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May 13, 2010
Dear Administrator:

I am writing on behalf of CAHF’s Board of Directors to ask for your support of the “California Community Transitions” (CCT) demonstration project that is now operating in your community.  CCT is a “Money Follows the Person Rebalancing Demonstration” funded via CMS and administered by the California Department of Health Care Services (DHCS).  This demonstration was initiated on September 4, 2008 and utilizes community organizations to work with interested SNF residents who have continuously resided as in-patients for a least six months, and wish to transition to community living.  This project is part of a “rebalancing” of Medi-Cal spending with a focus on home and community-based LTC services and supports.  The DHCS has entered into agreements with lead community organizations that are operating throughout California. (See attachment A). 

Why Should SNFs Participate?
CAHF believes it is important for LTC providers to participate in the CCT project as they have an existing requirement, as part of AB 1629, and the MDS assessment process, to identify residents who may wish to return to the community and to undertake discharge planning, as appropriate. (See attachment B).   Additionally, there may be residents who would benefit from this outside intervention for whom it would be in their best interest (and the best interest of the facility) to find community-based placement.  Finally, this project will demonstrate barriers that may currently exist for such transitions.  

How Many Residents Will This Program Transition?

Transition goals have been established at 51 transitions for 2008; 2009 - 551 transitions; 2010 - 648 transitions; 2011 - 750 transitions.  To date, approximately 200 residents have been transitioned to the community.

How Does The Process Work?

If you are contacted by a representative of the CCT lead organization in your area, the representative will arrange a time to meet with the facility administrator. Although CCT lead organizations are authorized to enter the facility and speak with residents to determine whether they may have a preference to return to the community, CAHF recommends that facilities prepare, in advance, a list of full-scope Medi-Cal residents
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whose assessment (MDS) and care planning process have identified their desire to return to the community.  This list can then be shared with CCT representatives and be used to assist them in the process of interviewing the resident, speaking with the family (as applicable), and determining if the resident continues to have an interest in returning to the community. 

What Are The Responsibilities of the Lead Organization?

CCT lead organizations are responsible for:

· Identifying interested residents; 

· Completing a resident preference survey  (See Attachment B);

· Determining what services are necessary to support the person in the community.  (This may include locating housing, care providers and needed medical equipment.)  

· Coordinating discharge-planning efforts with the facility.

Are CCT Lead Organizations Authorized To Review Resident Records?

Yes. CCT lead organizations have authorization, via the demonstration project and DHCS to review resident medical records.  

Will CCT staff interview residents who do not wish to participate in the program?

No. Once CCT staff verifies that a resident is not interested in returning to the community, the resident’s wishes will be respected.

What if the family is against the resident’s leaving the facility?

CCT staff will work with the resident to support his/her desire to return to the community and, as necessary, will also work with the family to help address any concerns they may have.

Who is available at CAHF if I want to discuss this matter further?

Should you have any questions about the CCT, please do not hesitate to contact CAHF staff, Mary Jann at (916) 441-6400, extension 227 or via e-mail: mjann@cahf.org.

Sincerely,
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Walter Hekimian 

Chairman of the Board

Alternative Home Care
(JSI Acquisition, Inc.)

5805 Sepulveda Blvd., Ste. 605

Sherman Oaks   91411

Jonathan Istrin

(818) 902-5000

jistrin@althh.com
Resources for Independence, Central Valley

3008 North Fresno Street

Fresno   93707

Jimmie Soto

(559) 221-2330

J_soto@cil-fresno.org
Dayle McIntosh Center

13272 Garden Grove

Garden Grove   92843

Dolores Kollmer
(714) 621-3300, Ext. 339

dkollmer@daylemc.org
East Bay Innovations
303 W. Joaquin Ave, Suite 110

San Leandro   94577
Tom Heinz

(510) 618-1580, Ext. 11

theinz@eastbayinnovations.org

Elder Options, Inc.

82 Main St.

PO Box 2113

Placerville   95667

Carol Heape

(530) 626-6939

carol@elderoptionsca.com
FREED Center for Independent Living

117 New Mohawk Rd., Ste. A

Nevada City   95959

Ana Acton

(530) 265-4444

ana@freed.org
Golden Umbrella

200 Mercy Oaks Drive

Redding,   96003

Alan Masden

(530)226-3013

alan.masden@chw.edu
Home Health Care Management, Inc.
1398 Ridgewood Drive

Chico   95973

Julie Lehmann

(530) 343-0727

jlehmann@homehealthcaremgmt.com

Institute on Aging/Community Living Fund
3514 Geary Blvd.

San Francisco   94118

Dustin Harper
(415) 750-5200, Ext. 400

dharper@ioaging.org
Rehabilitation Services of Northern California

490 Golf Club Road

Pleasant Hill   94523

Debbie Toth

(925) 682-6330

dtoth@rsnc-centers.org
SCAN/Independence at Home

2501 Cherry Ave., Ste. 380

Signal Hill   90755

Colette Encalada

(562) 637-7122

cencalada@scanhealthplan.com
Westside Center for Independent Living

12901 Venice Blvd.

Los Angeles   90066

Cosette Case
(310) 390-3611

cosette@wcil.org

DISCHARGE PLANNING REQUIREMENTS

AB 1629 includes an emphasis on facilities care planning processes as they relate to individual resident discharge potential.  Facilities have, on a long-standing basis, assessed resident projected length of stay and discharge potential as part of initial and ongoing assessments required by the Minimum Data Set (MDS).   It is important, however, to assess your facility’s discharge planning practices to ensure they are consistent with state statutory requirements.  Specifically, AB 1629 establishes the following requirements:

· Requires the facility to capture, in relevant sections of the MDS, a resident’s care assessment and projected length of stay and discharge potential, and to,

· Identify whether the resident has expressed or indicated a preference to return to the community and whether the resident has social support, such as family, that may help to facilitate and sustain the return.

· The resident’s plan of care must reflect, when applicable, the care ordered by the physician needed to assist the resident’s preference to return to the community.

· The evaluation of the resident’s discharge potential must occur at least quarterly or upon a significant change in the resident’s medical status.

· The ID team is required to oversee the care of the resident using a team approach to assessment and care planning and shall include the resident’s attending physician, a registered professional nurse with responsibility for the resident, and other appropriate staff in disciplines as determined by the resident’s needs.

· When return to the community is part of the care plan, the facility shall:

· Provide to the resident or responsible party, and document in the care plan, information concerning resources available in the community and,

· Make a reasonable attempt to assist the resident in obtaining assistance within existing programs.







