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Project Abstract and Profile




CALIFORNIA COMMUNITY TRANSITIONS  

GRANT ABSTRACT 


The California Community Transitions demonstration will bring together the state’s 

resources to develop culturally competent and self-directed community-based living 

options for persons who have been institutionalized for longer then six months.   

To achieve this, local entities will design comprehensive transition models most 

appropriate for addressing their community’s long-term care needs.  Local entities will 

establish and manage Community Transition Teams (CTTs) to support the transition 

process. The state will be responsible for reviewing competitive applications and 

ensuring compliance with all state and federal rules.  The state will conduct strategic 

planning during the year-long pre-implementation phase, which will be followed by the 

phase-in of the CTTs and participant enrollment during the remainder of the 

demonstration. 

As the single state Medicaid agency, the California Department of Health Services 

(CDHS) will act as the overall coordinator for policy and operational issues related to the 

demonstration. CDHS will work with various stakeholders including state departments, 

community-based organizations, institutional providers, and consumer groups to 

implement the demonstration with the greatest possible level of collaboration. 

The California Community Transitions demonstration will seek to successfully 

transition 2,000 persons from up to 10 regions in the state back into the community at a 

total cost of $130,387,502 federal dollars over a five year period.  Questions about the 

demonstration should be forwarded to Carol Freels or Paula Acosta at the California 

Department of Health Services, Office of Long Term Care (916) 440-7535. 



State Profile & Summary of Project 

Name of State:  California 

Primary Contact Name and Title:  Carol Freels (Chief, Office of Long-Term Care) or  
Paula Acosta (Chief, Long-Term Care Projects Unit) 

Year of Demonstration:  Year 2 – January 1 through December 31, 2008 

Populations to be Transitioned 
(unduplicated count) Elderly

Mental Retardation/ 
Developmental 

Disability (MR/DD) 

Physical 
Disability

(PD) 

Mental 
Illness 

(MI) 

Dual Diagnosis: 
Chronic Medical & 

Mental Illness 
Estimated Number of Individuals to 
be Transitioned* 20 15 45 10 10

Statewide (SW) or
Not Statewide (NSW) NSW NSW NSW NSW NSW

Qualified Institutional Settings* NF, ICF or 
Hospital NF, ICF or Hospital NF, ICF or 

Hospital 
NF, ICF or 
Hospital NF, ICF or Hospital 

Qualified Community Settings** Home, Apartment 
or Assisted Living 

Home, Apartment or 
Assisted Living

Home, Apartment 
or Assisted Living 

Home, Apartment 
or Assisted Living 

Home, Apartment or 
Assisted Living

Qualified HCB 
Services

Per Existing 
HCBS Waivers

And Plan of Care 

Per Existing HCBS 
Waivers And Plan of 

Care

Per Existing 
HCBS Waivers

And Plan of Care 

Per Existing 
HCBS Waivers

And Plan of Care 

Per Existing HCBS 
Waivers And Plan of 

Care

HCB Demonstration* 
Services

Transition 
Coordination

Excess Personal 
Care

Transition Coordination 
Excess Personal Care

Transition 
Coordination

Excess Personal 
Care

Transition 
Coordination

Excess Personal 
Care

Transition Coordination 
Excess Personal Care

Supplemental Demonstration 
Services* 

Flexible one-time 
services not 
included in 

current waivers

Flexible one-time 
services not included in 

current waivers

Flexible one-time 
services not 
included in 

current waivers

Flexible one-
Time services not 

included in 
current waivers

Flexible one-time 
services not included in 

current waivers

• Subject to control agency approvals.
• Defined during pre – implementation 
• Total number of slots is 100 



Name of State: California 

Primary Contact Name and Title:  Carol Freels (Chief, Office of Long-Term Care) or  
Paula Acosta (Chief, Long-Term Care Projects Unit) 

Year of Demonstration: Year 3 – January 1 through December 31, 2009 

Populations to be transitioned 
(unduplicated count) Elderly 

Mental Retardation/ 
Developmental 

Disability (MR/DD) 

Physical 
Disability 

(PD) 
Illness 

(MI) 

Mental Dual Diagnosis: 
Chronic Medical & 

Mental Illness 
Estimated number of individuals to 
be transitioned * 100 75 225 50 50 

Statewide (SW) or Not Statewide 
(NSW) NSW NSW NSW NSW NSW 

Qualified Institutional Settings* NF, ICF or 
Hospital NF, ICF or Hospital NF, ICF or 

Hospital 
NF, ICF or 
Hospital NF, ICF or Hospital 

Qualified Community Settings** Home, Apartment 
or Assisted Living 

Home, Apartment or 
Assisted Living 

Home, Apartment 
or Assisted Living 

Home, Apartment 
or Assisted Living 

Home, Apartment 
or Assisted Living 

Qualified HCB 
Services 

Per Existing 
HCBS Waivers 

And Plan of Care 

Per Existing HCBS 
Waivers 

And Plan of Care 

Per Existing 
HCBS Waivers 

And Plan of Care 

Per Existing 
HCBS Waivers 

And Plan of Care 

Per Existing HCBS 
Waivers 

And Plan of Care 
Transition Transition Transition Transition 

HCB Demonstration* Coordination Transition Coordination Coordination Coordination Coordination 
Services Excess Personal Excess Personal Care Excess Personal Excess Personal Excess Personal 

Care Care Care Care 

Supplemental Demonstration 
Services* 

Flexible one-time 
services not 
included in 

current waivers 

Flexible one-time 
services not included in 

current waivers 

Flexible one-time 
services not 
included in 

current waivers 

Flexible one-time 
services not 
included in 

current waivers 

Flexible one-time 
services not 

included in current 
waivers 

• Subject to control agency approvals. 
•
 *

Total Slots 500. 



Name of State: California 

Primary Contact Name and Title:  Carol Freels (Chief, Office of Long-Term Care) or  
Paula Acosta (Chief, Long-Term Care  Projects Unit) 

Year of Demonstration: Year 4 – January 1 through December 31, 2010 

Populations to be transitioned 
(unduplicated count) Elderly 

Mental Retardation/ 
Developmental 

Disability (MR/DD) 

Physical 
Disability 

(PD) 
Illness 

(MI) 

Mental Dual Diagnosis: 
Chronic Medical & 

Mental Illness 
Estimated number of individuals to 
be transitioned * 130 98 292 65 65 

Statewide (SW) or Not Statewide 
(NSW) NSW NSW NSW NSW NSW 

Qualified Institutional Settings* NF, ICF or 
Hospital NF, ICF or Hospital NF, ICF or 

Hospital 
NF, ICF or 
Hospital NF, ICF or Hospital 

Qualified Community Settings** Home, Apartment 
or Assisted Living 

Home, Apartment or 
Assisted Living 

Home, Apartment 
or Assisted Living 

Home, Apartment 
or Assisted Living 

Home, Apartment 
or Assisted Living 

Qualified HCB 
Services 

Per Existing 
HCBS Waivers 

And Plan of Care 

Per Existing HCBS 
Waivers 

And Plan of Care 

Per Existing 
HCBS Waivers 

And Plan of Care 

Per Existing 
HCBS Waivers 

And Plan of Care 

Per Existing HCBS 
Waivers And Plan 

of Care 
Transition Transition Transition Transition 

HCB Demonstration* Coordination Transition Coordination Coordination Coordination Coordination 
Services Excess Personal Excess Personal Care Excess Personal Excess Personal Excess Personal 

Care Care Care Care 

Supplemental Demonstration 
Services* 

Flexible one-time 
services not 
included in 

current waivers 

Flexible one-time 
services not included in 

current waivers 

Flexible one-time 
services not 
included in 

current waivers 

Flexible one-time 
services not 
included in 

current waivers 

Flexible one-time 
services not 

included in current 
waivers 

• Subject to control agency approvals. 
• Total slots 650 



Name of State: California 

Primary Contact Name and Title:  Carol Freels (Chief, Office of Long-Term Care) or  
Paula Acosta (Chief, Long-Term Care  Projects Unit) 

Year of Demonstration: Year 5 – January 1 through December 31, 2011 

Populations to be transitioned 
(unduplicated count) Elderly 

Mental Retardation/ 
Developmental 

Disability (MR/DD) 

Physical 
Disability 

(PD) 
Illness 

(MI) 

Mental Dual Diagnosis: 
Chronic Medical & 

Mental Illness 
Estimated number of individuals to 
be transitioned * 150 143 337 75 75 

Statewide (SW) or Not Statewide 
(NSW) NSW NSW NSW NSW NSW 

Qualified Institutional Settings* NF, ICF or 
Hospital NF, ICF or Hospital NF, ICF or 

Hospital 
NF, ICF or 
Hospital NF, ICF or Hospital 

Qualified Community Settings** Home, Apartment 
or Assisted Living 

Home, Apartment or 
Assisted Living 

Home, Apartment 
or Assisted Living 

Home, Apartment 
or Assisted Living 

Home, Apartment 
or Assisted Living 

Qualified HCB 
Services 

Per Existing 
HCBS Waivers 

And Plan of Care 

Per Existing HCBS 
Waivers 

And Plan of Care 

Per Existing 
HCBS Waivers 

And Plan of Care 

Per Existing 
HCBS Waivers 

And Plan of Care 

Per Existing HCBS 
Waivers 

And Plan of Care 
Transition Transition Transition Transition 

HCB Demonstration* Coordination Transition Coordination Coordination Coordination Coordination 
Services Excess Personal Excess Personal Care Excess Personal Excess Personal Excess Personal 

Care Care Care Care 

Supplemental Demonstration 
Services* 

Flexible one-time 
services not 
included in 

current waivers 

Flexible one-time 
services not included in 

current waivers 

Flexible one-time 
services not 
included in 

current waivers 

Flexible one-time 
services not 
included in 

current waivers 

Flexible one-time 
services not 

included in current 
waivers 

• Subject to control agency approvals. 
•  Total slots 750 



Name of State: California 

Primary Contact Name and Title:  Carol Freels (Chief, Office of Long-Term Care) or  
Paula Acosta (Chief, Long-Term Care  Projects Unit) 

Budget Estimate Presentation 

Demonstration Federal Funding Request 

Fiscal 
Year 

Qualified HCBS 
program 
services 

(demonstration 
share at 

enhanced FMAP) 
of 75% FFP 

Demonstration 
HCBS services 
(demonstration 

share at 
enhanced 

FMAP) of 75% 
FFP 

Supplemental 
Demonstration 
Service Costs 

(demonstration 
share at regular 

FMAP) 
of 50% FFP 

Administrative 
Costs and 
Evaluation 

Costs (at 50% 
FFP admin 
FMAP rate) 

State 
Proposed 
Evaluation 
Costs (at 
50%FFP 
admin 

FMAP rate) 

Total FY 
Estimated 
Funding 
Request 

2007 0 0 0 $90,000 0 $90,000. 

2008 3,885,000. 1,773,900 523,800 $90,000 0 $6,273,000. 

2009 19,426,500. 10,084,500 3,024,000 $90,000 0 $32,625,000. 

2010 25,254,450. 13,133,475 3,950,325 $90,000 0 $42,428,250. 

2011 29,139,750. 15,177,375 4,564,125 $90,000 0 $48,971,250. 

TOTAL: $77,706,000. *$40,169,250. $12,062,250. $450,000 $0 $130,387,500. 

* Transition Coordination and HCB Demo (other) included. 













Section VI 
Application Narrative 

Application Narrative is divided into the following parts, per the 
grant solicitation: 

• Part I: 	 Systems Assessment & Gap Analysis 
• Part II: 	 Demonstration Design 
•	 Part III: Preliminary Budget and Organizational Staffing 

Plan 
• Part IV: 	 Assurances 



Part I:  Systems Assessment and Gap Analysis  

California is committed to providing services in the least restrictive and most 

integrated setting.  The proposed California Money Follows the Person (MFP) 

Demonstration project, California Community Transitions, seeks to develop the 

infrastructure necessary to facilitate transitions from institutions to the community, while 

also outlining mechanisms to better promote access to home and community-based 

care.  

With over half of all long-term care dollars spent on home and community-based 

services,  California ranks eleventh nationwide in the percent of funding spent on home 

and community-based compared to institutional services.  In 2006, the state will provide 

home and community-based services to an estimated 375,000 individuals for an 

estimated expenditure of $8.4 billion.  Comparatively, the state forecasts spending $5.3 

billion to serve fewer than 100,000 patients through institutional services.  

Although California dedicates substantial resources towards home and community-

based services, the system still confronts multiple barriers to expanding capacity and 

developing infrastructure.  In particular, individuals who are institutionalized are 

challenged when seeking alternatives such as individualized case management 

services and supports, a consumer-centered package of services, and affordable, 

accessible housing—all of which are necessary to ensure successful transitions to the 

community.   

The California Community Transitions demonstration will link institutional residents 

with home and community-based services, allowing for coordination over multiple 

programs and waivers, focused on a consumer control and self-direction.  In addition, 
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the demonstration will coordinate efforts with California Community Choices, California’s

2006 Real Choice Systems Transformation grant, to identify barriers and policy 

solutions necessary for long-term care systems rebalancing.  

This Gap Analysis outlines California’s long-term care support system, provides 

background on progress in expanding home and community-based capacity, and 

identifies barriers to address in developing infrastructure for institutional transitions and 

long-term care systems rebalancing. 

THE LONG-TERM CARE CONTINUUM IN CALIFORNIA 

Long-term care services can be grouped into two categories: 1) institutional or

facility-based services; and 2) community-based services received in a home, 

apartment or group/community living arrangement.  Institutional care services include 

Intermediate Care Facilities (including Intermediate Care Facilities for the 

Developmentally Disabled), Institutions for Mental Disease, and nursing facilities 

(including skilled nursing facilities, distinct part, and subacute facilities).  Community-

based services include Medi-Cal1 State Plan services, Medi-Cal Home and Community-

Based Services (HCBS) waiver programs, and other programs funded outside the Medi-

Cal system. 

Multiple State Departments Administer Long-Term Care Services

In California, the Departments of Aging (CDA), Health Services (CDHS), Social 

Services (CDSS), Developmental Services (DDS), Mental Health (DMH), and 

Rehabilitation (DOR), directly administer long-term care programs and services.  

(Appendix 1)  The California Health and Human Services Agency (CHHSA) provides 

policy oversight and coordination among these entities, in addition to other departments 

1 Medicaid is called Medi-Cal in California. 
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and commissions, including the Office of Statewide Health Planning and Development 

(OSHPD), Alcohol and Drug Programs, Child Support Services, Major Risk Medical 

Insurance Board, Emergency Medical Services Authority, and Community Services and 

Development. 

California Facility-Based Services

Intermediate-Care Facilities (ICFs).  ICFs provide room and board along with regular 

medical, nursing, social and rehabilitative services.  ICFs are Medi-Cal and/or Medicare 

certified by CDHS, and funded primarily by Medi-Cal, as well as Medicare and private 

pay. 

ICFs for the Developmentally Disabled (ICF/DDs).  Known at the federal level as 

ICFs/MR (mental retardation), ICF/DDs provide services for persons of all ages with 

mental retardation and/or developmental disabilities.  ICF/DDs have 16 or more beds; 

ICF/DD-H (habilitative) and ICF/DD-Ns (nursing) have 15 or fewer beds and average six 

beds in a home setting.  All ICF/DDs are Medi-Cal certified by CDHS, while DDS and 

Regional Centers are responsible for placement and quality assurance.  These facilities 

are nearly 100% funded by Medi-Cal. 

Institutes for Mental Disease (IMDs).  IMDs provide extended treatment for persons 

of all ages with chronic mental health problems; many consumers are younger than 65.  

Specialized staff serves consumers in a secured environment.  IMDs are Medi-Cal 

certified by CDHS and funded by a combination of state and county dollars.  Local 

mental health departments are responsible for placement and program content. 

Nursing Facilities (NFs).  Sometimes called skilled-nursing facilities, nursing homes 

or convalescent hospitals, NFs provide comprehensive nursing care for the chronically 
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ill or short-term consumers of all ages, as well as rehabilitation and specialized medical 

programs.  NFs are Medi-Cal and/or Medicare certified by CDHS and funded primarily 

by Medi-Cal, with some funding through Medicare, managed care and private pay. 

Subacute Facilities.  Subacute Facilities focus on intensive rehabilitation, complex 

wound care and post-surgical recovery for consumers of all ages.  These facilities are 

Medi-Cal and/or Medicare certified by CDHS and funded primarily by Medi-Cal, with 

some funding through Medicare, managed care and private pay. 

California’s Home and Community-Based Programs  

California’s framework for delivering long-term care services largely reflects the 

state's central role as an administrative entity for disbursing federal funds and for 

providing quality oversight to ensure the health and safety of all Californians.  As the 

state’s single state Medicaid administrative entity, CDHS receives all federal Medicaid 

funding and disburses these funds to other departments that administer programs 

providing health care and long-term care services. 

Medi-Cal funds a majority of California’s institutional and home and community-

based long-term care services, either through optional state plan services or home and 

community-based waivers.  CDHS provides oversight for the home and community-

based state plan optional benefits and Medi-Cal HCBS waiver programs. 

Medi-Cal Optional State Plan Services

In-Home Supportive Services (IHSS) Program.  California’s IHSS program assists 

355,778 aged, blind, or disabled persons with activities of daily living,  enabling them to 

remain safely in their own homes.  Through IHSS, qualified recipients receive 

assistance with daily tasks, such as bathing, dressing, cooking, cleaning, grooming, and 
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feeding.  The IHSS program plays a significant role in helping people remain at home 

and avoid institutionalization, as well as in developing a model system of self-directed 

services.  IHSS is both a state plan and demonstration waiver service.  While IHSS 

regulations determine the range of services, the consumer directs his/her services by 

deciding how, when, and in what manner IHSS services will be provided.  To this end, 

consumers who chose the Advance Pay Option are responsible for hiring, training, and 

supervising providers. 

Home Health Agency (HHA) Services. HHA services are covered benefits under 

both the Medi-Cal State Plan and HCBS waivers.  Under the state plan, intermittent 

HHA services can cover short-term assistance with wound care, therapies, and 

medication monitoring, for example.  Under HCBS waivers, HHA and independent 

nurse provider services can cover shift nursing for long-term, chronic conditions.  HCBS 

HHA services often combine registered nurse oversight of a plan of care and services 

by licensed vocational nurses and personal care attendants, as allowed under a specific 

HCBS waiver.  Both state plan HHA and HCBS HHA services are prior authorized under 

the state's utilization control procedures which require state approval, physician's orders 

and medical necessity documentation prior to the onset of services.  The consumer has 

choice of a qualified and available HHA or independent nurse provider.   

Adult Day Health Care (ADHC). In California, ADHC programs are licensed 

community-based day care program providing a variety of health, therapeutic, and 

social services to those at risk of being placed in a nursing home.  While ADHC centers 

are licensed by CDHS, CDA is responsible for program administration and certification 

of each center for Medi-Cal reimbursement.  The primary objectives of ADHC are to 
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restore or maintain optimal capacity for self-care to frail elderly persons and other adults 

with physical or mental disabilities and to delay or prevent institutionalization.  

Established by the Legislature in 1978, ADHCs represent one of the early community-

based programs aimed at providing support to caregivers and delaying nursing home 

placement for seniors and adults with disabilities.  In 2005/06, 350 ADHC centers will 

serve 44,000 clients statewide at an approximate cost of $409 million, with Medi-Cal 

providing reimbursement for more than 90% of the ADHC participants.   

