writing Team on many aspects of the grant throughout application development and reviewed and assisted in revising the initial draft application.  The CIAC offered formal advice to the Grant Writing Team.  After the grant is awarded, DMAS will form a MFP Leadership Committee comprised of representatives from CIPD, DMAS, DMHMRSAS, DRS, VDA, VDSS, disability advocacy organizations, and individuals who are residing in or have recently transitioned from institutions .  The Committee will meet at least quarterly to assist in preparing the OP during the planning phase and monitor the success of transitions once they begin.  The Committee will report regularly to the CIAC.  After year 1, the Committee will oversee development, administration and outcomes of participant satisfaction surveys and report recommendations to the CIAC.  The Committee will assist DMAS in informing the VGA of the status of the project.  At the end of the project, the Committee and the CIAC will produce a status report with further recommendations to DMAS and other state level decision-makers.    

Plan to Demonstrate Maintenance of Effort.  Virginia commits to demonstrating the state’s maintenance of effort by providing expenditure data for State Fiscal Year 2005 for State Plan and Waiver services.  The maintenance of effort forms for each HCBS Waiver and State Plan Services are found in Appendix 22.

Reports and Evaluation.  
Virginia will submit timely reports to CMS according to the specifications of the MFP Demonstration.  Virginia will also collect and maintain participant-specific data to include in the national evaluation of the Demonstration.  DMAS will submit the following documentation to CMS:

· CMS-64 (Base and Modified) – quarterly and annually;

· CMS 272 – quarterly;

· CMS 372 (HCBS expenditures beyond the first 12 months for MFP participants) –quarterly and annually; and

· Demonstration web-based reporting – quarterly, semi-annually, and annually.

In addition, DMAS will generate a separate MFP demonstration report through Virginia’s Medicaid Management Information System (VaMMIS) to monitor participant enrollment and expenditures.   

� All data are from State Fiscal Year (SFY) 2005 unless otherwise indicated.


� JLARC, Draft Assessment of Reimbursement Rates for Medicaid and Home and Community-Based Services, October 11, 2005.   








� Elderly, MR/DD, and Physical Disabilities
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