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Legislation enacted in the 2015 session (SB 465) amended IC 12-10-12 as follows: 

Sec. 35. (a) Before September 1, 2015, the division shall meet with stakeholders, including  

representatives of: 

 (1) the area agencies on aging; 

 (2) hospitals licensed under IC 16-21; 

 (3) health facilities licensed under IC 16-28; and 

 (4) other advocacy groups for the elderly. 

To collaborate on the implementation of changes in the health facility preadmission screening 

assessment process for individuals. 

(b) Before November 1, 2015, the division shall submit a written report to the general assembly 

in an electronic format under IC 5-14-6 on any recommendations for statutory changes to the 

health facility preadmission screening assessment process that were determined in any meetings 

held under subsection (a). 

Sec. 36. This chapter expires June 30, 2016.



Indiana’s PASRR Redesign 

2 

 

Executive Summary 

 

Indiana’s preadmission screening (IPAS) requirements were created more than thirty years ago  

amid concerns that individuals were being placed  in nursing facilities with little consideration 

for whether or not a nursing facility was the appropriate care setting for a person’s needs, or the 

availability of home and community-based care. Home and community-based care is the first 

choice for many individuals with long-term care needs. It also aids states in addressing 

obligations under the Supreme Court’s Olmstead decision, which found that the unjustified 

institutionalization of persons with disabilities violates the Americans with Disabilities Act. 

The administrative IPAS requirements have largely remained unchanged since its 

implementation in the 1980s.  These are largely paper processes though sometimes done via fax 

and email. “Wet” signatures are required on some documents. The extremely low denial rate 

(less than 1% of total screenings) indicates that the screening process is merely serving as 

confirmation of an assumed need and not effectively identifying alternative options. 

The current state statute for IPAS, IC 12-10-12, will sunset in June of 2016. The Division of 

Aging (DA) believes a new system can be designed without introducing a new statute by relying 

on existing federal requirements. These requirements include Preadmission Screening Resident 

Review (PASRR), and that the state ensures individuals receiving Medicaid-paid nursing facility 

care meet the appropriate level of care needs.   

PASRR is a two-stage process designed to identify persons with mental health conditions or 

intellectual/developmental disabilities who can appropriately be diverted from nursing facilities, 

and those who would benefit from specialized services while in a nursing facility. Further, 

PASRR assists with identifying services those individuals need as well as the most appropriate 

care setting in which to meet those needs. The first stage, a Level I, identifies individuals who 

have, or are suspected of having, a mental illness (MI) or intellectual/developmental disability 

(ID/DD), and need further evaluation. The Level II, or second stage, is a more comprehensive 

evaluation to confirm whether the individual has MI/ID/DD, assess that individual’s need for 

nursing facility services, and determine a person’s service needs and the best care setting in 

which to meet those needs.      

While PASRR focuses on preventing inappropriate placement of individuals with MI/ID/DD, 

individuals of any age with physical disabilities also seek nursing facility placement, many of 

whom are older adults. Frequently, individuals could safely access home and community-based 

options if they are aware of all the possible choices, but institutional placement has become a 

default care setting.  

Identification of these individuals is a critical function, and is not being accomplished effectively 

with the current IPAS system. Robust, targeted options counseling is a key component of the 

newly designed system and will allow the state to be far more effective in diverting and 

transitioning this “non-Level II” population from long-term institutionalization.  
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Even before the legislative session of 2015, the DA had begun to engage stakeholders in 

conversations about preadmission screening processes. Throughout 2014, the DA held meetings 

on the IPAS program with representatives of the state’s Area Agencies on Aging (AAAs), 

nursing facilities, the Indiana Hospital Association, consumer advocacy organizations, and other 

divisions within the Family and Social Services Administration (FSSA). Discussions revealed 

that issues surrounding IPAS were of concern to all parties. In early 2015, DA staff began 

working with the PASRR Technical Assistance Center (PTAC) to understand the shortcomings 

of the IPAS system currently in use and opportunities for improvement.  