Targeted Case Management.  TCM provides assistance in obtaining services 

covered under the Medi-Cal State Plan, such as home health, IHSS, and durable 

medical equipment, as well as through other public and private providers, such as 

emergency food and housing.  Covered TCM activities also include assessment, 

service/support planning, and monitoring services and supports.  In California, TCM is 

offered through local governmental agencies that provide services directly or by 

contracting with non-governmental entities or the University of California.  CDHS 

provides assistance to local governments in processing claims and monitoring.  TCM is 

reimbursed through the Medi-Cal State plan on a 50% local government, 50% federal 

dollar matching basis.  

Medi-Cal Home and Community-Based (1915c) Waivers

Acquired Immune Deficiency Syndrome (AIDS) Waiver.  The AIDS waiver provides 

home and community-based services to persons diagnosed with symptomatic HIV 

disease or AIDS with symptoms.  Today, there are 2,676 enrollees; the program is 

capped at 3,410 in calendar year (CY) 2006. 
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Assisted Living Waiver Pilot Project (ALWPP).  The ALWPP provides home and 

community-based services, as an alternative to long-term nursing facility placement, to 

Medi-Cal beneficiaries over the age of 21 in two settings: Residential Care Facilities for 

the Elderly or publicly subsidized housing with an HHA providing services.  There are 

106 current enrollees and the program cap is 200 in CY 2006. 

Developmentally Disabled (DD) Waiver.  The DD waiver provides home and 

community-based services to persons with developmental disabilities who are Regional 

Center consumers and reside in the community as an alternative to ICFs.  The current 

number of enrollees is 69,416; the cap on enrollees is 70,000 in waiver year (WY) 

2005/06. 

Multipurpose Senior Services Program (MSSP) Waiver.  The MSSP waiver provides 

case management and limited purchase of services to Medi-Cal beneficiaries who are 

65 or over and at-risk of institutionalization, allowing individuals to live independently in 

their homes.  Currently, MSSP has 10,860 enrollees and is capped at 11,789 in WY 

2005/06. 

In-Home Operations (IHO) Waivers.  There are three IHO waiver programs – 

Nursing Facility (NF) Level A and B, NF Subacute, and In-Home Medical Care (IHMC).  

These waivers will soon be restructured into one "mega-waiver", the NF Acute Hospital 

(NF A/H) Waiver.  IHO waivers provide community-based alternatives to people who 

would otherwise be living in an institution: 

• In-Home Medical Care Waiver:  The IHMC waiver provides an alternative to 
hospitalization for persons with disabilities who would otherwise require acute
care for a minimum of 90 days.  Enrollees typically have a catastrophic illness or 
injury and are dependent on medical technology to replace or supplant major 
organ systems.  Currently, there are 66 enrollees; the cap is 300 in WY 2005/06. 
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• Nursing Facility Subacute Waiver:  The NF Subacute waiver provides an 
alternative to hospitalization for persons with disabilities who would otherwise 
require subacute nursing care for a minimum of 180 days.  Enrollees typically 
have a significant illness or injury and are dependent upon some medical 
technology to supplant or assist major organ function.  The current number of 
enrollees is 635; the cap on enrollees is 905 in WY 2005/06. 

• Nursing Facility Level A and B (NF A/B) Waiver:  The NF A/B waiver provides 
services to persons with disabilities who would otherwise require skilled nursing 
care at level A or level B for a minimum of 365 days.  Enrollees typically require 
assistance with either personal care and/or have some skilled nursing care 
needs.  The current number of enrollees is 890; the cap on enrollees is 890 in 
WY 2005/06 and 649 individuals are currently on a waitlist. 

Other Home and Community-Based Services

Several CHHSA departments administer a range of home and community-based 

services for seniors and persons with disabilities: 

Department of Aging.  CDA administers Older Americans Act programs for 

supportive services, congregate and home-delivered meals and MSSP.  CDA also 

administers program for community service employment, advocacy and protection, 

health insurance counseling, case management (Linkages), Alzheimer’s Day Care 

Resource Centers and ADHC services.  

Department of Rehabilitation. DOR assists Californians with disabilities obtain and 

retain employment and maximize their ability to live independently in their communities.  

Working with individuals of every type and category of disability, DOR provides 

vocational rehabilitation services to eligible Californians.  DOR also provides Americans 

with Disabilities Act technical assistance, and training and funds 29 Independent Living 

Centers, which offer information and referral services to assist individuals with 

disabilities live active, independent lives.  
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Department of Social Services.  CDSS administers the IHSS Program, described 

earlier, the cornerstone of self-directed services in California. 

Department of Developmental Services.  DDS serves approximately 210,000 

individuals with developmental disabilities.  The vast majority of these individuals reside 

in the community in an array of community living options.  DDS contracts with 21 

private, non-profit Regional Centers to provide services to those residing in the 

community.  Approximately 69,000 Regional Center consumers receive services 

through the DD Waiver.  Additionally, DDS, through its Community Placement Plan 

process, is providing options and opportunities for individuals residing in developmental 

centers to transition into the community. 

Department of Mental Health.  DMH develops, evaluates, monitors and supports an 

array of coordinated services that deliver care to California’s adults and older adults 

who are severely mentally ill, and children who are seriously emotionally disturbed.  

DMH oversees California’s community mental health services and services available 

under the Mental Health Services Act.  DMH also oversees 11 nonprofit Caregiver 

Resource Centers that serve more than 14,000 families and caregivers of persons with 

adult-onset brain impairments.   

Promoting Access to Employment

The California Health Incentives Improvement Project (CHIIP) is a multi-agency 

collaborative effort targeting barriers to the gainful employment of persons with 

disabilities, particularly health care and personal assistance barriers, initiated in 2002 

with Medicaid Infrastructure Grant from the Federal Centers for Medicare and Medicaid 

Services (CMS).  CHIIP provides outreach and training in two areas:  
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2 The CA Preference Survey Tool is entitled MFP Preference Data Collection Tool in the Attachment 2:  Preference 
Survey Analysis and Tool. 

1. The Medi-Cal 250% Working Disabled Program is a Medicaid Buy-In program 
that allows persons with disabilities to earn income and maintain healthcare 
benefits by buying into Medi-Cal with a monthly premium; and  

2. The provisions of IHSS that allow individuals to use personal assistant services 
in the workplace, as well as at home.   

Since May 2005, the enrollment rate for the Medi-Cal Working Disabled Program 

has increased by 67%.  While usage of these work incentive initiatives has grown over 

the last two years, many consumers with disabilities remain unaware of them.  CHIIP 

continues to build communication and outreach through multiple strategies.    

MFP PILOT PROJECT: CALIFORNIA PATHWAYS 

The Real Choice Systems Change Grant for Community Living, California Pathways, 

is in its fourth year of implementation.  The state received $750,000 federal funding and 

has been approved for a no-cost extension through September 30, 2007. The University 

of California at Los Angeles is the CDHS lead partner on the project.   

The pilot project is based on a uniform assessment instrument for the purposes of 

identifying nursing facility residents who wish to return to community living.  CDHS is 

also partnering with the DOR, CDA, CDSS and the University of Southern California. 

The project team developed and field tested a preference assessment in stage one 

of a two-stage nursing facility transition assessment protocol.  The California Preference 

Survey Tool (included in Appendix 2) that will be utilized in the California Community 

Transitions demonstration project is a brief screening interview used to identify nursing 

facility residents who want to pursue a transition to community living. 2   One major 

finding of the California Pathways project is that no one agency or individual is 

responsible for systematic nursing facility transition services across multiple programs.  
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Additionally, the assessment protocols and tools used in the state are typically focused 

on one narrow set of services.  Individuals wishing to transition to the community 

typically are assessed by multiple individuals and programs before a successful 

transition to community living can occur.  The California Pathways project is working 

with various HCBS programs such as ALWPP, MSSP, NF A/H waiver and IHSS, all 

based on the individual’s preference and the primary care physician’s 

recommendations.  Finally, the project is developing and testing a core set of duties that 

would be typical for a successful Transition Coordinator.  The outcomes of this work will 

inform the California Community Transition project proposed in this application.   

QUALITY MONITORING 

Quality management strategies and processes are critical to ensure programs 

operate according to approved design, meet statutory and regulatory assurances and 

requirements, achieve desired outcomes, and identify opportunities for improvement. 

In the proposed California Community Transitions demonstration, participants will be 

enrolled in current Medi-Cal HCBS waivers, which have existing quality assurance and 

monitoring procedures and processes.   

California’s Current Quality Management System

In California’s recent NF A/H waiver application, the state outlined the existing 

Quality Management Strategy for the waiver, as required under §1915(c) of the Social 

Security Act and 42 CFR §441.302.  (Appendix 3)  The Quality Management Strategy 

encompasses the following: 

• Levels of Care Determination; 
• Service Plan Reviews; 
• Provider Reviews; 
• Oversight of Health & Safety Issues; 
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• Financial Accountability Issues; 
• Quality Management Reports to Appropriate Program Management Team; 
• Periodic Evaluation and Revision of Quality Management Strategies. 

Quality Management Units (QMUs) are responsible for measuring performance, 

providing analysis when performance falls below the established levels of compliance, 

and presenting recommendations for remediation and improvement.  QMUs in CDHS 

include research analysts, waiver analysts, eligibility analysts, information system 

analysts, and licensed medical professionals.  The section chief, managers, nurse 

evaluator supervisors, and QMUs are responsible for the development, implementation, 

and evaluation of remediation actions.  QMUs collect and analyze data for trends and 

patterns of populations served and make changes to policy, procedures, and resources 

based on that analysis.   

A QMU under CDHS may span multiple waivers and/or programs.  In addition, 

several state departments may collaborate on quality monitoring activities.  For 

example, CDHS provides quality assurance for the ALWPP, and works with DDS on the 

DD waiver, and CDA on the MSSP waiver. 

PROGRAM COLLABORATION:  POLITICAL & STAKEHOLDER SUPPORT 

The success of California’s Community Transitions demonstration will rely on a 

collaborative partnership between state and local-level partners.  This partnership will 

be sustained through state-level leadership and ongoing participation from stakeholders 

throughout the state.  

Political Leadership

Administration Leadership.  Governor Arnold Schwarzenegger and his 

Administration remain committed to increasing the availability of home and community-
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based services. Kim Belshé, Secretary of CHHSA and a member of the Governor’s 

Cabinet, convenes the state’s Olmstead Advisory Committee to identify barriers and 

develop solutions to provide services to persons with disabilities in the least restrictive 

and most integrated settings possible.  In addition, the Department of Finance (DOF) 

has supported several budget initiatives that seek to transition consumers into 

alternative, community-based living situations.   

Governor’s Legislative Initiatives.  This year, the Governor’s proposed Fiscal Year 

(FY) 2006/07 Budget proposed initiatives to maintain and build upon California’s 

commitment to supporting seniors and persons with disabilities in the community by 

enhancing community-based alternatives to institutionalization, better managing and 

coordinating consumer needs across the long-term care continuum, and integrating 

acute and long-term care services.  These initiatives included:  

• The Coordinated Care Management Demonstration Project.  This project seeks 
to maintain access to medically necessary and appropriate services, improve 
health outcomes, and provide services for seniors and persons with disabilities
who have chronic conditions.  The project will target high-end users of the Medi-
Cal by offering case management services in order to more efficiently manage 
service delivery and improve healthcare outcomes.  The proposal was included 
in the 2006-07 Budget and is currently in the beginning phases of 
implementation. 

Additional legislative initiatives are discussed in Appendix 4. 

Legislative Leadership.  California’s Legislature demonstrates a strong commitment 

to support seniors and persons with disabilities in the community as long as possible, as 

evidenced by the attached letters of support from members of the legislature.  

State-Level Collaboration

State Partners.  With the state-level leadership, CDHS will play a key role in 

convening state partners and stakeholders to address barriers to HCBS waiver 
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capacity, budget flexibility, systems rebalancing, as well as housing and transportation 

that will be critical to the success of these efforts.  As the single state Medicaid entity, 

CDHS works closely with other departments administering Medicaid programs including 

DDS, DMH, CDSS, DOR, and CDA.    

Stakeholders.  Stakeholders participate in a number of state-level forums, including 

public meetings regarding proposed initiatives or implementation of HCBS waivers or 

grant programs, as well as legislative policy and fiscal committee hearings. 

Stakeholders will be critical to the success of the California Community Transitions 

demonstration, and will assist in identifying barriers and solutions to consider for 

transitions infrastructure development and long-term care systems rebalancing. 

Olmstead Advisory Committee.  Established by Governor’s Executive Order, this 

group advises the CHHSA Secretary on matters related to the avoidance of 

institutionalization and the support of seniors and persons with disabilities in their 

homes/communities.  The committee consists of a strong and diverse representation of 

consumers, as well as members of advocacy groups, provider associations and private 

organizations.  The committee provides a forum to discuss policy issues and create 

solutions to Olmstead implementation.  This committee will play a critical role in 

implementation of the California Community Transitions demonstration. 

CALIFORNIA’S LONG-TERM CARE EXPENDITURES

Expenditures.  According to the Kaiser Family Foundation, California spent 

$11,354,449,172 on Long-Term Care Services in FY 2005.  Appendix 5 provides 

detailed long-term care expenditures by setting. 
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Occupancy.  OSHPD collects self-reported data on various long-term care facilities 

in the state, with the exception of IMDs.  According to an OSHPD report on Statewide 

Trends 2001 in Long-Term Care Services, there were 117,000 bed used by 325,000 

individuals.  The vast majority of these persons were in an institution for less than six 

months.  Appendix 6 provides additional data. 

Rebalance of Funding. California is committed to moving towards a rebalanced 

system focused on home and community-based services, and currently spends over 

half of all long-term care dollars on community-based services.  A recent analysis of 

California’s long-term care program caseloads and costs conducted by the non-partisan 

Legislative Analyst’s Office (LAO) found that while spending in general on long-term 

care services has grown significantly over the last five years ($10.3 billion in 2001-02 

vs. $14 billion in 2005-06), an increasing portion of California’s long-term care spending 

is for home and community-based services over institutional care.  Please note, 

however, that the LAO included community-based non-Medicaid services in the analysis

and this data cannot be replicated given the federal definition of state plan and HCBS 

services under the Maintenance of Effort requirements. 

According to the LAO’s 2005-06 report, spending for home and community-based 

services significantly increased from 55% to 61% over institutional care since it was last 

examined in 2000-01.  Interestingly, over the past decade the number of Medi-Cal paid 

nursing facility days has stayed virtually the same (a 1.7% increase), despite the fact 

that the number of persons eligible for Medi-Cal over age 65 has increased almost 25%.  

The LAO findings demonstrate a clear shift in long-term care services towards home 

and community-based services.  The availability of California’s IHSS program, HCBS 
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waiver programs, home health, ADHC, and other community-based services have 

helped reduce average utilization from almost 44 days per eligible Medi-Cal person over 

age 65 in 1991 to just over 36 days in 2001 – a 22% reduction.   

ADDRESSING LONG-TERM CARE DELIVERY SYSTEM GAPS  

The following represents gaps in the long-term care delivery system for individuals 

who wish to transition from institutional settings, as well as barriers to long-term care 

systems rebalancing.  The California Community Transitions demonstration seeks to 

address these gaps and, with stakeholder input, resolve systems, funding, capacity and 

programmatic issues.  

Lack of Transitions Infrastructure. Nursing facility residents who wish to return to the 

community often lack access to critical transition services, including assistance from a 

coordinator who can help facilitate connections to home and community-based services, 

resources to cover one-time emergency needs for return to the community, and access 

to affordable and accessible housing.  Specific barriers include: 

• Residents lack awareness of a process that could support their return to 
community, if that is their preference; 

• Lack of a systematic way to accurately identify those who want to transition; 
• Lack of trained coordinators to work with residents who wish to return to 

community living; 
• Lack of community organizations and HCBS waiver capacity to provide for 

residents’ temporary and long term needs upon return to community, including 
ongoing case management if needed. 

The California Community Transitions demonstration will provide a mechanism to 

develop infrastructure at the local level, test models, and develop best practices to help 

facilitate institutional transitions in various regions of the state. 

Lack of Access to Affordable, Accessible Housing. Seniors and persons with 

disabilities often face high housing costs or live in physically unsupportive environments 
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that are disconnected from services.  For persons who need more services and support 

provided in their homes and apartments, there is an inadequate supply of affordable 

housing options.  Consequently, seniors and persons with disabilities are often faced 

with living in inadequate settings or moving to more institutionalized settings.  Persons 

wishing to transition out of an institution into the community often cannot do so due to 

lack of affordable and accessible housing options.  Through the California Community 

Transitions demonstration, the state is committed to working closely with our housing 

partners to address these barriers and identify solutions to meet the need for affordable, 

accessible housing.  

Lack of Access to Services.  Due to system fragmentation, consumers and 

caregivers often cannot access the necessary services and supports that promote 

community living, resulting in premature or unnecessary institutionalization.  

Specifically, case management is not available on a statewide basis.  Medi-Cal does not 

offer case management as an optional state plan benefit to all populations; some HCBS 

waivers offer these services, but the availability of services varies throughout the state 

and eligibility is frequently based on age or specific disability type.  While California 

provides case management through the MSSP and NF A/H  waivers, these programs 

are limited in scope.  In addition, the TCM is a county-based Medi-Cal State Plan option 

that provides short-term case management.  However, several counties do not choose 

to operate TCM programs, and for those that do, most do not offer TCM for persons 

transitioning from institutions.  

The California Community Transitions demonstration will address this barrier by 

ensuring that the target population is provided access to case management services 

California Community Transitions, Page 17 of 52  



through the existing HCBS waivers that offer these services (NF A/H, MSSP, DD 

waivers). 

System Fragmentation.  California's acute and long term care system has long been 

impacted by system fragmentation stemming from a multiplicity of funding streams, 

assessment procedures, and lack of coordination between the medical and social 

systems of care.  This fragmentation can lead to higher-than-necessary rates of 

hospitalization and nursing home expenditures, as well as a lack of coordination 

between primary, acute, long term care systems.  The California Community Transitions 

demonstration will address this barrier by ensuring that the local Community Transitions 

Teams coordinate services at the local level, connecting consumers and caregivers to 

the services they need to successfully transition into the community.  

Lack of Capacity.  Consumers often cannot access the necessary services and 

supports that promote community living, due to program waiting lists.  The California 

Community Transitions demonstration will address this barrier by ensuring that 

consumers can access services at the local level, which may require increasing 

capacity at the state level.  The state will seek the necessary programmatic and 

budgetary approval to increase program capacity.  Any increase in program capacity is 

subject to control agency approval. 

Lack of Flexibility in State Budgeting.  The State’s administrative framework for 

administering long-term care services is large and complex.  Depending upon the 

department and the origin of program funding, there are different payment 

methodologies.  Due to the various payment methodologies and reimbursement 

systems, resources for long-term care in general cannot be transferred to the area of 
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need.  In addition, the state lacks a global long-term care budget system, which means 

the state is unable to address community capacity by simply transferring spending from 

institutional to home and community-based care.  This lack of flexibility in budgeting is a 

critical component to long-term care systems rebalancing and will be discussed in the 

context of California’s Real Choice Systems Transformation grant (California 

Community Choices) over the next five years, in partnership with the California 

Community Transitions demonstration efforts.   

Data Constraints. Another barrier to long-term care funding management is a lack of 

consistent data collection across agencies and programs.  Data is critical to 

understanding population needs, gaps in services and areas of duplication.  However, 

no single department or agency uniformly collects and reports all long-term care data.  

In some situations, there may be available data but little analytical information, or there 

may be significant gaps in available information or incomplete data. 

