Coordinating Transition Services 

Assisted Living Waiver (ALW) Care Coordination Agencies and California Community Transitions (CCT) Lead Organizations


BACKGROUND

Nursing facility residents seeking transition services to community living may request assistance from various agencies.  Currently, the State reimburses Medi-Cal home and community-based services waiver providers for assisting eligible Medi-Cal beneficiaries residing in nursing facilities to secure services and supports in community settings.  These service providers include:

· ALW care coordination agencies, which receive a one-time payment for providing nursing facility transition services to individuals who choose to enroll in the ALW and move to participating Residential Care Facilities for the Elderly (RCFE).

· CCT lead organizations, which receive hourly reimbursement for providing transition coordination services to individuals who choose to participate in CCT and explore a range of community settings, including independent housing and RCFEs.

Additionally, Regional Centers, as part of their core services, assist individuals with developmental disabilities to move from State Developmental Centers to community settings.

POLICY

To eliminate instances where individuals receive transition services from more than one of these service agencies, the Department of Health Care Services Long-Term Care Division has established the following protocol:
1. Before offering services to nursing facility residents ALW care coordination agencies and CCT lead organizations will:
a) Consult the nursing facility discharge planner, social service designee, or other appropriate representative to inquire whether the individual is already working with a transition service agency.
b) Ask the resident/family whether he/she is already working with another agency that is providing transition services.

2. If the resident is not a Regional Center consumer, and the resident/family has not been contacted by any transition service agency, the ALW care coordination agency or CCT lead organization may offer services.

3. If the resident/family has already been contacted by a transition service agency, the ALW care coordination agency or CCT lead organization must clarify whether or not any specific agreement has been executed.  For example:
· When an ALW care coordination agency has scheduled, or conducted, a transition assessment, and the resident/family has agreed to accept the terms of the ALW and acknowledged such through the Freedom of Choice document, a CCT lead organization will discontinue or cease transitional 
activity with that particular resident.  The CCT lead organization may leave literature with the resident/family for future consideration.
· When a CCT lead organization has received a signed Participant Information and Agreement Form and Participant Rights and Responsibilities Form, ALW care coordination agencies will cease or discontinue transition service activity with that individual.  If the resident/family chooses to explore enrollment in the ALW while participating in CCT, the CCT lead organization will provide a listing of all area ALW care coordination agencies so the resident/family can select their preferred care coordination agency.
· In the event an ALW care coordination agency or a CCT lead organization learns that a nursing facility resident is a Regional Center consumer, the agency will immediately contact the resident’s Regional Center representative.
In the event that misinterpretations or disagreements arise as a result of shared service areas, it is the State’s expectation that resolution will be managed at the local level, utilizing the aforementioned information.
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