Since Senate Bill 465 was enacted in May of 2015, the DA has worked with stakeholders 

(AAAs, nursing facilities, and hospitals) on system redesign options. It was agreed upon as a 

group that the goal is to provide a person-centered PASRR system that effectively and efficiently 

identifies the most appropriate services and settings. Together, we made the following 

assumptions: 

 A person-centered system allows the individual’s input in the outcome; 

 Statewide standardization would promote consistency; and 

 The right automation would promote timeliness, efficiency, and consistency. 

We also agreed that alternatives must be evaluated on the following criteria: timeliness, 

efficiency, standardization, validity, accuracy, diversions, costs, access to information, and 

simplicity. Consensus was reached on a general approach.  

During this time, the DA also obtained a previously identified software solution offering web-

based technology as well as tested screening tools for the PASRR process. The new software will 

allow for a far more automated, paperless system with enhanced reporting and monitoring 

capabilities. Software development and implementation is already underway, and will continue 

until the system is ready to go live July 1, 2016. 

Representatives of the AAAs, nursing facilities, and hospitals will continue to work with the 

state on the design and implementation of the new system and procedures. The DA will also 

continue to consult with advocacy groups for older adults such as AARP and the Centers for 

Independent Living (CILs). These discussions have centered largely on person-centered planning 

efforts and access to services. The CILs are particularly interested in facilitating transitions or 

diversions from institutional placements. PTAC will continue to advise and consult to ensure 

compliance with the federal PASRR requirements. 

To successfully support potential diversion and transition to avoid long term institutionalization 

of the non-Level II population, it will be critical to formalize the options counseling service.  The 

DA will work with the Office of Medicaid Policy and Planning (OMPP) and the AAAs to create 

a service definition, reimbursement structure, provider requirements and guidelines, practice 

standards, and a system to trigger targeted options counseling to create effective opportunities for 

diversion and transition from institutional placements. A new administrative rule will be 

promulgated to regulate the new PASRR process and the options counseling that is a critical 
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element to a robust process. Additional funding sources for options counseling reimbursement 

will also have to be determined.  

 

Background 

PASRR: PASRR is a requirement under Medicaid, pursuant to OBRA1987 (Omnibus Budget 

Reconciliation Act) and 42 CFR 483.100 through 483-138. PASRR has been in effect since 

1989, and applies to all individuals applying to Medicaid-certified nursing facilities.  PASRR 

screening is required regardless of an individual’s payor source. The ability to access Federal 

Financial Payments (FFP) depends upon completion of the process prior to admission. 

As referenced previously, PASRR is a two-stage process. The first stage, a Level I, identifies 

individuals who have, or are suspected of having, a mental illness (MI) or 

intellectual/developmental disability (ID/DD), and need further evaluation. The Level I must be 

designed to ensure that individuals are evaluated for evidence of any possible mental illness (MI) 

and/or intellectual disabilities and related conditions (ID/DD/RC). The second stage, the Level 

II, is intended to confirm whether the individual has MI/ID/DD, assess the individual’s need for 

nursing facility services, and determine a person’s service needs and the best care setting to meet 

those needs.   

A nursing facility admission is appropriate only when minimum standards are met and any 

additional services can, and will, be provided for individuals requiring them. The Level I, and the 

Level II if needed, must be completed prior to admission to a nursing facility. Additional federal 

regulations require that all nursing facility residents on Medicaid meet the appropriate level of 

care requirements. These are the requirements upon which the DA believes Indiana can build the 

new system without additional state legislation.  

Legal Considerations: The Americans with Disabilities Act (ADA) Title II (1990) declared that 

no qualified individual with a disability shall be excluded from participation in or be denied 

benefits of services, programs, or activities in the most appropriate setting that meets his/her 

needs. Additionally, the “integration mandate” in the ADA requires that individuals with a 

disability shall interact with individuals who do not have a disability to the fullest extent 

possible. A well-designed PASRR system can be a critical element in a state’s efforts to meet 

these requirements.  