LEGISLATIVE/REGULATORY CHANGES

The California Community Transitions demonstration seeks to expand services 

through existing waivers and programs under Medi-Cal.  Since these programs and 

waivers are currently in operation, CDHS maintains the authority needed to implement 

the demonstration.  Throughout the term of the project and based on target population 

needs, CDHS may need to increase home and community-based program capacity.  

Any increase in waiver or program capacity will be subject to control agency approval.  

CDHS and CHHSA will work with the related departments, DOF and the Legislature to 

seek budgetary approval for related program capacity needs.  In addition, additional 

legislation may be required to provide additional demonstration and  supplemental 

California Community Transitions, Page 19 of 52  



services identified during the pre-implementation phase.  In partnership with 

stakeholders, California’s Real Choice Systems Transformation grant (California 

Community Choices) will identify and address other legislative and/or regulatory 

changes needed to address long-term care systems rebalancing, and will work to 

achieve this rebalancing in coordination with this proposed California Community 

Transitions demonstration.  CDHS is committed to working closely with the 

Administration, CHHSA, DOF, and the Legislature on any legislative or regulatory 

issues that may arise throughout the term of the project. 

FUTURE OUTLOOK 

The proposed California Community Transitions demonstration provides an 

important opportunity for California to expand and strengthen its existing continuum of 

long-term care services by testing local models and developing community-level 

infrastructure to facilitate the transition of institutional residents (with a stay of six 

months or longer) to the community.   

Despite California’s progress in reducing long-term care institutional expenditures 

and increased home and community-based capacity over the past several years, 

significant barriers remain to long-term care systems rebalancing and infrastructure 

development for the transition of individuals from institutions to the community.  The 

California Community Transitions demonstration, together with the California 

Community Choices Real Choice Systems Transformation grant, affords California an 

opportunity to begin addressing these challenges.   
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PART II:  Demonstration Design 

The proposed California Money Follows the Person (MFP) Demonstration project, 

California Community Transitions, will focus on developing community-level 

infrastructure to assist long-stay institutional residents with transitioning to community 

living, as well as identifying and addressing barriers to long-term care systems 

rebalancing.  The state will work closely with stakeholders to develop the most 

successful system possible and address broadscale rebalancing issues. 

The demonstration will require local entities to establish community-level transition 

teams comprised of home and community-based services local providers and 

stakeholders, and to compete for participation in the demonstration.  Through a request 

for proposal (RFP) process that will be designed with stakeholder input, the California 

Department of Health Services (CDHS) will carefully screen applications to ensure that 

local teams meet the RFP specifications and demonstrate the ability to work with the 

target population.  These local teams will lead in assisting successful transition of 

individuals from institutions to the community.   

The California Community Transitions demonstration design is founded on the 

following principles:   

• Individuals who reside in nursing facilities and other institutions have the right to 
self-determination, access to home and community-based services, 
independence and choice; 

• The development of community-level infrastructure is essential for successful 
institutional-to-community transition and relies on a collaborative partnership 
between the state, counties, community-based organizations, nursing facilities 
and consumers.  
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The goals of the California Community Transitions demonstration are to: 

• Build on existing community-based infrastructure to address systemic gaps and 
test models to facilitate transitions from institutions to the community; 

• Develop best practices that could serve as models for successful transitions 
throughout the state; 

• Increase awareness about home and community-based care options for the 
target population; 

• Build local capacity and identify community-based service needs that are critical 
in ensuring successful transitions; 

• Identify barriers that prevent successful transitions from institutions to the 
community and make recommendations to remove these barriers; 

• Identify and address barriers to long-term care systems rebalancing and identify 
financing options that promote community living options.

PRE-IMPLEMENTATION  

Details of the project implementation and operational protocol will be finalized 

during the federally required pre-implementation phase in collaboration with 

stakeholders.  The following timeline details pre-implementation activities. 

Activity Pre-Implementation Timeline 
J F M A M J J A S O N D

Recruit and hire CDHS project staff. • •
Engage in formal planning, with stakeholder 
involvement, to finalize demonstration design,
develop community transition team criteria 
and standards and local project selection 
criteria, and develop operational protocol, 
including data collection and performance 
measures. 

• • • • • • • • •

Conduct competitive process to identify up to 
10 regions to participate, based on phased-in 
implementation.   

• • • •

Identify HCBS Waivers that will require an 
increase in available slots; prepare waiver 
amendments. 

• • •

Submit Operational Protocol to CMS.   •
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Selection Process for Community Transitions Teams

In partnership with stakeholders, the state will develop a Community Transition 

Team (CTT) RFP selection process, project guidelines and transition protocol during 

pre-implementation planning.  

Community Transition Teams.  Each participating local regional area (either a single 

county or multi-county region) will be required to identify a lead organization responsible 

for organizing a CTT, comprised of key community-level providers including In Home 

Supportive Services (IHSS), Multipurpose Senior Services Program (MSSP), Linkages, 

Independent Living Centers (ILC), Regional Centers, Ombudsman programs, IHSS 

public authorities, nursing facilities, transportation, hospitals, local housing authorities, 

Area Agencies on Aging (AAAs), California Caregiver Resource Centers, Aging and 

Disability Resource Centers (ADRCs) and other community-based organizations 

involved with service planning to seniors and adults with disabilities. 

Local CTT Project Management.  One of the CTT members will be identified to lead 

the MFP efforts in the region.  The CTT will identify the appropriate lead entity based on 

local home and community-based services capacity and expertise.  For example, in one 

county, the local ILC may be best suited to head up the MFP CTT efforts, while in 

another county, the AAA or MSSP program may be best-suited for this role.  The CTT 

would be responsible for working with a Transition Coordinator (defined below) to 

identify residents of institutions to participate in the project, develop local infrastructure 

and processes, identify transition barriers, and work with the state throughout 

implementation of the demonstration.  As such, California’s demonstration approach 

provides flexibility to communities in a large, diverse state to propose a range of locally 
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developed transition models.  CDHS will be responsible for monitoring implementation

of local projects and project outcomes, and ensuring compliance with all state and 

federally required demonstration and reporting requirements. 

The CTT will also develop a culturally and linguistically-appropriate community 

education and outreach process, and will consult with the state in determining a process 

to reach out to and transition nursing facility residents and coordinate supports in the 

community.  All CTTs will utilize claiming and reimbursement mechanisms, e.g. 

Targeted Case Management (TCM), Home and Community-Based Services (HCBS) 

Waivers, IHSS, MSSP, and other non-Medi-Cal HCBS programs, to structure most 

demonstration services.  Demonstration participants will be informed of and involved 

with every aspect of the demonstration decisions, especially direct service decisions. 

Transition Coordinator and Transition Process.  Each CTT would be staffed by a 

Transition Coordinator who will act as case manager/service coordinator, participating 

under the Nursing Facility Acute Hospital (NF A/H) waiver program1, the MSSP 

program, or a local qualified organization that claims Medi-Cal TCM funds to cover 

costs of case management (depending on whether counties choose to fund TCM for 

deinstitutionalization efforts).  The Transition Coordinator will be responsible for one-on-

one work with the facility residents and will begin the transition process by administering 

the California Preference Survey Tool, developed as part of the state’s current MFP 

pilot project, California Pathways.  The survey is a brief screening interview that can be 

used to identify nursing facility residents who want to pursue a transition to community 

living.  The Transition Coordinator will then work with the consumer (or proxy) to 

1 California’s NF A/H Waiver allows case management to be provided by certain additional local non-profit 
organizations, effective January 1, 2007, as well as the traditional nurse or social worker case managers. 
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determine housing, medical and other service needs, support preferences, availability of 

informal supports, and potential cost of services in the community.  The Transition 

Coordinator will also work with the consumer to develop a transition plan that includes 

the most appropriate HCBS waiver and other services; for example, nutrition programs 

or other Older American’s Act (OAA) services available through local AAAs, IHSS, 

Medi-Cal eligibility, and other community supports.  If the resident identified is a 

Developmentally Disabled consumer, then the Transition Coordinator would refer the 

resident to the local Regional Center for assessment and follow-up.  If the resident has 

mental health needs, the Transition Coordinator would consult with the Department of 

Mental Health (DMH) and/or the county specialty mental health programs and services 

under the Mental Health Services Act.  The Transition Coordinator is the consumer’s 

connection to community supports. 

Regions/Service Area.  The state will select up to 10 regions (either single or multi-

county areas) to participate in the California Community Transitions project.  Regions in 

the northern, central, and southern area of the state will be selected based on RFP 

criteria and demonstrated ability to meet state and federal project specifications.  The 

specific number of regions selected will depend on the local responses to the RFP, the 

quality of local proposals and CDHS capacity to oversee the demonstration.  The 

project specifications will be identified as part of the stakeholder pre-implementation 

process. 

Selection Criteria.  It is the intent of the state to select teams in the Central, 

Northern and Southern areas of California, thereby representing the spectrum of rural 

and urban populations.  To be selected, CTTs will have to fulfill all MFP demonstration 
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requirements as developed by the state in partnership with stakeholders, including, but 

not limited to: CTT team elements, partnership with institutions and affordable housing 

professionals, cultural and linguistic competency, and diversity in target population.  

Local CTT projects will be required to develop a proposal identifying elements including 

coordination between programs, program protocol, identification of target population, 

and services needed by the local target population.  The regions may present various 

CTT models, enabling the state to test a variety of transition team concepts.  For 

example, one organization may organize four CTTs in two counties.  Once the local 

CTT projects are identified by the state, the first one or two projects will be implemented 

in year two of the demonstration.  The remaining projects will be implemented, using a 

phased-in approach.   

CTTs will be carefully scrutinized for cultural and linguistic competency.  CTTs will 

also be required to provide assurances that privacy of health information is maintained, 

and that assessments and service planning for these individuals will be provided in a 

timely manner, before the individual returns to the community.  All CTTs and their staff 

will be required to meet all applicable Health Insurance Portability and Accountability 

Act (HIPAA) and privacy protection requirements as they apply to Medi-Cal eligible 

facility residents. 
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2 State of California, Heath Care Quality and Analysis Division: Annual Utilization Reports of Hospitals and LTC 
Facilities, 1992-2001.  The updated nursing facility census information was provided by the Department of Health 
Services. 
3 CDHS Licensing and Certification Division.

IMPLEMENTATION  

The goal of the California Community Transitions demonstration is to assist 2,000 

individuals transition from institutions to community living. 

Target Population

All demonstration participants must be Medi-Cal eligible and have resided in a 

facility for six months or longer, which could include a combined six-month period 

across institutions.  The demonstration will target multiple population groups, including:

• Persons with disabilities of all ages (including the developmentally disabled); 
• Older adults, including those with cognitive impairments;    
• Patients in acute hospital beds; 
• Acute hospital/nursing facility patients residing in public or private freestanding or 

Distinct Part Nursing Facilities with a history of substance abuse; 
• Acute hospital/nursing facility patients residing in public or private freestanding or 

Distinct Part Nursing Facilities with co-occurring chronic medical and mental 
illness; 

• Persons of any age with Traumatic Brain Injury; 
• Residents of Institutes for Mental Disease (IMDs) who are under the age of 21 

and over the age of 65. 

Per federal guidelines, eligible facilities will include Distinct Part and freestanding public 

and private nursing facilities (including ICF-MRs), IMDs and acute care hospitals. 

Target Population Estimate Methodology. Based on data from the Office of 

Statewide Health Planning and Development2 and CDHS, approximately 20 percent of 

nursing home residents have lengths of stay greater than six months, or roughly 22,000 

residents out of the approximate 110,000 nursing home residents (this number includes 

both private pay and Medi-Cal).  In California, the number of Medi-Cal nursing home 

residents statewide for all lengths-of-stay is 66,3223.  Of the total 66,322 Medi-Cal 
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4 See Appendix 2 for complete report.

nursing home residents, it is estimated that approximately 20 percent have resided in 

nursing homes for longer than six months; thus, approximately 13,300 Medi-Cal 

residents would be eligible under the California Community Transitions project.  

However, this number does not include acute care hospital or eligible IMD residents 

who have resided for longer than six months, nor does it represent institutional residents 

with a combined total of six months’ residence across institutional settings (e.g., hospital 

for three months and nursing facility for three months). 

Based on experience from the current MFP project, California Pathways4, the state 

estimates that approximately 10 percent of the eligible population, approximately 1,300 

residents, prefer community living and could reasonably be candidates for transition 

under this demonstration, not including acute care hospital or eligible IMD residents.  

Therefore, including long-term care, acute care Medi-Cal and eligible IMD residents, the 

state will target up to 2,000 individuals for the demonstration.  This estimate does not 

preclude anyone from participating in the demonstration if he/she is eligible and resides 

in a participating facility.  The Transition Coordinator, responsible for identification of 

individuals to be served, will conduct a 20 minute face-to-face interview with interested 

residents using the California Preference Survey Tool. 

Although this application estimates a target population to be served under the 

demonstration, the exact number of individuals (including breakdown of age and 

disability) who will be served under the California Community Transitions demonstration 

will be calculated during the pre-implementation phase, and will depend on many 

factors, including: 
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• The number of local service areas participating in the demonstration; 
• The number of CTT teams staffed within each local demonstration service area; 
• The number of facilities participating in the demonstration; 
• The census of the partner facilities; 
• The percentage of facility residents who are Medi-Cal eligible; 
• The percentage of individuals who have resided in a facility six months or more; 
• The percentage of individuals who state a stable preference to transition to 

community living.  

Implementation Timeline and Transition Goals

Demonstration 
Year 

Transition Goals 

One Stakeholder process and development of Operational Protocol 
Two Transition up to 100 residents to a qualified residence in the first 

year (phased-in approach in one to two regions).  The first year of 
implementation will be designed to test the system in one or two 
specific regions of the state and then modify systems based on 
barriers encountered and lessons-learned. 

Three Transition implementation in up to six regions of the state with up to 
500 residents transitioned in second year. 

Four Transition up to 650 residents in third year with implementation in 
remaining regions. 

Five Continuation of activities in all participating regions with transition of 
up to 750 residents.  Conclusion of demonstration and federal 
evaluation.   

Demonstration Services

California Community Transitions demonstration participants will have access to a 

wide range of community-based services and supports. 

Qualified Home and Community-Based Services.  Qualified HCBS include 

California’s Medicaid service package that comprises 1915(c) and/or state plan 

services.  Depending on eligibility, demonstration participants may also access 

California’s non-Medicaid funded home and community-based services: however, these 

services would not include a federal funding match under the demonstration (unless 

developed as policy and defined as Supplemental Demonstration Services and 

approved by state control agencies).   
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Home and Community-Based Demonstration Services.  The state intends to 

propose additional transition services beyond what is offered through the state’s HCBS 

waivers, which will be identified in collaboration with stakeholders during the pre-

implementation phase.  Demonstration services that will be considered include:  

personal care services hours exceeding the state statutory limit of 283 hours, respite for 

caregivers, and family training.

Supplemental Demonstration Services.  The state intends to offer supplemental 

services that are essential for successful transition.  These services will be identified 

with stakeholder input during the pre-implementation phase and will require state control 

agency approval.  Supplemental Demonstration Services that will be considered 

include:  outreach and education for HCBS service providers, nursing facility staff, 

hospital discharge planners, consumers and their families, and flexible one-time funding 

for home set-up. 

Self-Directed Services.  Demonstration participants will be actively involved in 

designing a set of services that best meet their needs and selecting their community-

based residence.  The participant will decide how, when, and in what manner services 

will be provided, will have the opportunity to control the delivery of his/her services, and 

will play a critical role in service management, with the assistance of a care manager, if 

desired.  To this end, consumers can choose whether they want to maintain 

responsibility for hiring, training, and supervising personal care providers as some do in 

the state’s IHSS Program.   

Case Management/Service Coordination. Case management/service coordination 

services are a critical component to ensuring that consumers are connected to the 
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appropriate services they need to successfully transition to and remain in the 

community.  Assuming it is the consumer’s preference, case management/service 

coordination will be provided as part of the transition process, and on an ongoing basis 

upon a resident’s return to the community.  Transitional service planning (provided 

before) and ongoing case management (provided after transitioning to the community) 

will be covered either by a HCBS waiver (depending on participant eligibility) or by local 

TCM funds (counties will be encouraged to modify their TCM plan to use TCM for 

institutional transitions).  If the resident is a developmentally disabled, the DD Waiver 

would provide the case management through the Regional Center or, if a 

developmentally disabled resident is eligible for the NF A/H Waiver, the NF A/H Waiver 

would provide case management in coordination with the Regional Center.   

Resident Choice of Qualified Home and Community-Based Services.  The majority 

of residents enrolled in California Community Transitions will most likely chose to 

transition into the NF A/H waiver program and others may seek transition into the 

Assisted Living Waiver Pilot Project, the MSSP program, or the Developmentally 

Disabled (DD) Waiver.  Waiver capacity will be analyzed during pre-implementation to 

ensure adequate waiver “slots” are available to the target population.   

Qualified Residence.  Per federal guidelines, eligible residences will include a home 

owned/leased by individual/family; an apartment with an individual lease with lockable 

access and egress; or a residence in a community-based setting in which no more than 

four unrelated individuals reside.  The competitive process and subsequent state 

oversight will ensure these demonstration requirements are met.   
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Recruiting Demonstration Participants

The California Community Transitions project will use a two-pronged strategy to 

recruit demonstration participants:  (1) education and outreach; and (2) preference 

assessment. 

Using existing local home and community-based partnerships and programs 

(including ILCs, Regional Centers, ADRCs, and AAAs, and California Caregiver 

Resource Centers), the demonstration will include culturally and linguistically

appropriate outreach and education to nursing home and other targeted institutional 

residents, caregivers, and local community-based programs.  The goal of outreach and 

education component is to inform the community of the California Community 

Transitions project, home and community-based alternatives to institutional placement, 

as well as resident’s rights to return to the community.  

The state will also work with the local participating entities to ensure that the 

education print or media materials and content disseminated are consumer-friendly and 

culturally appropriate (modeled after existing community education materials such as 

those of Regional Centers and other home and community-based programs).  Outreach 

activities will include staff training for home and community-based programs and health 

facilities involved in MFP demonstration. 

Secondly, the California Community Transitions demonstration will use the 

systematic California Preference Survey Tool to identify eligible individuals who would 

like to transition to community living.  The state will provide local CTTs specific guidance 

and protocols on implementing the survey during the RFP process.  Additional 

assessment factors that may be considered include functional status, length of time in 
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facility, and availability of needed supports.  Successful transitions will depend on HCBS 

capacity, affordable and accessible housing options, mobility options, caregiver support, 

personal care services, availability of transportation, and home modifications. 

Increasing HCBS Capacity

Depending on target population projection, additional slots may be needed for the 

NF A/H and MSSP waivers to accommodate individuals transitioning from institutions in 

the MFP demonstration (the increase in slots would be based on number of individuals 

targeted for the demonstration, current capacity of waivers to meet increased demand, 

and state control agency approval).  These additional slots will require the state to 

submit waiver amendments to the Centers for Medicare and Medicaid Services (CMS).  

Enhancing capacity of HCBS services to accommodate needs of the target population 

will require control agency approval.  CDHS will work with the appropriate entities, 

including Administrative and Legislative colleagues, to seek the necessary approvals in 

time for and throughout program implementation.

Collaboration

The success of the California Community Transitions demonstration will rely on a 

collaborative partnership between state and local-level partners, which will be led by the 

CDHS, under the auspices of the California Health and Human Services Agency 

(CHHSA).  See Appendix 7 for stakeholder letters of support. 

Cross Agency Collaboration.  The CHHSA maintains strong working relationships 

with the Departments of Housing and Community Development (HCD), Transportation 

(DOT), and the Housing Finance Agency (CHFA).  CHHSA will play a key role in 

convening these cross-agency partners to address barriers to housing and 
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transportation that will be critical to the success of California Community Transitions 

efforts.  CHHSA continues to work closely with HCD and CHFA in other efforts to 

develop affordable and accessible housing stock including implementation of the State’s 

Housing Bond (Proposition 46) and the Governor’s Chronic Homelessness Initiative.  In 

addition, DOT is partnering with the CHHSA departments as part of the federal United 

We Ride Initiative to develop the state’s Mobility Action Plan and better connect the 

health and human service system with transportation alternatives at the local levels.  

CHHSA is poised to continue to these relationships and address housing and 

transportation barriers related to implementation of this demonstration. 

As the single state Medicaid entity, CDHS works closely with other departments that 

administer Medicaid programs via Interagency Agreements, including the Department of 

Developmental Services (DDS), the Department of Social Services (CDSS), the 

Department of Rehabilitation (DOR), the Department of Aging (CDA) and DMH.  

Throughout the term of this project, CDHS will convene regular meetings with these 

state partners to identify barriers, address program implementation issues, and identify 

policy solutions. 

At the local level, the Community Transition Teams will be responsible for 

addressing local program and policy implementation issues.  Representatives of local 

level partners will be convened at the state level as members of the Transitions 

Advisory Committee.  In this capacity, the local implementation issues and solutions will 

be addressed at the state level. 

Interagency and Public/Private Collaboration.  The California Community 

Transitions demonstration will convene a Transitions Advisory Committee comprised of 
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community stakeholders representing the target population of consumers, advocates, 

family members/caregivers, and providers as well as state departments (including DOR, 

CDA, DDS, DMH, and CDSS) and CHHSA.  The purpose of the Transitions Advisory 

Committee will be to identify barriers and develop solutions to consider in the context of 

program implementation.  

In addition, the California Olmstead Advisory Committee will play an important role 

in providing feedback and guidance throughout the term of the project.  The Olmstead 

Advisory Committee is established by Governor’s Executive Order to advise the 

Secretary of CHHSA on matters related to the avoidance of institutionalization and the 

support of seniors and persons with disabilities in their homes/communities.  The 

committee consists of a strong and diverse representation of consumers, as well as 

members of advocacy groups, provider associations and private organizations.  The 

committee provides a forum to discuss policy issues and create solutions to Olmstead 

implementation together with the Secretary of CHHSA, Kim Belshé, a member of the 

governor’s cabinet.  CHHSA and staff from multiple state departments update the 

Committee, review data, discuss progress, and receive feedback from this body 

regarding long-term care issues and will play a critical role in implementation of 

California Community Transitions.   

Consumers. Consumers will continue to play a critical role in pre-implementation 

planning and project implementation.  Letters of support received from numerous 

consumer organizations including, but not limited to, AARP, California Advocates for 

Nursing Home Reform, Easter Seals, Californians for Disability Rights, Protection and 

Advocacy, Inc., and the Gray Panthers of California, testifies to the broad-based support 
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for California’s demonstration.  The California Community Transitions demonstration is 

grounded in the guiding principle that individuals who reside in nursing facilities and 

other institutions have the right to self-determination, access to home and community-

based services, independence and choice.  Throughout the project, consumers will play 

a central role in program design and implementation at the state and local level.  At the 

state level, consumers will play a critical role in the Transitions Advisory Committee and, 

in turn, will help develop the transition infrastructure to ensure that it represents a 

consumer-centered system of services.  At the local level, Community Transition Teams 

will be required to partner with consumers and their peers to develop solutions that are 

responsive to consumer needs.  

Institutional Providers.  As demonstrated by the support of the California 

Association of Health Facilities (representing California’s nursing home providers), the 

California Hospital Association, the California Assisted Living Association, SCAN Health 

Plan, and Contra Costa Health Plan, institutional providers will continue to be key 

partners at the state and local levels, and will play a central role throughout the term of 

the project.  Representation on the Transitions Advisory Committee will include, among 

other stakeholders, hospitals, nursing homes, and other long-term care providers.  Local 

level Community Transition Teams will also be required to have the representation of 

institutional providers.  These providers are also represented on the Olmstead Advisory 

Committee, and in this capacity, will be providing guidance and support throughout the 

term of the project. 
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Housing and Transportation

California will build on its partnership with HCD and CHFA to address issues related 

to the development of affordable, accessible housing options for seniors and persons 

with disabilities.     

If passed by voters in November, the Housing and Emergency Shelter Trust Fund 

Act of 2006 may help increase the availability of housing by authorizing the state to sell 

$2.85 billion of general obligation bonds to fund 13 new and existing housing and 

development programs.  Rental assistance would not be included within the Bond.  

About one-half of the funds would go to existing state housing programs.  The state will 

use this opportunity to consider various housing options in order to provide affordable, 

accessible housing for the target population.

In addition to housing, adequate transportation and mobility options are necessary 

to ensure access to medical care and other community-based services.  During the pre-

implementation phase, CHHSA, other CHHSA departments, and DOT will continue 

efforts to implement a mobility action plan to promote better coordination of human 

services transportation programs, and to provide mobility management programs, 

including travel training to familiarize riders with transit and para-transit modes, to 

connect people to a continuum of accessible transportation services. 

Quality Management

Since a majority of California’s MFP grantees will likely be enrolled in the NFA/H 

waiver, California’s preliminary design of the MFP Quality Management Strategy will 

mirror the quality management design used in the NF A/H waiver, in that it will include 

mechanisms to ensure that: 
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1. The state conducts level of care need determinations; 
2. Plans of care are responsive to waiver participant needs; 
3. Qualified providers serve waiver participants; 
4. The health and welfare of waiver participants is maintained; 
5. As the State Medicaid Agency, CDHS retains administrative authority over the 

waiver program; and 
6. The state provides financial accountability for the waiver. 

Detail on the NF A/H Waiver Quality Management Strategy was provided in the 

Systems Assessment and Gap Analysis section.  In addition, current waiver protocols 

will also be modified to accommodate more frequent assessments for demonstration 

participants to ensure their health and safety in the community.  CDHS will also provide 

additional monitoring and oversight, including measuring quality and outcomes specific 

to the demonstration and its participants.  These additional quality management 

processes will be determined in the pre-implementation phase and will require a Quality 

Improvement strategy that feeds back into the existing Quality Assurance program to 

make adjustments based on measures such as self reported quality of life, level of 

involvement in the community per individual preferences, caregiver assessments, re-

hospitalizations, changes in service plan, and consumer satisfaction.   

Information Technology

CDHS has comprehensive Information Technology systems that will be used to 

identify eligibility for demonstration participants and to respond to federally required 

programmatic and financial reporting requirements.  No modifications to existing 

systems are proposed in this application. 

The CDHS Management Information System/Decision Support System (MIS/DSS) 

is an integrated data warehouse of Medi-Cal eligibility, provider, service and financial 

records, including over seven years of both fee-for-service and managed care data.  
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The system enables managers and staff to query the relational database and generate 

standardized and ad-hoc reports for analyses and day-to-day management of the Medi-

Cal program, including: program monitoring, data analysis, federal reporting, monitoring 

the quality of care provided to beneficiaries, and anti-fraud activities. 

In addition, demonstration participants will be assigned a specific Medi-Cal aid code 

through the Medi-Cal Eligibility Data System (MEDS) that will allow tracking of 

demonstration participants’ eligibility status and demographic data.  MEDS maintains a 

record for every individual reported as Medi-Cal or (County Medical Services Program 

(CMSP) eligible since 1981.  Each record is maintained under the recipient's Social 

Security Number (SSN) or under a MEDS assigned pseudo number if the individual 

does not have an SSN.  Each record may contain up to seventeen months of eligibility 

status information, including future, current and the prior fifteen history months.  The 

primary uses of the information maintained on MEDS are: 

• Issuance of Benefit Identification cards for Medi-Cal or CMSP beneficiaries to 
provide a method of accessing the automated eligibility verification system for 
state health services; 

• Matching of recipient cases to prevent duplicate issuance of benefits; 
• Tracking eligibility for and purchasing Medicare Coverage; 
• Tracking Medi-Cal contracted Health Care Plan enrollment; 
• Responding to provider inquiries regarding Medi-Cal/CMSP eligibility; 
• Identifying eligibility for payment of medical claims; 
• Providing a statistical database on eligibles for budgeting and federal reporting 

purposes. 

CDHS is now using data from Case Management Information System (CMIS) to 

establish new quality indicators that will help determine if changes need to be made to 

the waiver enrollment criteria, services, providers, or any other aspect of waiver 

administration.  The CMIS program can provide data on how potential participants are 

referred to the waiver, how many referrals are received, document the timeliness of the 
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5 Target percentages submit to change based on experience gained first year of implementation. 

referral, evaluation, and enrollment process, captures data on applicants placed on the 

wait list, and track reasons why active waiver cases are closed.  The CMIS system or 

equivalent manual database will be used to identify demonstration participant data, 

including dates of preference survey, assessment data, care plan data, and transition 

dates. 

Demonstration Benchmarks

Demonstration Goal Benchmark 
1 Develop community-

level infrastructure 
and test models to 
facilitate transitions 
from institutions to the
community. 

Develop CTT selection criteria and implement RFP 
process during Pre-Implementation Phase. 
Up to 10 regions selected for participation included in 
Operational Protocol.   
All transition team models implemented using state-
identified transition protocol by 2010. 

2 Transition 2,000 
individuals from 
institutions by 2011. 

The following number of individuals transitioned each year 
of the demonstration, for a total of 2,000 by 2011: 
Year 2  – 100; Year 3  – 500; Year 4  – 650; Year 5  – 750 

3 Target multiple 
populations for 
participation in 
demonstration. 

Percentage of populations participating in demonstration 
each year compared as indicated in State Profile and 
Summary of Project5:  Elderly – 25%, MR/DD – 15%, 
Physical Disability- 45 %, Mental Illness – 10%, Dual 
Diagnosis – 10% 

4 Increase access to 
home and community-
based services. 

Submit HCBS waiver amendments requesting increased 
waiver slots, as determined during pre-implementation 
phase and approved by state control agencies, to CMS. 
Local analysis of service provider gaps.  State technical 
assistance to local CTTs during implementation process 
with regular demonstration guidance, e.g., procedure 
memos, handbook, on-site visits, teleconferences, etc. 

6 Increase in HCBS 
spending compared to 
institutional LTC 
spending. 

Statewide increase in percentage of HCBS spending as a 
total of all long-term care spending each year of the 
demonstration. 

7 Increase awareness 
about home and 
community-based 
options for target 
populations. 

Number of informational materials distributed and outreach 
activities performed by local CTTs to target groups, e.g. 
brochures, information and referral listings, media events, 
participation in community events, etc.   
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Barriers to Flexibility of Medicaid Funds

In this application, the state has established yearly goals to increase the dollar

amount and percentage of expenditures on home and community-based services.  

These goals will be met by:   

• Ensuring interest and participation of target population with culturally and 
linguistically appropriate education and outreach on the availability of HCBS 
waiver and other services.

• Increasing the number of available HCBS waiver slots as appropriate, to ensure 
waiver access to demonstration participants.

Rebalancing

California recognizes the need to continue efforts to rebalance the long-term care 

system.  It is estimated that the population requiring long-term care services is growing 

at a rate of three percent per year as evidenced by the last five years.  (California 

Legislative Analysts Office, 2005/06).  While California has increased its share of 

spending for community-based care, the state must effectively manage long-term care 

funding in order to meet the challenge of the ever-increasing demand for long-term 

care, and to help financial resources go farther to meet consumers’ home and 

community-based needs.  

In an effort to more effectively manage its long-term care funding and rebalance the 

long-term care system, California was awarded a CMS Real Choice Systems 

Transformation Grant in October of 2006 (California Community Choices) that provides 

resources to develop an in-depth understanding of the specific fiscal, legal, structural, 

and policy measures that will encourage and support community care living options—as 

well as the specific mechanisms that discourage and prevent individual choice and 

selection of community care options.  Increasing the state’s capacity to serve individuals 
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in the community does not necessarily require more resources, but it clearly does 

require a better understanding of its current resources, how best to spend them, and 

what steps are needed to bridge the gap from current resource expenditure systems to 

a new, more flexible budget and reimbursement system of integrated service delivery.  

 The Real Choices Systems Transformation effort will include recommendations for 

budget restructuring and funding management reforms—the advantages and 

disadvantages, and potential venues or modes of realization, (e.g., by Medicaid State 

Plan Amendment, new or modified HCBS waivers, State legislation, proposed federal 

legislation, or a combination).  Such restructuring may mean amending the Medicaid 

State Plan, adding a number of slots to an existing waiver, implementing an integrated 

Medicare and Medicaid delivery system, and/or developing or restructuring waivers that 

allow money to follow the person.  The state will examine its payment methodologies 

across the long-term care continuum and ensure that incentives are appropriately 

aligned to increase access to HCBS, which ultimately will lead to a rebalancing of the 

financing structure.  It is anticipated that some recommendations will center on changes 

to payment methodologies, reimbursement systems, and other measures to allow 

transfer of funds between HCBS and institutional programs.  

At the end of the 5 year Real Choice Systems Transformation grant period (which 

will be year four of the MFP demonstration), California will have accomplished the 

following towards long-term care systems rebalancing: 

• Conducted a comprehensive study and analysis of funding management reforms 
that will help increase use of HCBS and encourage rebalancing; 

• Disseminated the long-term care financing study findings to all interested 
parties; 
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• Involved the Olmstead Advisory Committee, other stakeholder groups, 
department policy makers, and legislative staff in reform discussions and 
decisions; 

• Formulated a set of realistic, recommended funding system and policy changes 
likely to receive wide support and accomplish systems change and rebalancing; 

• Functioned as a resource for the State Legislature and stakeholders seeking to 
implement legal and regulatory reform, and changes in policies and practices 
that negatively impact the use of HCBS. 
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Part III: Preliminary Budget and Organizational Staffing Plan  

ORGANIZATIONAL STRUCTURE 

The demonstration will be administered through the CDHS Office of Long Term Care 

(OLTC).  See Appendix 8 for the organizational chart.  The OLTC will be responsible for 

all aspects of reporting to CMS and monitoring local delivery of demonstration services. 

STAFFING PLAN 

% Time Dedicated to 
the Demonstration # Position Department

Administration 
5% In-Kind 1 Chief, Office of Long Term Care  CDHS 
10% In-Kind 1 Health Program Manager I CDHS 
100% Demonstration 1 Project Director  CDHS 
100% Demonstration  1 Project Analyst CDHS 

Service Delivery 
100% Demonstration # Per 

Successful 
RFP 

Transition Coordination (HCB Demonstration 
Services) 

Regional 
Agency(ies) 

No contracted positions 

STAFFING NARRATIVE 

Assumption:  2 Part-Time Project Oversight (In-Kind)   CDHS is the single Medicaid 

agency in California.  Within CDHS, OLTC oversees the Program of All-Inclusive Care 

for the Elderly (PACE), a Social Health Maintenance Organization (S/HMO), a 2003 

Real Choice Systems Change grant and the California Partnership for Long-Term Care.  

These programs, as well as special initiatives and projects, which places OLTC as the 

best situated state-level office to administer the MFP demonstration.  PACE, the S/HMO 

and the Real Choice grant all focus on how best to provide long-term care services 

under Medi-Cal.  OLTC interacts daily with multiple Medi-Cal programs and 

organizations.  Providing in-kind management expertise, two managers within OLTC will 

oversee the federal demonstration in coordination with the Health and Human Services 

Agency (CHHSA), the Olmstead Advisory Committee, other state departments and 
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several divisions within CDHS/Medical Care Services, all of which administer aspects of 

the Medi-Cal program.  The two individuals providing in-kind management expertise 

have, between them, close to 60 years of state service experience and both focused 

their careers over the past 20 years on long-term care policy innovations in California 

and in the nation.  Resumes are included in Attachment 3.  Others dedicated to the 

project include an Assistant Secretary at CHHSA, the State Medicaid Director, and 

Division and Section Chiefs in the Medi-Cal Operations Division and Home and 

Community-Based Services (HCBS) Section.  Each will support the project goals and 

activities.   

Assumption:  2 Full-Time Project Staff (50% State funded, 50% Federal Grant 

funded).  For this demonstration, two project staff to be budgeted as: 

� Full-time employees of CDHS, housed in OLTC  
� $90,000 salary, including benefits 
� 1 Project Director at the analyst level 
� 1 Project Monitor at the analyst level 
� 50% State General Fund (GF), 50% 9Federal Financial Participation (FFP) 

Project staff will be dedicated full-time to the federal MFP demonstration and will: 

� Work with departments within CHHSA including Aging (MSSP waiver), 
Developmental Services (DD waiver) and other impacted state departments to 
address implementation issues.  

� Work with departments external to CHHSA including the Department of Housing 
and Community Development, California Housing Finance Agency, and 
Department of Transportation to address system barriers related to the 
demonstration’s implementation. 

� Interact with and facilitate project goals and deliverables through existing Medi-
Cal systems, programs and organizations within CDHS and locally.

� Set project standards and requirements. 
� Conduct the competitive selection process for project regions.   
� Convene quarterly project advisory committee meetings. 
� Provide regular project updates to the CHHSA Olmstead Advisory Committee. 
� Provide CDHS management with project updates and progress.   
� Provide the required reports to CMS. 
� Provide technical assistance to local regions and CTTs.
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BUDGET NARRATIVE 

Qualified Home and Community-Based Services (25% State GF, 75% FFP)

Assumption:  QHCBS services include seven existing HCBS waivers and sets of 

services that have been approved by CMS and approved through state budget 

authorities.  The demonstration will serve multiple sub-population groups, and each 

individual will be enrolled in the HCBS waiver that best meets his/her needs.  Since 

nursing facility residents are diverse in their service needs, the transition process may 

encounter any and all members of sub-population target groups; e.g. elderly, younger 

physically disabled, developmental disabled, etc.  Therefore, the demonstration will be 

available to any one of the sub-group populations and will utilize any one of the existing 

HCBS waivers to serve demonstration participants.    

Assumption:  Current Annual HCBS Waiver Demonstration Enrollee Cost is $51,804 

at 50% state general funds.  Each of California’s HCBS waivers are budgeted using 

assumptions for cost neutrality based on each waiver’s distinct coverage and the needs 

of the sub-population it serves.  As a proxy for calculating this federal request, California 

is using $51,804 annual cost per demonstration participant across all California HCBS 

waivers.  The use of $51,804 amount is also subject to state control agency approvals.     

This proxy amount is also used because the case mix of the nursing facility transition 

population is unknown at this time.  As the state gains more experience with nursing 

facility transition services and protocols, accurate assumptions can be drawn for future 

budgeting.  This proxy amount for annual HCBS waiver enrollee costs includes HCBS 

waiver services as well as: 
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• Personal care services under state plan and/or IHSS Plus waiver (sec. 1115 
waiver);  

• Other Medi-Cal State plan services during enrollment in the waiver. 

During the pre-implementation phase, the state will revisit this assumption and make 

adjustments, as necessary.  

Home and Community-Based Demonstration Services (25% State GF, 75% FFP)

Assumption: Transition Coordination is a service that is included in some, but not all, 

of California’s HCBS waivers.  A system for staffing institutional transition coordination 

is not available statewide.  During the demonstration’s competitive selection process, 

regions will submit their preferred option to fund Transition Coordination either through 

TCM or through HCBS waivers.  Transition Coordinators will be: 

� County employees funded through the TCM program under Medi-Cal at t he 
county option; OR 

� HCBS waiver providers who conduct transition coordination and are either social 
workers, nurses or other case management professionals. 

The assumptions for HCB Demo services Transition Coordination in the federal budget 

request calculations are: 

� 1 Full-time Transition Coordinator will handle a caseload of 15 active transitions. 
� Each transition takes an average of 6 months to successfully plan and execute.  

The six month average is based on experience in western Los Angeles under 
the DIAL program pilot and the Community Resources for Independence in 
Santa Rosa.  Additionally, 6 months (180 days) is the amount of time billable for 
transitional care planning under an approved HCBS waiver.   

� 1 Transition Coordinator will turnover a caseload of 15 once in 6 months, for a 
total of 30 transitions in a year.    

� 1 Transition Coordinator is budgeted at $90,000 (salary and benefits, and 
eligible for 75% FFP under the HCB Demonstration service category.  

� Given the proposed number of demonstration participants, this demonstration 
projects the following numbers of local Transition Coordinators each year:     
Year 1:  0 (Pre-Implementation); Year 2:  3; Year 3:  15; Year 4: 19; Year 5:  22. 
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Assumption:  State general funds “saved” due to enhanced FFP opportunity are 

allocated to other HCB Demo Services (other than Transition Coordination) and 

Supplemental Demonstration services (yet to be determined) and subject to control 

agency approvals.  These “saved” state dollars, approximately half of the originally 

budgeted 50% of state general fund waiver costs (without the demonstration), enable 

the state to identify and offer HCB Demo services and Supplemental demonstration 

services while at the same time, remain cost neutral to the state for the duration of the 

demonstration.  

California will work during the pre-implementation phase to develop policy standards, 

rates and criteria for authorizing HCB Demo services, including Transition Coordination.  

Proposals in this category of services will be subject to state control agency approval 

and federal approval of the pre-implementation plan.  Preliminary planning and

stakeholder input have identified some other areas of priority under HCB Demonstration 

other services, including, but not limited to, the following:  excess personal care services 

beyond state statutory cap of 283 hours; respite for caregivers; family training;  

Supplemental Demonstration Services (50% State GF, 50% FFP)

Supplemental Demonstration services will be considered during pre-implementation 

period and subject to control agency approvals.  Preliminary planning and input from 

stakeholders have suggested the following Supplemental Demonstration Services be 

including within the demonstration.  Any services proposed and implemented in this 

category are subject to control agency approvals. These services include, but are not 

limited to:  one-time funding for home modifications; assistive technology; substance 

abuse counseling; and others that may be identified with transitions experience. 
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Part IV:  Assurances 

INFORMED CONSENT 

In order to fulfill privacy protection requirements, individuals participating in the 

demonstration will be asked for written permission for the Transition Coordinator to 

make referrals and information sharing on their behalf necessary to pursue the desired 

services in the community setting.  

California’s current Home and Community-Based Services (HCBS) waivers each 

have informed consent protocols, which document choice of HCBS over institutional 

care.  Demonstration participants will be provided opportunities for choice and adequate 

information to make those choices.  Currently, outreach to HCBS waiver participants is 

typically through an established network of waiver providers, depending on the waiver’s 

target population; e.g. regional centers, counties, etc.  The Money Follows the Person 

(MFP) demonstration challenges California to conduct outreach and education and 

informed consent across several HCBS waiver networks and target populations.  The 

state will work during the pre-implementation phase to develop core information that will 

be used by Community Transition Teams (CTTs) for both outreach and education 

products (print or media), as well as products that document informed decision-making.  

CTTs will be required to carry out the state’s systematic protocols for: 

• MFP Demonstration Eligibility Determination
• MFP Demonstration Enrollment 
• MFP Demonstration Assessment and Reassessment 
• MFP Conclusion (at the end of 12 months of services) and Enrollment into an 

existing HCBS Waiver to ensure any needed services are continued.   

During pre-implementation, the state will develop core information (likely a form and 

a required procedure) that will ensure that each CTT will demonstrate that informed 
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consent of each demonstration participant will be discussed and documented at every 

decision point.  The MFP Informed Consent form will be modeled after the Medi-Cal 

HCBS Waiver Informing Notice (Appendix 9) and will provide adequate information 

about choices and expectations for available community-based services and supports 

as well as housing options.  Demonstration participants will also receive required 

information about a Medi-Cal beneficiary’s rights to fair hearing under the Social 

Security Act.    

 PUBLIC PROCESS 

The California Health and Human Services Agency (CHHSA) and California 

Department of Health Services (CDHS) are committed to working with industry and 

community stakeholders on the California Community Transitions demonstration.   

In developing this application, CDHS and CHHSA drew upon the expertise of the 

State’s Olmstead Advisory Committee, industry and stakeholder groups review of gaps 

in the State’s long-term care continuum and home and community-based services, and 

to make recommendations on potential target populations and demonstration design.  

Stakeholders were provided a paper detailing California’s concept for the MFP

demonstration and encouraged to provide both written and verbal feedback.  In addition, 

several meetings were conducted to gather public feedback. 

To ensure ongoing public input, California will conduct a strategic planning process 

during the pre-implementation phase that is inclusive of all stakeholders by convening a 

Transitions Advisory Committee, which will be comprised of community stakeholders 

representing the target population of consumers, advocates, family 

members/caregivers, and providers as well as state departments (including the 
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Departments of Rehabilitation, Aging, Developmental Services, Mental Health, Social

Services, and the CHHSA).  The Transitions Advisory Committee will assist CDHS in 

developing the Operational Protocol, including performance measures, and developing 

community transition team criteria and standards and local project selection criteria.  

The Transitions Advisory Committee will also be convened regularly throughout the 

lifespan of demonstration to develop solutions to barriers identified during 

implementation. 

The state will also continue to rely on the Olmstead Advisory Committee to offer 

public input, review data, discuss progress, receive feedback, and make 

recommendations on demonstration efforts.  Comprised of 32 members with diverse 

consumer representation, as well as members of advocacy groups, provider 

associations and private organizations, the Olmstead Advisory Committee offers a 

wealth of knowledge on matters related to the avoidance of institutionalization and the 

support of seniors and persons with disabilities in their homes/communities. 

Finally, a public process will be a key factor in the competitive region selection 

process.  Each region will be required to have a local public process by which 

demonstration requirements will be met.  By definition, local organizations will come 

together to apply to the state to participate in the demonstration.  As such, local 

organizations and the public will have a direct impact on the how the demonstration will 

operate in their area.    

MAINTENANCE OF EFFORT (MOE) 

CDHS has multiple state department partners that are responsible for HCBS waiver 

oversight and institutional services.  Data relative to actual HCBS and institutional 
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expenditures for 2005 reside in multiple databases and cover multiple time-periods, 

depending on the waiver effectiveness period.   A trend rate for growth must also be 

applied when establishing an MOE for future years in order to show success beyond 

that which would happen without the demonstration.  Establishing an accurate MOE is 

critical to how the success of the demonstration will measured.  The time sensitive 

nature of this demonstration grant application required use of a proxy data set.  CDHS 

has included the required MOE matrices; see Attachment 4:  MOE Forms and 

Certifications. 

REPORTING TO CMS 

CDHS assures that all federally required reporting requirements will be met including 

quarterly, semi-annual and final reports, financial reports, and any data requests.  In 

addition, CDHS will fully cooperate with all information requests related to the national 

MFP demonstration evaluation.  A requirement of the competitive selection of regions 

and CTTs will be the lead organization’s ability to meet and report on all MFP 

demonstration requirements; including number of CTTs in the region, the number of 

Transition Coordinators, the names and numbers of facility partners, the names and 

demographic data on demonstration participants and other necessary data elements.  

One demonstration project staff located at the CDHS is dedicated entirely to fiscal 

analysis and data gathering and reporting at the state level.   
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Attachment 1: Prohibited Use of Grant Funds 
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Attachment 1

Prohibited Uses of Grant Funds

Money Follows the Person Rebalancing Grant funds may not be used for any 
of the following: 

• To match any other Federal funds

• To provide services, equipment or supports that are the legal responsibility of 
another party under Federal or State law (e.g., vocational rehabilitation or education 
services) or under any civil rights laws.  Such legal responsibilities include, but are 
not limited to, modifications of a workplace or other reasonable accommodations 
that are a specific obligation of the employer or other party. 

• To provide infrastructure for which Federal Medicaid matching funds are available at 
the 90/10 matching rate, such as certain information systems projects. 

• To supplant existing State, local or private funding of infrastructure or services such 
as staff salaries, etc. 

• To be used for expenses that will not primarily benefit individuals of any age who 
have a disability or long-term illness 
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Attachment 2:  State Profile & Summary of Project 

Name of State:  California 

Primary Contact Name and Title:  Carol Freels (Chief, Office of Long-Term Care) or  
Paula Acosta (Chief, Long-Term Care Projects Unit) 

Year of Demonstration:  Year 2 – January 1 through December 31, 2008 

Populations to be Transitioned 
(unduplicated count) Elderly

Mental Retardation/ 
Developmental 

Disability (MR/DD) 

Physical 
Disability

(PD) 

Mental 
Illness 

(MI) 

Dual Diagnosis: 
Chronic Medical & 

Mental Illness 
Estimated Number of Individuals to 
be Transitioned* 20 15 45 10 10

Statewide (SW) or
Not Statewide (NSW) NSW NSW NSW NSW NSW

Qualified Institutional Settings* NF, ICF or 
Hospital NF, ICF or Hospital NF, ICF or 

Hospital 
NF, ICF or 
Hospital NF, ICF or Hospital 

Qualified Community Settings** Home, Apartment 
or Assisted Living 

Home, Apartment or 
Assisted Living

Home, Apartment 
or Assisted Living 

Home, Apartment 
or Assisted Living 

Home, Apartment or 
Assisted Living

Qualified HCB 
Services

Per Existing 
HCBS Waivers

And Plan of Care 

Per Existing HCBS 
Waivers And Plan of 

Care

Per Existing 
HCBS Waivers

And Plan of Care 

Per Existing 
HCBS Waivers

And Plan of Care 

Per Existing HCBS 
Waivers And Plan of 

Care

HCB Demonstration* 
Services

Transition 
Coordination

Excess Personal 
Care

Transition Coordination 
Excess Personal Care

Transition 
Coordination

Excess Personal 
Care

Transition 
Coordination

Excess Personal 
Care

Transition Coordination 
Excess Personal Care

Supplemental Demonstration 
Services* 

Flexible one-time 
services not 
included in 

current waivers

Flexible one-time 
services not included in 

current waivers

Flexible one-time 
services not 
included in 

current waivers

Flexible one-
Time services not 

included in 
current waivers

Flexible one-time 
services not included in 

current waivers

• Subject to control agency approvals.
• Defined during pre – implementation 
• Total number of slots is 100 
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Name of State:  California 

Primary Contact Name and Title:  Carol Freels (Chief, Office of Long-Term Care) or  
Paula Acosta (Chief, Long-Term Care Projects Unit) 

Year of Demonstration:  Year 3 – January 1 through December 31, 2009 

Populations to be transitioned 
(unduplicated count) Elderly

Mental Retardation/ 
Developmental 

Disability (MR/DD) 

Physical 
Disability

(PD) 

Mental 
Illness 

(MI) 

Dual Diagnosis: 
Chronic Medical & 

Mental Illness 
Estimated number of individuals to 
be transitioned * 100 75 225 50 50

Statewide (SW) or Not Statewide 
(NSW) NSW NSW NSW NSW NSW

Qualified Institutional Settings* NF, ICF or 
Hospital NF, ICF or Hospital NF, ICF or 

Hospital 
NF, ICF or 
Hospital NF, ICF or Hospital 

Qualified Community Settings** Home, Apartment 
or Assisted Living 

Home, Apartment or 
Assisted Living

Home, Apartment 
or Assisted Living 

Home, Apartment 
or Assisted Living 

Home, Apartment 
or Assisted Living 

Qualified HCB 
Services

Per Existing 
HCBS Waivers

And Plan of Care 

Per Existing HCBS 
Waivers 

And Plan of Care 

Per Existing 
HCBS Waivers

And Plan of Care 

Per Existing 
HCBS Waivers

And Plan of Care 

Per Existing HCBS 
Waivers 

And Plan of Care 

HCB Demonstration* 
Services

Transition 
Coordination

Excess Personal 
Care

Transition Coordination 
Excess Personal Care

Transition 
Coordination

Excess Personal 
Care

Transition 
Coordination

Excess Personal 
Care

Transition 
Coordination

Excess Personal 
Care

Supplemental Demonstration 
Services* 

Flexible one-time 
services not 
included in 

current waivers

Flexible one-time 
services not included in 

current waivers

Flexible one-time 
services not 
included in 

current waivers

Flexible one-time 
services not 
included in 

current waivers

Flexible one-time 
services not 

included in current 
waivers 

• Subject to control agency approvals.
• *Total Slots 500.  
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Name of State:  California 

Primary Contact Name and Title:  Carol Freels (Chief, Office of Long-Term Care) or  
Paula Acosta (Chief, Long-Term Care  Projects Unit) 

Year of Demonstration:  Year 4 – January 1 through December 31, 2010 

Populations to be transitioned 
(unduplicated count) Elderly

Mental Retardation/ 
Developmental 

Disability (MR/DD) 

Physical 
Disability

(PD) 

Mental 
Illness 

(MI) 

Dual Diagnosis: 
Chronic Medical & 

Mental Illness 
Estimated number of individuals to 
be transitioned * 130 98 292 65 65

Statewide (SW) or Not Statewide 
(NSW) NSW NSW NSW NSW NSW

Qualified Institutional Settings* NF, ICF or 
Hospital NF, ICF or Hospital NF, ICF or 

Hospital 
NF, ICF or 
Hospital NF, ICF or Hospital 

Qualified Community Settings** Home, Apartment 
or Assisted Living 

Home, Apartment or 
Assisted Living

Home, Apartment 
or Assisted Living 

Home, Apartment 
or Assisted Living 

Home, Apartment 
or Assisted Living 

Qualified HCB 
Services

Per Existing 
HCBS Waivers

And Plan of Care 

Per Existing HCBS 
Waivers  

And Plan of Care 

Per Existing 
HCBS Waivers

And Plan of Care 

Per Existing 
HCBS Waivers

And Plan of Care 

Per Existing HCBS 
Waivers And Plan 

of Care 

HCB Demonstration* 
Services

Transition 
Coordination 

Excess Personal 
Care

Transition Coordination 
Excess Personal Care

Transition 
Coordination 

Excess Personal 
Care

Transition 
Coordination 

Excess Personal 
Care

Transition 
Coordination 

Excess Personal 
Care

Supplemental Demonstration 
Services* 

Flexible one-time 
services not 
included in 

current waivers

Flexible one-time 
services not included in 

current waivers

Flexible one-time 
services not 
included in 

current waivers

Flexible one-time 
services not 
included in 

current waivers

Flexible one-time 
services not 

included in current 
waivers 

• Subject to control agency approvals.
• Total slots 650 
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Name of State:  California 

Primary Contact Name and Title:  Carol Freels (Chief, Office of Long-Term Care) or  
Paula Acosta (Chief, Long-Term Care  Projects Unit) 

Year of Demonstration:  Year 5 – January 1 through December 31, 2011 

Populations to be transitioned 
(unduplicated count) Elderly

Mental Retardation/ 
Developmental 

Disability (MR/DD) 

Physical 
Disability

(PD) 

Mental  
Illness 

(MI) 

Dual Diagnosis: 
Chronic Medical & 

Mental Illness 
Estimated number of individuals to 
be transitioned * 150 143 337 75 75

Statewide (SW) or Not Statewide 
(NSW) NSW NSW NSW NSW NSW

Qualified Institutional Settings* NF, ICF or 
Hospital NF, ICF or Hospital NF, ICF or 

Hospital 
NF, ICF or 
Hospital NF, ICF or Hospital 

Qualified Community Settings** Home, Apartment 
or Assisted Living 

Home, Apartment or 
Assisted Living

Home, Apartment 
or Assisted Living 

Home, Apartment 
or Assisted Living 

Home, Apartment 
or Assisted Living 

Qualified HCB 
Services

Per Existing 
HCBS Waivers

And Plan of Care 

Per Existing HCBS 
Waivers 

And Plan of Care 

Per Existing 
HCBS Waivers

And Plan of Care 

Per Existing 
HCBS Waivers

And Plan of Care 

Per Existing HCBS 
Waivers 

And Plan of Care 

HCB Demonstration* 
Services

Transition 
Coordination

Excess Personal 
Care

Transition Coordination 
Excess Personal Care

Transition 
Coordination

Excess Personal 
Care

Transition 
Coordination

Excess Personal 
Care

Transition 
Coordination

Excess Personal 
Care

Supplemental Demonstration 
Services* 

Flexible one-time 
services not 
included in 

current waivers

Flexible one-time 
services not included in 

current waivers

Flexible one-time 
services not 
included in 

current waivers

Flexible one-time 
services not 
included in 

current waivers

Flexible one-time 
services not 

included in current 
waivers 

• Subject to control agency approvals. 
•  Total slots 750
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Name of State:  California 

Primary Contact Name and Title:  Carol Freels (Chief, Office of Long-Term Care) or  
Paula Acosta (Chief, Long-Term Care  Projects Unit) 

Budget Estimate Presentation

Demonstration Federal Funding Request

Fiscal 
Year 

Qualified HCBS 
program 
services 

(demonstration 
share at 

enhanced FMAP) 
of 75% FFP 

Demonstration 
HCBS services 
(demonstration 

share at 
enhanced 

FMAP) of 75%
FFP 

Supplemental 
Demonstration 
Service Costs 

(demonstration 
share at regular 

FMAP) 
of 50% FFP 

Administrative 
Costs and 
Evaluation 

Costs (at 50%
FFP admin 
FMAP rate) 

State 
Proposed 
Evaluation 
Costs (at 
50%FFP 
admin 

FMAP rate)

Total  FY 
Estimated 
Funding 
Request 

2007 0 0 0 $90,000 0 $90,000.

2008 3,885,000. 1,773,900 523,800 $90,000 0 $6,273,000.

2009 19,426,500. 10,084,500 3,024,000 $90,000 0 $32,625,000.

2010 25,254,450. 13,133,475 3,950,325 $90,000 0 $42,428,250.

2011 29,139,750. 15,177,375 4,564,125 $90,000 0 $48,971,250.

TOTAL: $77,706,000. *$40,169,250. $12,062,250. $450,000 $0 $130,387,500.

* Transition Coordination and HCB Demo (other) included.
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Appendix 1:  HCBS Services Across State Departments 
CA Dept of Aging (CDA) 

www.aging.ca.gov 

CA Dept of Developmental 
Services (DDS) 
www.dds.ca.gov

CA Dept of Health
Services (CDHS) 
www.dhs.ca.gov 

CA Dept of Mental Health
(DMH) 

www.dmh.ca.gov 

CA Dept of Rehabilitation 
(DOR) 

www.rehab.ca.gov

CA Dept of Social
Services (CDSS) 

www.dss.cahwnet.gov 

Medi-Cal 
Adult Day Health Care – State 
Plan Benefit (also CDHS)

Multipurpose Senior 
Services Program Waiver
(also CDHS)

Older Californians Act 
Programs:
Linkages  
Alzheimer's Day Care  
Brown Bag Program 
Senior Companion Program 
Health Insurance
Counseling & Advocacy
Program  

Older Americans Act 
Programs (OAA): 
Area Agencies on Aging 
Home Delivered Meals   
Services  
Congregate Nutrition 
Services 
Legal Services Projects 
National Family Caregiver  
Support Program
Senior Community Service  
and Employment
Foster Grandparent 
Program 
Senior Centers 

Grants/Initiatives: 
Aging with Dignity
Initiatives 2000 
California Aging and     
Disability
Resource Center Initiative 
Real Choice Systems 
Change Grant ***

Medi-Cal 
Developmentally  
Disabled Waiver (also 
CDHS) 

California Developmental 
Disabilities Information 
System Project 
Developmental Centers 
Regional Centers 
Self-Directed Services 
Program 

Grants/Initiatives: 
Real Choice Systems 
Change Grants *** 

Medi-Cal 
Developmentally Disabled 
Waiver (also DDS) 
Multipurpose Senior 
Services Program Waiver 
(also CDA) 
In-Home Medical Care 
Waiver
Nursing Facility A/B (A/H)
Waiver
Nursing Facility Subacute 
Waiver

State Plan Benefits 
Adult Day Health Care (also 
CDA) 
In-Home Supportive 
Services Plus Waiver  (also 
CDSS) 
Target Case Management 

Alzheimer’s Disease 
Research Centers of 
California 

Office of Long Term Care
California Partnership for 
Long-Term Care
Program for All-Inclusive 
Care for the Elderly
Social Health Maintenance 
Organization Program 
(S/HMO) 

Grants/Initiatives: 
Real Choice Systems 
Change Grants***,  
CA Pathways
Medicaid Infrastructure 

Medi-Cal 
Specialty Mental Health 
Health Services Act 

Adult and Older Adult 
Program Policy
Older Adult Systems of 
Care Demonstration 
Projects 
Caregiver Resources 
Centers 
Mental Health Services Act 
(Proposition 63) 

Grants/Initiatives: 
Real Choice Systems 
Change Grants  *** 

Independent Living Centers 
Specialized Services for the 
Blind and Visually Impaired 
and Deaf and Hard of 
Hearing 
Title VII Chapter 2--
Independent Living Services 
for Older Individuals Who 
are Blind 

Grants/Initiatives: 
Real Choice Systems 
Change Grants***, CA 
Pathways partner  

*Discretionary Funding 
Projects: 
  Independent Living Center   
Services  Program 
  Transition Funds 
  DIAL Program 

Medi-Cal 
In-Home Supportive 
Services Plus Waiver  
(also CDHS) 
Personal Care Services 
Program –State Plan 
Benefit  

Adult Protective Services 
Assistance Dog Special 
Allowance Program 
Blind Services 
Continuing Care
Disability Benefits 
Office of Deaf Access 
Supplemental Security
Income/State 
Supplementary Payment 

Grants/Initiatives: 
Real Choice Systems 
Change Grants  *** 

**  Italics indicates HCBS waiver programs. 
*** Please refer to subsequent pages for a detailed discussion on the Real Choice Systems Change Grants.
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Real Choice Systems Change (RCSC) Grants

1. Community Choices/Systems Transformation Grant
Award:  $3,000,000 over 5 years 
Goal:  Create two new one-stops called CommunityLink Resource Centers and 
provide technical assistance, particularly in IT, to California’s two existing ADRCs.  
Pilot and field test CalCareNet, California’s aging and long-term care web portal.  
Pilot and field test California’s anticipated coordinated assessment tool for long-term 
care.  Conduct a systemic analysis of the laws, regulations, policies and procedures 
that effect long-term care financing resulting in recommendations for a more 
effective funding management.   
Progress:  Grant was recently awarded and work will commence November 2006. 

2. DMH – California Study on New Medi-Cal Respite Benefit for Caregivers of 
Adults with Cognitive Impairment
Award:  $100,000 per year since 2003 
Goal:  Develop plan to expand respite services to caregivers of persons with adult-
onset cognitive impairments.  Provide recommendations on ways California can 
implement and evaluate a new respite benefit under Medi-Cal.  An advisory 
committee will identify the target population, project service use, analyze potential 
impact of expanding respite services with current infrastructure, identify protocols 
and procedures in existing state programs and outcome methodology currently in 
use in California and elsewhere, and establish procedures for data collection and 
evaluation to measure satisfaction, outcomes, cost, and utilization.  
Progress:  Project work is completed and a draft final report has been compiled.   

3. Community Resources for Independence – Santa Rosa Nursing Home 
Transition Project -Transitions Independent Living Partnership Grant
Award:  $337,500 for three years 
Goal:  To transition Native Americans and Hispanic individuals with cognitive,
mental/emotional, physical, hearing, vision and multiple disabilities, families from 
nursing homes to the community.  
Progress:  Working with 27 NFs, 35 persons were transitioned, three persons were 
diverted, and 38 individuals developed Independent Living Plans.  Developed an 
outreach brochure and conducted presentations to 38 NFs and three hospitals.
Matched consumers with peer support members. Project Director Nancy Hall was 
appointed to the California Olmstead Advisory Committee in March 2005, and is a 
member of the Assessments Subcommittee monitoring issues including “Money 
Follows the Person” (MFP).  

4. California Pathways/MFP
Award:  $750,000 federal funding over three years 
Goal:  To develop and field test a model for a uniform assessment and transition 
protocol that would enable NF consumers to exercise informed choice of HCBS.  
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Provide case encounter and cost data that supplies the basis for policy 
recommendations for MFP initiatives in California.   
Progress:  Field-tested a preference assessment tool for nursing consumers on 
their preference to return to community living in 8 facilities (analysis of data is in 
progress).  Identified existing Medi-Cal programs and HCBS waivers that support 
transition from NFs.  Required stakeholder input, including program experts, 
potential consumers, advocacy group representatives, and the CHHSA Olmstead 
Committee.  In addition, the University of California Los Angeles/Borun Center, the 
University of Southern California and the project team will make recommendations 
on a: transition assessment tool; a small pilot project for a transition protocol that can 
be used in various facilities; data set to demonstrate that the money follows the 
person; and a uniform transition care planning protocol that enables NF consumers 
to exercise interest and informed choice of care options and services in a community 
setting.  

5. Aging and Disability Resource Center (ADRCs)
Award: $800,000 over three years 
Goal:  To develop effective RCs providing the public with easily accessible 
information, counseling and/or assistance, and program linkage on the following 
areas: aging and long term support options; benefits counseling; long-term care 
services planning; health promotion; and HCBS supports. This initiative involves a 
“one-stop” approach to the services provided at the RCs, simplifying not only the 
number of places, but also eligibility and assessment processes.  
Progress:  San Diego and Del Norte are the two counties developing RCs. Both 
have secured lead staff, formed local advisory groups including consumers, and 
identified baseline assessments and activities to address the problems noted.  San 
Diego has contracted with a developer to work with Center staff to design and install 
website fixes; developed a second targeted community survey; conducted formal 
survey sessions with care management and Call Center staff of the principle service 
providers; held stakeholder advisory group meetings; developed a continuous quality 
improvement model focused on Web support tool development; and held focus 
groups with physicians re:  their needs for Web support tools.  Del Norte progress 
includes upgrading their Management Information System to improve capability for 
reporting, supervision and client intake management; began work on a Web-based 
resource directory for consumers, caregivers and providers; met with hospital 
discharge staff and local NFs regarding ADRC development; plans for co-location 
with a health clinic serving most community consumers; held Medicare Part D and 
ADRC outreach and education sessions at a multitude of public events and through 
radio and flyer distribution.  

6. DSS IHSS Enhancement Initiative RCSC
Award:  $1,385,000 for three years, serves 360,000 individuals under IHSS, and 
roughly 280,000 care providers 
Goals:  (1) Develop training, educational materials, and other methods of support to 
aid IHSS program consumers to better understand IHSS and to develop the skills 
required to self-direct their care; and (2) identify training and other support needs of 
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IHSS providers and create materials, tools, and work aids to enable providers to 
improve the quality of care and services.   
Progress:  DSS has contracted with California State University, Sacramento 
(CSUS).  CSUS completed all data collection activities, including telephone 
interviews with consumers and providers in 18 counties and focus groups in three 
counties.  Focus groups were conducted with IHSS program staff, IHSS public 
authority staff, elderly and disabled consumers, family care providers, non-family 
care providers, and Service Employees International Union and United Domestic 
Workers staff.  CSUS completed an inventory of existing training material available 
through the counties, public authorities, unions, and other agencies; assessment 
report; and inventory of existing educational material.  Topics were prioritized for 
material development.  Drafted the final training material, which is currently under 
review by DSS.  After this material is approved, CSUS will present training to county 
IHSS and public authority staff.  Activities are scheduled to end 9-29-05.  

7. DDS – Bay Area Quality Enhancement Initiative
Award:  $499,844 per year 
Goals:  Design a model and corresponding plans to implement a Quality Services 
Network to provide person-centered and person-directed quality services and 
supports to persons served within the Bay Area; adopt a systematic approach to 
measure consumers’ satisfaction in meaningful ways at important intervals to guide 
system improvement efforts; apply the “lessons learned” from the project activities to 
make statewide system reforms. 
Progress:  Developed model for the Quality Services Network, renamed the “Bay 
Area Quality Management System (QMS)” and implementation plans.  Interviewed 
approximately 220 consumers - 770 still in process.  QMS is working in collaboration 
with closure of Agnews Developmental Center (individuals who transitioned into the 
community from Agnews Center 
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Appendix #2

Preference Survey Analysis and Tool

Running head: DEVELOPING AND TESTING TRANSITION SCREEN  

Assessing the Role of Preference, Ability, and Feasibility in Transition Decisions: Developing 

and Testing the California Nursing Facility Transition Screen  

Christy M. Nishita, Ph.D. (CORRESPONDING AUTHOR)
University of Southern California 
Andrus Gerontology Center 
3715 McClintock Ave. 
Los Angeles, CA 90089-0191 
Ph- 213.821.4242 
cnishita@usc.edu

Kathleen H. Wilber, Ph.D. 
University of Southern California 
Andrus Gerontology Center 
3715 McClintock Ave. 
Los Angeles, CA 90089-0191 
Ph- 213.740.1736 
wilber@usc.edu

Saki Matsumoto, B.A. 
UCLA Borun Center for Gerontological Research 
7150 Tampa Avenue 
Reseda, CA 91335 
Ph- 818.774.3234 
saki.matsumoto@jha.org
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Abstract 

Purpose: Little is known about the preferred living arrangement of custodial nursing facility 

residents. This study describes the development and application of an instrument designed to 

systematically assess preference toward transition and to explore their ability and feasibility of

transitioning. 

Design and Methods: We targeted all Medicaid-funded, long-stay residents in eight nursing 

facilities in southern California (n=218). Of these, 121 (56%) self-consenting residents or their 

legally designated proxy decision-maker were interviewed using the California Nursing Facility 

Transition Screen. No presumptions were made as to which residents were good or bad 

candidates for transition based on their health or functional capacity.  

Results: Results indicated that 46% of those interviewed preferred to transition whereas a smaller 

proportion believed in his/her own ability to transition (23%) and the feasibility of transitioning 

after discussing potential living arrangements and services (33%). Most who indicated that 

transitioning was feasible remained stable in their transition decision (79%). In 46% of cases, the 

screen found a preference to transition whereas the MDS did not indicate such a preference. A 

higher proportion of residents who were responsible for their own decision-making (65%) 

thought it was feasible to relocate than residents with designated proxies (35%). 

Implications: Transition decisions are complex and include preference as well as one’s own 

(resident or his/her proxy) assessment of the resident’s ability and feasibility of transitioning. 

Compared to the MDS, we identified a higher proportion of residents who want to transition, 

suggesting that a systematic approach to assessing residents’ preference is needed. 

Key Words: custodial care, nursing facility residents, living arrangements, relocation 
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Assessing the Role of Preference, Ability, and Feasibility in Transition Decisions: Developing 

and Testing the California Nursing Facility Transition Screen

For over two decades, long-term care policy efforts have focused on developing home

and community-based alternatives to institutionalization. In 1999, these efforts became a federal 

imperative with the Olmstead Decision, in which the Supreme Court determined that 

unnecessary institutionalization violates the ADA [Americans with Disabilities Act of 1990] 

(Williams, 2000).  In response, public entities must administer programs and activities in the 

most integrated setting appropriate for persons with disabilities (Rosenbaum, 2000). Some states 

have responded by using health and social supports to: 1) divert persons at risk of nursing facility 

placement, 2) delay entry into the nursing facility, and 3) identify and transition nursing facility 

residents into community settings. Although an extensive body of literature has developed that 

focuses on strategies to divert and delay nursing facility placement, comparable information 

about transitioning long-stay residents out of nursing facilities is lacking. The purpose of the 

present study was to develop and test a comprehensive instrument that identifies nursing facility 

residents with the potential to transition by assessing their preference and self-reported ability to 

leave the facility. 

Understanding the Preferences of Nursing Facility Residents 

Although it is clear that prior to placement the vast majority of older adults wish to 

remain in their own homes (AARP, 2000), little is known about the extent to which long-stay 

nursing facility residents of any age prefer to transition to community settings or to remain in an 

institutional setting. Both the admission and annual assessment of the Minimum Dataset 2.0 

(MDS), completed for all residents in state and federally certified nursing facilities, include one 

question about the resident’s preference to return to the community. However, the MDS 
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measure, which is based on a single screening question about the resident’s potential interest in 

returning to the community, may not be uniformly and regularly asked of every resident and does 

not explore the reasons and circumstances surrounding the preference. Furthermore, the MDS 

manual instructs assessors to use indirect questions with long-stay residents to avoid creating 

unrealistic expectations.  

The lack of a more direct approach is defensible if those being interviewed are clear and 

spontaneous in expressing their intent. For example, residents admitted to the nursing facility for 

rehabilitation and still have housing will likely express a strong preference to return home, even 

if not asked directly. However, long-stay residents may not make their preference known 

because they may not consider transition to the community as an option. Barriers, which make 

transition less likely to be considered, include losing prior housing, unquestioning acceptance of 

life in the facility, and lack of awareness of home and community-based alternatives.

In addition to the MDS, several states and localities have developed tools to assess 

preference of residents to transition out of nursing facilities. The Michigan Department of 

Community Health developed planning tools, including open-ended interview questions that 

explore potential barriers, availability of friends and family to provide support, and previous 

experience with personal care assistants. In some states, questions about preferences are built 

into uniform assessments as part of an integrated system. For example, Washington’s 

Comprehensive Assessment Reporting Evaluation (CARE) tool has an open-ended, broad 

assessment of client goals, which can include a nursing facility resident’s preference to return to 

the community. The uniform assessments in both Oregon (Client Assessment and Planning 

System tool) and Wisconsin (Long-term Care Functional Screen) have a section in the 

assessment that asks about current and preferred living situations.   
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Some Independent Living Centers (ILC) have also developed instruments to determine 

the health and social service needs of persons who want to transition from the nursing facility to 

the community. Community Resources for Independence in Santa Rosa, California and the 

Austin Resource Center for Independent Living in Texas have assessments that contain several 

items that evaluate community living preference. In these localities, however, potential 

candidates have already been referred to the ILC by family members or health professionals 

because the resident has indicated a wish to transition home. Therefore, the focus of these 

assessments is on housing and service needs. 

These examples demonstrate that approaches to assessing the preference of nursing 

facility residents have been developed. However, we are not aware of instruments that 

systematically assess all nursing facility residents or gather comprehensive information on both 

preference and self-perceived ability to relocate using standardized protocols. Rather, most 

measure preference to return home before an individual is admitted to the long-stay portion of 

the nursing facility or after the resident is identified by caregivers or family members as wanting 

to transition. Where instructions are included in the protocols (e.g., MDS), they allow 

interviewers wide flexibility in how or even if preference questions are asked. In addition, few 

instruments include training for interviewers, which could lead to inconsistency in obtaining 

responses. 

Studies on the nursing facility population must distinguish between residents who enter 

for long-stay custodial care, many of whom are funded by Medicaid, and those admitted for 

short-stay Medicare-funded rehabilitation (Keeler, Kane, & Soloman, 1981, Liu & Palesch, 

1981). This distinction is important because those most likely to be discharged are short-stay 

residents receiving Medicare-covered rehabilitation. For example, one study found that residents 
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with Medicare-covered stays were nearly three times more likely to be discharged than residents 

not covered by Medicare, whereas those relying on Medicaid were almost four times more likely 

to remain in the nursing facility than those whose stay was not covered by Medicaid (Chapin, 

Wilkinson, Rachlin, Levy, & Lindbloom, 1998). Long-stay residents are more likely to utilize 

Medicaid funding for custodial care and to have higher levels of impairment. Gillen, Spore, 

More, & Freiberger (1996) found that the longer a resident remained in the facility, the less 

likely he/she was to be discharged to the community. In addition, older residents and those with 

high levels of functional and cognitive impairment were least likely to return home.  

In addition to assessing preference to leave or to remain in the facility, it is important to 

help residents weigh the implications of their choice. In this regard, there is some evidence that 

lack of awareness of what options are available influences residents’ statements about 

preferences. For example, a study of residents in three nursing facilities who were identified by 

nurses as having light care needs indicated that 70% (n=20) did not want to remain in the facility 

but all but one believed that they had no other option (Grando, Mehr, Popejoy, Maas, Rantz, 

Wipketevis, et al., 2002). Lack of resources or inability to identify and access resources may 

present a significant barrier for long-stay residents to consider returning home (Mehr, Williams, 

& Fries, 1997). Related factors that may impact preference and residents’ perceived ability to 

transition successfully include: 1) concerns about safety and the perceived risk of living in the 

community without 24- hour care; 2) lack of affordable and accessible housing, 3) lack of 

transportation needed to access services; and 4) concerns about retaining the resident’s primary 

care physician.  

To comply with the Olmstead Decision, a comprehensive transition screen is needed that 

can systematically assess the preferences of all long-stay nursing facility residents receiving 
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custodial care. The protocol should tap residents’ core preference about remaining or leaving the 

facility. In addition to soliciting preference, the screen should evaluate the consumers’ perceived 

ability to transition and include information to help the resident and/or the resident’s family 

examine the feasibility of transitioning to the community. To address the lack of systematic 

research in this area, we report the findings from using the California Nursing Facility Transition 

Screen in eight nursing facilities to address the following questions: 1) What is the proportion of 

long-stay residents who indicate a preference and self-perceived ability to transition from the 

nursing facility to a community-based setting? 2) Do residents believe that transition is feasible 

after discussing the available community services and supports? 3) Are residents’ transition 

decisions stable over time? 4) Does interviewing all Medi-Cal-funded (California’s Medicaid 

program), custodial residents within the nursing facility using a comprehensive interview 

protocol identify a different rate of preference to return home than the MDS?   

Design and Methods 

The Development of the California Nursing Facility Transition Screen 

The screening tool was developed by building on lessons learned from reviewing other 

instruments such as the MDS and preference instruments from other states and localities. We

also sought input from key stakeholder groups who represented those in facility-based care such 

as consumer groups and groups representing persons with disabilities and older adults. Previous 

efforts in California to design a transition assessment protocol had been criticized by some of

these key stakeholder groups for failing to adequately measure resident preferences, according to 

initial conversations with the California Department of Rehabilitation and Department of Health 

Services, who were co-sponsors of the project. Representatives argued that many people with a 

strong preference to live outside of the nursing facility have the ability to do so despite the 
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presence of objective medical problems that would appear to make community living difficult. 

Advocates were concerned that residents’ medical characteristics were the primary or only factor 

that influenced transition decisions. 

As a result, efforts were made to solicit extensive feedback and to pilot test the 

instrument. The initial screening protocol was placed on a website and representatives of a 

variety of stakeholder groups, identified by the California Department of Health Services, 

provided comments. To further solicit feedback on the instrument, an in-person meeting was 

held with representatives from advocacy groups, provider groups, and community agencies with 

interests in transition activities. Preliminary drafts of the interview were revised based on pilot 

tests in two southern California nursing facilities. Criteria for the screening tool were that it 

assessed preference from all Medi-Cal residents, included information on community supports to 

help the resident determine the feasibility of transitioning, was not taxing to complete, and did 

not create unrealistic expectations about opportunities to live outside the facility. The University 

of California Los Angeles Insititutional Review Board approved all facets of the project. 

The interview, which can be completed in about ten minutes, begins with a brief

description of the project and the purpose of the interview. Participants are informed that they 

will be asked questions about their preferred living arrangements, but there is no guarantee that 

transition will result. The interview includes 27 open- and closed-ended questions that examine 

reasons for entering the nursing facility, preference to transition, and ability to return to the 

community. Finally, to ensure that respondents are aware of housing and community options 

before assessing the feasibility of transition, the instrument explores potential living 

arrangements and services needed.  
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Sample 

The project targeted all English-speaking residents alive and residing in the nursing 

facility at the time of the interview. These eligible residents were receiving custodial (long-term) 

nursing facility care covered by Medi-Cal in eight nursing facilities in Southern California 

(n=178). Residents paying privately and those receiving Medicare-funded rehabilitation were 

excluded. Non-English speaking residents (n=4) were excluded from this pilot phase but plans 

are being made to accurately translate the screening tool and the protocol to accommodate other 

languages.  

Seven facilities were affiliated with for-profit nursing facility chains and one was an 

independent for-profit facility. Facility inclusion criteria were 99 or more beds, freestanding 

facility, and a high proportion of Medi-Cal residents (75% or more). Exclusion criteria included 

nursing facilities that were primarily locked psychiatric facilities, those that were exclusively 

rehabilitation or sub-acute facilities, or facilities that served only the developmentally disabled.  

Procedure 

With privacy safeguards in place, each nursing facility identified residents whose stay at 

the nursing facility was funded by Medi-Cal and whose stay at the nursing facility was expected 

to be long-term. Information from each resident’s face sheet was used to indicate those who 

could provide self-consent and those who required a proxy for health care decisions. For those 

who could not provide consent due to dementia or other impairments, the face sheet in the 

resident chart identified the legally designated proxy. It is important to note that because we did 

not exclude residents based on cognitive status criteria, a significant number of residents had a 

designated proxy for medical decisions. We were thus required to contact these proxies 

California Community Transitions, Section VIII:  Additional Appendices, Page 14 of 135



 

telephonically since it was not known when or if the proxy would be visiting the facility in 

person. 

Interviewers were graduate students who received four hours of training to administer the 

interview. Interviewers contacted residents in the facility who had the capacity to provide self-

consent (n=44). Using an interview script, they notified residents of the potential option to 

transition to a community setting and asked if they were willing to be interviewed about their 

preferences regarding transition. Thirty-three residents (75.0%) agreed to participate.  

For residents who had a legally designated decision-maker and could not consent to the 

interview themselves (n=174), a total of three attempts were made to contact the proxy via the 

telephone. Trained researchers used a structured telephone script to leave messages, to introduce 

the study to the proxies, and to obtain consent to conduct the interview. Seventy seven percent 

(n=134) of proxies were contacted and eighty-eight proxies (65.7%) agreed to participate. Both 

nursing facility residents and proxies who consented to the interview were asked to sign a Health 

Insurance Portability and Accountability Act of 1996 (HIPAA) consent to access the resident’s 

MDS records. Preference information contained in the most recent full MDS (item Q1.a) were 

compared with the responses to the California Nursing Facility Transition Screen. Residents who 

preferred to transition to the community were asked to sign a release consent to share their 

information with the community agencies who would assist them. Twelve inter-rater reliability 

interviews were conducted, in which two interviewers coded participants’ responses. Agreement 

was 100% on participants’ preference to relocate. In addition, to assess stability of the transition 

decision, all participants who indicated that transition was feasible were re-interviewed 

approximately three weeks later.  
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Results 

Securing Participation in the Study 

Figure 1 illustrates the flow of residents through the study. A total of 218 Medi-Cal 

residents were eligible for the study in eight nursing facilities, 44 were self-consenting residents 

and 174 had proxies for health care decisions. Researchers were able to contact 82% of Medi-Cal 

residents or their proxies (n=178). Forty proxies (18.3%) could not be contacted after three 

attempts; some did not return researchers’ messages and others did not have an answering 

machine. Sixty eight percent of all those contacted (n=121) consented to the interview, 33 were 

self-consenting residents (75.0% of all self consenters) and 88 were proxies (50.6% of all eligible 

proxies). Seventy-two percent of the 57 participants who did not consent to the interview 

provided explanations. Most cited the resident’s excessive health problems as reasons for 

declining the interview (36.6%, n=15). Twenty nine percent (n=12) were clear that the resident 

was incapable of leaving the nursing facility. Other participants were not interested in the study 

(24.4%, n=10), were satisfied with the nursing facility (7.3%, n=3), and one was unwilling to 

provide personal information. The final analytic sample consisted of 33 residents and 88 proxies 

or 56% the original sample. 

(PLACE FIGURE 1 ABOUT HERE) 

Reasons for Entering the Nursing Facility 

Participants were first asked: “What changes occurred in your (your relative’s) life that 

led you (your relative) to move to the nursing facility?” All provided responses (n=154) were 

collapsed into categories. Fifty six percent (n=86) cited a change in medical health status as the 

reason for entering the nursing facility. Another 27% (n=42) indicated a change in physical 
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ability. A smaller number indicated the need for therapy to recover from surgery (n=8) and the 

need for 24-hour assistance (n=4).

Ability and Preference to Leave the Nursing Facility  

Participants were first asked about their ability to transition with the question: “Do you 

think you (your relative) would be able to leave the nursing facility and live somewhere else 

now?”  Twenty three percent (n=28) said that the resident was able to leave the nursing facility, 

69% (n=84) indicated the resident was not able, and 7% (n=9) were unsure. Although there were 

more than two times more proxy interviews than resident interviews, only 25% (n=7) of proxies 

stated that the resident was able to leave the nursing facility whereas 75% (n=21) of residents 

responded in the affirmative (χ2= 8.72, p=.013). Most participants provided a response when 

asked why the resident was unable to leave the nursing facility (81.0%, n=68). The majority cited 

the need for a high level of care (50.0%, n=34), the inability to perform basic activities such as 

walking or eating (33.8%, n=23), and the risk involved with leaving the nursing facility (5.9%,

n=4, e.g., risk of falling).

Participants were then asked about the resident’s preference to leave the nursing facility 

with the following question: “Would you (your relative) want to live somewhere other than the 

nursing facility?” Almost half of the participants (n=56, 46.3%) indicated that the resident 

wanted to leave the nursing facility. Forty-two participants (34.7%) said the resident did not want 

to leave the nursing facility, and 19% (n=23) stated that they didn’t know. A greater percentage 

of proxies (85.7%, n=36) than residents (14.3%, n=6) indicated that the resident did not want to 

leave the nursing facility (χ2= 16.09, p<.0001). To determine why participants did not want to 

transition, they were asked "What are some reasons you/your relative want to continue living in 

the nursing facility?" Thirty-four of the 42 participants who did not want to leave the nursing 
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facility provided responses that could be easily collapsed into three categories: 1) need for a high 

level of care (56%); 2) like nursing facility or staff (29% of comments); and 3) the nursing 

facility is the most appropriate placement (15% of comments). Twenty percent (n=24) indicated 

that residents both preferred to leave and were able to transition from the nursing facility.  

In the third part of the interview, interviewers briefly described various community-based 

living arrangements and the types of support that can be provided in each setting. Participants 

were asked if they thought these housing and services were good options for the resident. Among 

those who responded “no” or “don’t know”, the interviewer asked a second question in which 

he/she listed specific Activities of Daily Living (ADLs) and Instrumental Activities of Daily 

Living (IADLs) and said that assistance with these tasks could be provided to the resident. The 

interviewer asked if the respondent could get this help, would the respondent change his/her 

mind about transitioning. If the participant said “yes” or “don’t know”, the interviewer 

proceeded with the next section of the interview. If the respondent again said “no”, the interview 

was stopped. If the respondent said “yes” to the former question about living arrangements and 

types of support, the interviewer again listed the ADLs and IADLs, but asked if this type of 

assistance sounded important for the resident. The interview was stopped for respondents who 

said “no”. If the respondent says either “yes” or “don’t know” to this question, the interviewer 

proceeded with the next section of the interview (n=52). 

Living Arrangements and Assistance  

In the next section, interviewers further explored potential living arrangements and 

assistance needed with the 52 participants who indicated an interest in transitioning if needed 

support were available. Respondents were able to express an interest in more than one living 

arrangement. Thirty percent of these respondents (n=17) said that the resident had no place to go 
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if he/she left the nursing facility. Another 25% (n=14) said that the resident would live alone in 

an apartment or home. Twelve respondents said that the resident could live with other family 

members (21.1%) or with a partner/spouse (5.3%, n= 3). Several respondents said that the 

resident would be interested in an assisted living facility (7.0%, n=4) or group home (12.3%, 

n=7).  It is important to note that the above data reflects self-reports and may not reflect what 

happens at the point that relocation is attempted. 

To further examine the need for support and the capacity for residents to transition, 

interviewers asked the respondents to evaluate the resident’s need for assistance with activities of 

daily living (ADL) and instrumental activities of daily living (IADLs). Residents or proxies 

reported a mean of six IADL difficulties (M = 5.6, SD=1.6). Most problematic were housework 

(96.1%, n=49), cooking or preparing meals (91.8%, n=45), shopping (90.4%, n=47), and 

transportation (90.4%, n=47). Residents had a mean of three ADLs (M=3.02, SD=1.7), with the 

majority needing help with bathing or showering (86.3%, n=44). The next most prevalent ADL 

difficulties were dressing (69.4%, n=34) and toileting (56.0%, n=28). 

Feasibility of Transitioning 

The interview concluded by asking the question, “If you had help available for any of 

these services, would you or your relative be able to leave the nursing facility?” This question is 

identical to the earlier question asking about the ability to transition, but after discussing the 

preferred living arrangements and services needed, the goal of the question was to assess 

whether respondents believed transitioning continued to be a feasible option.  

Seventy-seven percent (n=40) of those who completed the entire interview believed that 

transitioning was a feasible option, 13% said “no” (n=7), and 10% (n=5) were unsure. Of the 40 

respondents who responded that leaving the nursing facility was a feasible option, the majority 
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were self-consenting residents (65%) rather than proxies (35%) (χ2= 8.72, p=.013).  In short, 40 

respondents out of the 121 who were initially interviewed (33%) believe that transitioning was a 

feasible option after hearing about service and community living options.

Clarity and Motivation to Transition

After completing the interview, interviewers rated the resident’s or proxy’s understanding 

of the transition process. Among participants who indicated that transitioning was feasible 

(n=40), the majority of interviewers stated that residents and proxies were very clear in 

understanding what services were needed (77.5%), 15% were somewhat clear, 5% were neither 

clear or unclear, 3% were rated as “somewhat unclear”, and none of the respondents were “not at 

all clear”. Interviewers also rated the level of motivation that the resident or proxy had toward 

transition. Most participants (60.0%) were “very motivated” toward the transition process, 23% 

were “somewhat motivated”, but 10% were “neither motivated nor unmotivated”, and 8% were 

“somewhat unmotivated”. None of the respondents were “not at all motivated” to transition. 

Feasibility of Transitioning: Stability Over Time 

Interviewers approached the 40 participants who said that transitioning was feasible 

approximately three weeks later. Most participants consented to a second interview (85.0%, 

n=34). Of the 34 who provided consent, 23 were residents and 11 were proxies. Overall, 27 

participants (79.4%) responded with a stable response to transition to the community.  In 

comparing residents and proxy responses, 74% (n= 17) of residents demonstrated stability in 

their transition decision versus 91% (n=10) of proxies. Among these 27 participants, 81% (16 

residents, 6 proxies) completed a release form to enable researchers to refer their case to a 

community-based agency. 
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Comparison of Preference Findings with MDS Preference Question 

Among the 121 residents who consented to the interview, permission was obtained to 

secure MDS data on 41 residents. The preference data from the California Nursing Facility 

Transition Screen were compared to MDS question Q1a “Resident expresses or indicates a 

preference to return to the community.”  In 46% of cases (n=19), our interview indicated that the 

resident preferred to move, but the MDS indicated that the resident did not want to leave (χ2 = 

4.67, p = .097). In one case, the MDS indicated that the resident had a preference to leave 

whereas our interview found the opposite. Twelve percent of residents (n=5) were unsure if they 

wanted to leave according to our interview, but the MDS was recorded as “no”. There was 

agreement in the remaining cases (39.0%, n=16). 

Comparing Resident Characteristics  

Table 1 illustrates the characteristics of residents who indicated that transitioning was

feasible and those who said moving was not feasible. Although the small proportion of the 

sample who agreed to sign a HIPAA consent reduced the power to identify differences, it is clear 

that participants who thought that transitioning was feasible were less cognitively impaired and 

younger. 

(PLACE TABLE 1 ABOUT HERE) 

Discussion 

This article’s main research question was: How many long-stay residents express a 

preference and ability to relocate if attempts are made to interview all Medi-Cal residents or their 

proxies using no cognitive or physical functioning exclusion criteria? Forty six percent (n=56) of 

respondents indicated that the resident preferred to return home. However, the question on self-
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reported ability to move reduced the percentage of affirmative responses by half (23%, n=28). 

Many respondents may prefer transition, but at the same time, indicate reasons that transition is 

or may not be possible. Qualitative analyses on the reasons given by participants demonstrate 

that the need for a high level of care was the most prominent reason for not preferring or not 

being able to move. These findings suggest that residents and their proxies are sensitive to what 

care setting is most appropriate. Transition is a complicated decision in which the individual 

must weigh both the desire and capacity to relocate. Despite the preference to return to the 

community, the person may also have concern and anxiety over the transition home, residing in 

the community, and potential need to return to the nursing facility in the future.  

The second research question explored the capacity of residents and proxies to assess the 

feasibility of transitioning after discussing potential living arrangements and service needs. This 

section of the interview was designed to encourage residents and proxies to think about the need 

for assistance with daily tasks. Forty participants stated that transitioning was feasible, a number 

higher than the 28 who indicated that the resident was able to move. It can be argued that these 

residents and proxies, who believed that transition was feasible, were most serious about 

transition. They may be more likely to work closely with community agencies throughout the 

transition process, which can involve many tasks, including securing housing and arranging for 

services. Some respondents may want to move and believe that they are able to leave, but a 

discussion of potential living arrangements and service needs was necessary to determine 

whether community living was possible. It helped participants to understand what assistance 

could be available to them before answering the final question about feasibility of transitioning. 

The third research question investigated whether the respondent’s perception of the 

feasibility of transitioning was stable over time. The majority of participants who consented to a 
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second interview continued to believe that transition to the community was feasible (79.4%, 

n=27). The instability of the remaining 20% reflects the gravity of the transition decision. This 

subset could be targeted for further educational or supportive efforts to understand their fears or 

concerns. In practice, a secondary interview may be necessary to enable residents and families to 

reflect on this important decision. Furthermore, the 22 of 27 participants, who completed the 

release form to be referred to a community agency, took a proactive step that demonstrated their 

commitment to transition.

The study’s fourth goal was to determine whether the California Nursing Facility 

Transition Screen identified a different proportion of preference to transition than the MDS. The 

MDS assesses preference with a single item on the admission and annual assessment that is 

based largely on the assessor’s judgment and cautions assessors against creating unrealistic 

expectations. With the systematic approach of interviewing all custodial residents and proxies 

regardless of their health condition, the screen identified a large proportion of residents who 

wanted to transition even though the MDS indicated a lack of preference to leave (46.3%, n=19). 

Although only a small proportion of participants allowed access to their medical records, this 

finding suggests that a direct questioning approach should be employed when ascertaining a 

custodial resident’s preference to return home. Furthermore, it does not appear that the California 

Nursing Facility Transition Screen created unrealistic expectations. The responses of participants 

indicated that they were aware that some residents needed a high level of care or that the nursing 

facility setting was most appropriate.

The conclusions made in this paper are limited in several ways. First, relatively few 

people who did not want to relocate were willing to allow access to their medical record data. 

This prevented better comparison of the California Nursing Facility Transition Screen and the 
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MDS approach to assessing preference. Secondly, we did not conduct stability interviews with 

residents or proxies who said “no” to the move and there is a chance that some of these 

participants would later believe that transitioning was feasible. We did not repeat interviews with 

these participants at least partially because many proxies appeared definite in their opinion that 

the resident could not move and did not want further contact. Thirdly, we do not know how 

successful the people who were referred to community agencies will be in the transition process 

or the cost of this process. There is a chance the nursing facility staff are not identifying more 

people on the MDS for transition because of low expectations about the feasibility of this 

transition process. Finally, only English-speaking residents were interviewed during this pilot 

phase. 

Despite these limitations, this pilot study represents an important first step in an area with 

no previous systematic research. We approached and enabled all eligible nursing facility 

residents to express their preferences and beliefs toward their ability to and feasibility of

returning home. In addition, no presumptions were made as to which residents were good or bad 

candidates for transition based on their health or functional capacity. In supporting the 

philosophy of consumer direction and choice, the California Nursing Facility Transition Screen 

presents both the opportunity and means for nursing facility residents to create a different future 

for themselves and receive the needed resources to meet this goal. The interview identified a 

significant proportion of people expressing a preference to relocate, an important population 

according to the Olmstead principles. Despite the instability of some interview responses toward 

the feasibility of transitioning, the screen should be conducted with all long-stay residents 

independent of the MDS. 
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The fact that residents who were able to self-consent and who were less cognitively 

impaired were more likely to express a stable belief that they could transition than proxies who 

were answering for more impaired residents also has important policy implications.  Specifically 

immediate efforts should be made to interview this important but relatively small group of self-

consenting residents since they appear to be excellent candidates for transition. MDS item ‘A9’, 

which records the legal proxy decision-maker, could potentially be used to identify this group. 

The number of interviews would be smaller and it is likely that a high number of transition 

candidates would be identified with this effort. 

The next stage of the pilot project in California is to document the transition process and 

to determine if the resident’s or proxies’ perceived feasibility of transitioning predicts their 

success in the community. Further research with the nursing facility MDS may determine 

whether there are certain conditions or levels of impairment that are more difficult to maintain in 

a community setting. A profile could be developed of residents who prefer to transition home

versus those who do not want to transition. Policy research will determine the extent to which 

there are barriers that interfere with the ability to honor a resident’s preference. For example, 

long waiting lists for services and a lack of supply make it difficult to secure affordable senior 

housing units. Future evaluation of processes and outcomes of the transitioning process will 

guide policy makers and inform advocates as states strive to facilitate consumer direction and 

comply with the principles of the Olmstead Decision. 
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Total Number of Medi-Cal
Residents Eligible for Study

218
(44 Resident, 174 Proxy)

Could Not be Contacted
40 Proxies

Number of Participants
Contacted

178
(44 Resident, 134 Proxy)

Did not Consent to Interview
57

Consent to Interview
121

(33 Resident, 88 Proxy)

Resident
Ability to Move
Yes   No   DK
21 8 4

Resident
Preference to Move

Yes   No   DK
25  6   2

Resident
Feasibility of Transitioning

Yes   No  DK
26    1  1

Figure 1. Flow of Participants Through the Study

Proxy
Ability to Move
Yes   No DK
7  76 5

Proxy
Preference to Move

Yes No   DK
31    36    21

Proxy
Feasibility of Transitioning

Yes   No  DK
14  6 4

Completed Entire
Interview

52
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Table 1. Comparison of Participants Who Believed That Transitioning Was Feasible Versus Those Who
Indicated That Transition Was Not Possible (Total N = 40)a

 Transition is Feasible
(n=30)

Transition is Not Feasible
(n=10)

Gender N % N %
Male 14 46.7% 2 20.0%
Female 16 53.3% 8 80.0%
Total 30 100.0% 10 100.0%
Ethnicity
White, Not Hispanic 14 46.7% 6 60.0% 
Hispanic 1 3.3% 1 10.0%
Black 10 33.3% 3 30.0%
Asian/Pacific Islander 4 13.3% 0 0.0% 
American Indian/Alaskan Native 1 3.3% 0 0.0% 
Total 30 100.0% 10 100.0%
Marital Status*b

Never Married 13 43.3% 1 10.0% 
Married 5 16.7% 1 10.0%
Widowed  8 26.7% 2 20.0% 
Divorced 4 13.3% 6 60.0%
Total 30 100.0% 10 100.0%
Cognitive Skills for Decision Making**
Independent- Decisions 
Consistent/Reasonable 

17 56.7% 2 20.0%

Modified Independence- Some
Difficulty in New Situations Only 

5 16.7% 1 10.0%

Moderately Impaired- Decisions Poor, 
Cues or Supervision Required

8 26.7% 4 40.0%

Severely Impaired- Never/Rarely Made 
Decisions 

0 0.0% 3 30.0%

Total 30 100.0% 10 100.0%
Memory
Short-term Memory Problem 14 46.7% 7 70.0% 
No Short-term Memory Problem 16 53.3% 3 30.0% 
Total 30 100.0% 10 100.0%

Long-term Memory Problem** 8 26.7% 7 70.0% 
No Long-term Memory Problem** 22 73.3% 3 30.0% 
Total 30 100.0% 10 100.0%

M SD M SD
Age** 70.57 16.10 82.20 6.34
Number of Diseases/Conditions 4.67 2.71 6.00 3.33
Number of ADL Tasks in Which the 
Resident Needs Extensive to Total 
Assistance 

4.60 3.27 5.20 3.08

Number of Days in the Nursing Facility 600.77 623.90 824.80 539.31
a One person, who provided access to his/her MDS information, was excluded from this table because the 
participant was unsure whether transitioning was feasible or not feasible. 
b ** p<.05, *p<.10
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NTERVIEWER NOTE: The purpose of this interview is to determine an individual’s preference for leaving the nursing home and to begin to 
identify services that might be needed to live in the community. However, many nursing home residents are not aware of living alternatives or the
services that may be available to assist individuals living in the community. Thus, it is essential to ensure that individuals who respond that they do
not want to leave the nursing home are fully informed when making this decision. In this regard, questions 4 and 5 are designed to educate people
about housing alternatives and services that might be available. All people including those that expressed an initial preference to not leave the nursing
home are asked these questions. The more specific questions about housing and services (questions 6-26) are also not designed to screen people from 
further consideration for relocation. These questions are designed to educate people about what services and housing options might be available.

MFP Preference Interview Data Collection Tool 

Subject ID #:  Date: / /

Interviewer ID #:  Start Time: 

Hi I’m   from UCLA. We are doing research with the California State Department of Health and 
Rehabilitation. This research involves helping people who live in nursing homes move into the community to live in other 
places such as an assisted living facility or a group housing arrangement using the same money from MediCal that is 
spent for nursing home care. We are trying to determine which nursing home residents receiving MediCal would prefer to 
live in the community and might be able to be moved into the community. We would like to ask you some questions about 
where you (your relative) might want to live. The information you give us may help us determine which nursing home 
residents would prefer to live in the community. 

Answering these questions is voluntary and refusing to answer the questions will not change the care you (your relative) 
receive at the nursing home. This interview will take 10 minutes. After the interview we may give (mail) you a form asking 
for written permission to gather some information from your medical record. The medical record information is necessary 
to help determine the services that might be needed by nursing home residents who might be moved into the community 
and to describe people who want to move out of the nursing home.  

I want to be clear that the program has not started and that even if you answer these questions you (your relative) might 
not be able to receive the new benefit. Thinking about being able to live in the community may make you feel disappointed
if you are not able to receive the new benefit. 

We will not provide information to any person describing your responses to the interview that can be linked to your (your 
relative’s) name unless you want to relocate from the nursing home and give us separate written consent to provide your 
contact information to the state agency responsible for helping people move from the nursing home. All information is 
stored by a code number in locked files. 

After the interview is finished, if you have questions about any part of the interview you may contact John F. Schnelle, 
PhD or Barbara Bates-Jensen PhD from the UCLA Borun Center for Gerontological Research at 7150 Tampa Ave in 
Reseda, 91335 in writing or by phone at 818-774-3032 or 3234. If you have questions regarding your (your relatives) 
rights as a research subject, you may contact the Office for the Protection of Research Subjects, UCLA, Box 951694, Los 
Angeles, CA 90095-1694 or 310-825-8714.  

Is now a good time and can I ask you some questions? 
  NO,  STOP INTERVIEW

  YES,  CONTINUE

1. What changes occurred in your (your relative’s) life that led you (your relative) to move to the nursing 
home?(PROMPT WITH EXAMPLES BELOW IF RESIDENT IS UNCERTAIN OR CONFUSED) 

 1. A change in medical health, 
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 2. A need for therapy to recover from surgery,

 3. A change in physical ability,

 4. A long illness,  

 5. A need for help 24 hours a day,  

 6. Money problems, 

 7. Don’t know, Not sure 

Other (LIST):

2. Do you think you (your relative) would be able to leave the nursing home and live somewhere else, now?
 1. NO (GO TO Q2a),  

2a. What are some reasons you (your relative) couldn’t leave the nursing home?

(LIST) 

1.

2.

3.

4.

(GO TO Q3) 

Comments:

 3. Don’t know, Not sure (GO TO Q3) 

 Comments: 

 2. YES (GO TO Q3) 

3. Would you (your relative) want to live somewhere other than the nursing home?
______ 1. NO (Go to Q3a)  

3a. What are some reasons you (your relative) want to continue living in the 

nursing home? (LIST) 

1.

2.

3.

4.

(GO TO Q4)

 3. Don’t know, Not sure (GO TO Q4) 

 Comments: 

 2. YES (GO TO Q4) 

4. There are options for living outside the nursing home. You (your relative) could live in your (their) own 

home or (a senior) apartment with help from in home supportive services, personal care assistants, 

community meals, and special activities; you (your relative) could live in an assisted living facility,

which provides meals, housekeeping, some light personal assistance,  and special activities; or you (your 
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relative) could live with 3 to 6 other people in a group home which provides meals, housekeeping, and 

in home supportive services and personal care assistants. Do you think any of these would be good for 

your relative?

  NO, (Go to Q5) 

______ YES, (Go to Q5) 

______ Don’t Know, Not Sure, (Go to Q5) 

5. I am going to list some services that you (your relative) might be able to get.  You (your relative) could 

get help with: getting out of bed, bathing, eating, toileting, getting dressed, walking, using the phone, 

shopping, preparing meals, housekeeping, taking medications, transportation, managing money.  Would 

it be feasible for you (your relative) to live outside the nursing home with these services?

______ NO,  

STOP INTERVIEW, GET HIPAA CONSENT SIGNED (TELL FAMILY MEMBERS THIS WILL BE MAILED
TO THEM). Would you allow us to talk with your relative?  NO YES

Thank you for taking the time to answer these questions

______ YES, (Go to Q6)  

______ Don’t Know, Not Sure, (Go to Q6) 

6. Where would you (your relative) live and with whom?

_____Apartment or home alone 

_____Apartment or home with family

_____Apartment or home with spouse or partner 

_____Assisted living facility

_____Group home 

_____No place to go 

a.   _____Are you willing to live in a group home with 3 to 6 other people? 

b.   _____Are you willing to live in an assisted living facility? 

c.     Are you willing to live in a senior apartment? 

Now I’m going to list the services that might help you (your relative) live outside the nursing home. Listen to 

them and tell me if you need the service.  

7.   Help getting out of bed and into a chair?   NO (7),  

  YES (7), 

8. Help getting started to eat?  For example, cutting up your food, or getting your silverware at meal times?

 NO (8),  

 YES (8), 

9. Help eating? For example, someone to feed you?   NO (9),  
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 YES (9), 

10. Help turning or moving in bed?  NO (10),  

 YES (10), 

11. Help getting to the toilet?  NO (11),  

 YES (11), 

a.______ Wears adult briefs or pads 

  NO (11a),  

 YES (11a), 

12. About how many times during the day do you think you need help getting to the toilet OR changing your adult 

brief/pad?  _______ 

13. Help with morning care like brushing your teeth, washing your face, brushing your hair, or putting on your 

deodorant?  NO (13),  

 YES (13), 

14. Help with bathing or taking a shower?   NO (14),  

 YES (14), 

15. Help walking inside?  NO (15),  

 YES (15), 

16. Help walking outside?  NO (16),  

 YES (16), 

17. What kind of help do you need? 

_____Cane 

_____Walker 

_____Safety rails on walls 

_____Wheelchair 

a.  If Wheelchair, do you need help getting around in your wheelchair inside? 

  NO (17a),  

YES (17a), 

b.    If Wheelchair, do you need help getting around in your wheelchair outside? 

  NO (17b),  

YES (17b), 

18. Help getting dressed in the morning?   NO (18),  

  YES (18), 

a.  If YES, what do you need help with 

_____Shoes/socks 

_____Shirt/dress 

_____Pants 
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19. Help getting undressed at night?   NO (19),  

  YES (19), 

a.  If YES, what do you need help with 

_____Shoes/socks 

_____Shirt/dress 

_____Pants 

20. Help using the telephone?   NO (20),  

 YES (20), 

a.   YES, Do you need 

______Volume increased, can’t hear 

______Large numbers, can’t see to dial 

______Dialing assistance, can’t dial 

21. Help cooking or preparing your meals?   NO (21),  

 YES (21), 

22. Help with medications?   NO (22),  

 YES (22), 

23. Help with housework?   NO (23),  

 YES (23), 

a. If YES, what do you need help with 

______Laundry

______Washing dishes 

______Cleaning house 

24. Help shopping?   NO (24),  

 YES (24), 

25. Help with transportation?   NO (25),  

 YES (25), 

26. Help managing your money or finances?   NO (26),  

 YES (26), 

a.   If YES, do you need help with  

______Paying your bills 

______Balancing your check book 

______Tracking your bank accounts 

27. If you had help available for any of these services, would you (your relative) be able to leave the nursing home?
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  NO (27) 

 YES (27) 

STOP INTERVIEW, GET HIPAA CONSENT SIGNED (TELL FAMILY MEMBERS THIS WILL BE MAILED
TO THEM). Would you allow us to talk with your relative?   NO  YES 
Thank you so much for taking the time to answer these questions. We want to be sure you understand that answering these 
questions does NOT mean that you will be relocated out of the nursing home. We don’t want to create false hope about 
moving. We are only getting information on nursing home residents who would prefer to live some place other than the 
nursing home. 
OFFER FOLLOW UP WITH OMBUDSMAN, INDEPENDENT LIVING CENTER, AND/OR RESEARCHER.  

For interviewee to fill out: 

28. How clear is the person in terms of what services are needed? 1-Not at all clear 

2-Somewhat clear

3-Neither clear nor unclear 

4-Somewhat clear

5-Very clear 
  29. How motivated is the person to relocate?\ 1-Not at all motivated 

2-Somewhat unmotivated 

3-Neither motivated nor unmotivated

4-Somewhat motivated 

5-Very motivated 

End Tim:______________________
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Appendix #4

Additional State Long-Term Care
Legislative Initiatives

1. MSSP Augmentation: The Multipurpose Senior Service Program (MSSP) program 
provides critical social and health care management for frail elderly clients who are 
at risk of placement in a nursing facility but who choose to live at home with MSSP 
support. Recognizing the importance of the program in helping frail seniors remain at 
home and avoid institutionalization, Governor Schwarzenegger sustained the $3 
million augmentation for MSSP. 

2. Supplemental Security Income/State Supplementary Payment (SSI/SSP): The 
budget reverses last year's decision to delay the annual cost-of-living adjustment for 
SSI/SSP recipients. The 2005-06 Budget Act had called for the increase to be 
delayed from January 1, 2007, to April 1, 2007. This year’s budget includes a $43 
million increase to provide the 2.1 percent benefits increase on January 1, 2007. 

3. Supporting Community-Based Services for People with Developmental 
Disabilities: The budget includes $68.4 million to support a 3 percent rate increase 
for community-based providers serving people with developmental disabilities. This 
increase will benefit providers who have been subject to past rate freezes, including 
community care facilities, community-based day programs and transportation 
providers, and support improvements in the quality of care. 

4. Enhancing Employment Services: The budget provides an increase of more than 
$199 million to support employment programs and other services for persons with 
disabilities. This includes $180 million for the Supported Employment Program 
(SEP) and Work Activity Program (WAP), representing a 24% increase in support. It 
also includes $19.1 million for wage increases for WAP and day program providers. 

5. Augmenting the Program for All Inclusive Care for the Elderly: The Program for 
All Inclusive Care for the Elderly (PACE) is a model of acute and long term care 
integration offering a comprehensive service package to frail seniors who are at risk 
of institutionalization, permitting them to continue living at home while receiving 
services rather than be institutionalized. The budget includes $2.2 million ($1.1 
million General Fund) to increase reimbursement to the PACE program. 

6. Expanding Alzheimer’s Research and Treatment: California is a national leader 
in research into Alzheimer’s disease and related disorders. The budget provides an 
additional $2 million to increase grants to the Alzheimer’s Disease Research Centers 
of California (ARCC).  This increase, the first since 1998-99, will enhance the 
program's ability to provide state-of-the art diagnostic and treatment services, 
caregiver training and support services, and evaluate the most complex cases of 
dementia of Alzheimer's-related disorders.   
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7. Expanding Access to Community-Based Nursing Services:  Consistent with the 
Governor’s January budget, this item provides $1.15 million ($355,000 General 
Fund) to implement legislation (SB 643, Chesbro, Chapter 551, Statutes of 2005) 
that requires the Department of Health Services to add 500 more slots to the 
Nursing Facility A/B waiver that provides nursing facility services to people who 
would otherwise live in an institution.    

8. Supporting Assisted Living Options for Medi-Cal Beneficiaries: Consistent with 
the Governor's January budget, this item will provide $880,000 ($364,000 General 
Fund) to implement a pilot project that requires the Department of Health Services to 
seek a federal Medicaid waiver to test assisted living as a Medi-Cal benefit.  

9. Nursing Home Transitions to the Community through Money Follows the 
Person (MFTP): The budget includes Budget Bill Language that will, under specified 
circumstances, allow individuals in nursing homes to voluntarily move into a 
community setting and still receive the same amount of funding for services.  This 
language is important because it clears the way for the state/Department of Health 
Services (DHS) to move forward with a MFTP proposal for California. Please note, 
DHS is awaiting more information from the federal Centers for Medicare and 
Medicaid (CMS) to further inform the Administration's understanding of the prospects 
of an application.  DHS anticipates formal notice from CMS will be issued later this 
summer/early fall. 

10. Ending Chronic Homelessness: The budget supports the Governor’s Initiative to 
End Chronic Homelessness, which will provide supportive housing to chronically 
homeless people with mental illness. Under the plan, up to $75 million in Proposition 
63 funding will be allocated each year for 20 years, leveraging $1.5 billion in 
Proposition 63 funds to secure $4.5 billion to build more than 10,000 housing units 
for this population. The budget includes $1.2 million for the Department of Mental 
Health to coordinate implementation of the initiative. 

11. Advancing Community Options through Integration: This initiative included $1.1 
million to establish Medicare/Medi-Cal pilot projects that would coordinate services 
to improve continuity of care across acute and long-term care service settings and 
simplify access to home and community-based services for consumers.  The 
Legislature did not include this proposal in the final 2007-08 budget, but the 
Administration remains committed to exploring alternatives for an integrated service 
delivery system. 

12. Coordinated Assessment Tool: This initiative sought to develop a coordinated 
assessment tool (Community Options and Assessment Protocol) for use across 
long-term care programs to better coordinate services for consumers.  The 
Legislature did not include this proposal in the final 2007-08 budget, but the 
Administration remains committed to exploring alternatives for a coordinated 
assessment system.
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Appendix #7

Letters of Support from Stakeholders
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Appendix  10:  Acronyms

A 
AAA Area Agenc (ies) on Aging 
ADHC Adult Day Health Care 
ADRC Aging and Disability Resource Centers 
AIDS Acquired Immune Deficiency Syndrome 
ALWPP Assisted Living Waiver Pilot Project 

C 
CDA California Department of Aging 
CDHS California Department of Health Services 
CHFA California Housing and Finance Agency 
CHHSA California Health and Human Services Agency 
CHIIP California Health Incentives Improvement Project 
CMIS Case Management Information System 
CMS (Federal) Centers for Medicare and Medicaid Services
CTT Community Transition Team 
CY Calendar Year 
CFR Code of Federal Regulations 
CDHS California Department of Health Services 
CDSS California Department of Social Services 
CMSP County Medical Services Program 

D 
HCD California Department of Housing and Community Development  
DDS California Department of Developmental Services 
DMH California Department of Mental Health 
DOF California Department of Finance 
DOR California Department of Rehabilitation 
DOT California Department of Transportation (CalTrans) 

F 
FY Fiscal Year 
FFP Federal Financial Participation 
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G 
GF General Fund 

H 
HCBS Home and Community Based Services (Wavier) 
HIPAA Health Insurance Portability and Accountability Act 
HIV Human immune deficiency virus 
HHA Home Health Agency 

I 
ICF Intermediate Care Facility 
ICF/DD Intermediate Care Facility for the Developmentally Disabled  
ICF/DD-CN Intermediate Care Facility for the Developmentally Disabled – 

Continuous Nursing 
ICF/DD-H Intermediate Care Facility for the Developmentally Disabled – 

Habilitative 
ICF/DD-N Intermediate Care Facility for the Developmentally Disabled – 

Nursing 
ICF/MR Intermediate Care Facility for Mental Retardation 
IHMC In-Home Medical Care (Waiver) 
IHO In-Home Operations (Section under CDHS)
IHSS In-Home Supportive Services  
ILC Independent Living Center 
IMD Institution(s) for Mental Disease 

L 
LAO Legislative Analyst’s Office 

M 
MEDS Medi-Cal Eligibility Data System 
MFP Money Follows the Person 
MIS/DSS CDHS Management Information System/Decision Support System 
MSSP Multipurpose Senior Services Program 

N 
NF Nursing Facility 
NF A/H Nursing Facility (Waiver) for Acute Hospital 
NF A/B Nursing Facility Level A and B 
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O 
OAA Older Americans Act 
OLTC Office of LongTerm Care (under the California Department of 

Health Services) 
OSHPD Office of Statewide Health Planning and Development 

P 
PACE Program of All-Inclusive Care for the Elderly 

Q 
QA Quality Assurance 
QMU Quality Management Unit 

R 
RFP Request for Proposal 

S 
SSN Social Security Number 
S/HMO Social Health Management Organization 

T 
TCM Targeted Case Management 

W 
WY Waiver Year 
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