In 1999, the landmark Supreme Court Olmstead decision offered further interpretation of the 

ADA guidelines.  The Olmstead ruling requires states to assure that individuals with disabilities 

receive services in the most integrated setting appropriate to their needs. This has been a top 

enforcement priority for the Department of Justice as evidenced by recent litigation to enforce 

Olmstead in federal courts in more than twenty states. These cases have involved a broad range 

of disability groups (including people with mental illness, developmental disabilities, and 

physical disabilities) and a range of institutional settings (including state-run psychiatric and DD 

institutions, private and public nursing facilities, private adult homes, and ICF/IIDs). Again, 

PASRR can be a very effective vehicle for avoiding Olmstead issues. 
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Recent Federal Focus: The Centers for Medicare and Medicaid Services (CMS) increased its 

focus on PASRR in 2009 with the creation of PTAC, which provides information and technical 

assistance to states. PTAC has shared that nationally, more than half of people with disabilities 

are still residing in institutions, and over 500,000 individuals with mental illness still reside in 

nursing facilities. Also on a national level, nursing facilities serve the same number of persons 

with intellectual and developmental disabilities as do large developmental centers. As a result, 

many states are reevaluating their PASRR processes. PTAC advisors have noted that with the 

sun-setting of the IPAS statute, Indiana has a unique and exciting opportunity to redesign a 

system that will address all intended goals of PASRR requirements in today’s world.  

PTAC has identified fourteen elements of an effective Level I assessment tool. In the most recent 

evaluation of Indiana’s current Level I, only five of the fourteen elements were found to be 

comprehensively covered.  Another two elements were found to be partially covered, and seven 

were completely absent from the current tool (Table 1). Ascend, the developer of the software 

solution identified by the DA, ensures compliance with federal PASRR sensitivity requirements 

on its Level I tool. 

Table 1: State PASRR Level I Data Elements – Results for Indiana in 2015 Report  

# Level I Data Elements Key Words/Phrases  Level of Detail 

 
Contains questions to assist in identifying previously unreported disabilities (MI) 

  

1.1 
Mental illness diagnosis diagnosis; serious mental illness; mental disorder 

 Comprehensive 

1.2 Substance related 

disorder 
substance use 

 Absent 

1.3 Interpersonal symptoms 

(MI) 
interpersonal; serious difficulty interacting with others; altercations, evictions, 

unstable employment, frequently isolated, avoids others 

 Absent 

1.4 
Completing tasks (MI) 

serious difficulty completing tasks, required assistance with tasks, errors with 

tasks; concentration; persistence; pace 

 Absent 

1.5 Adapting to change 

(MI) 

self-injurious, self-mutilation, suicidal, physical violence or threats, appetite 

disturbance, hallucinations, delusions, serious loss of interest, tearfulness, 
irritability, withdrawal 

 Absent 

 
Contains questions to assist in identifying previously unreported disabilities (ID/DD) 

  

2.1 ID/DD diagnosis 

 

diagnosis; intellectual disability; developmental disability; mental 

retardation 

 Comprehensive 

2.2 
ID/DD age of onset age 18 (age of onset); evidence 

 Partial 

2.3 Evidence of related 

condition 

evidence, history, diagnosis; affects intellectual functioning, affects 

adaptive functioning; autism, epilepsy, blindness, cerebral palsy, closed 

head injury, deaf 

 Comprehensive 

2.4 Related condition age 

of onset 
age of onset; evidence; history; age 22 

 Partial 

2.5 
Receipt of services 

agency serving individuals with ID/DD; past and present; services; services 

received; referred/referrals 
 Absent 

 
Captures key symptoms or behavioral indicators (ID/DD) 

  

3.1 Evidence of undiagnosed 

condition 
evidence; presenting evidence; suspected diagnosis; undiagnosed; indications 

 Comprehensive 

3.2 
Functional limitations 

mobility, self-care, self-direction, learning, understanding/use of 

language, capacity for living independently 

 Absent 
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 When co-morbid dementia and mental illness are present, captures presenting and collateral 

information to determine which condition is primary 

  

4.1 Primary dementia 

diagnosis 

Dementia; primary diagnosis 

 

 Comprehensive 

4.2 Documented evidence of 
primary dementia 

diagnosis (outside of physician's diagnosis) 

Dementia work up; comprehensive mental status exam; primary 

diagnosis; evidence 

 Absent 

IPAS data over the past ten years shows steady growth in screenings occurring in hospital 

settings. The healthcare landscape is much different in 2015, than it was over thirty years ago 

when IPAS was first created.  

Today the vast majority of 

nursing facility admissions are 

only for short-term rehabilitation 

stays that are often covered by 

Medicare or private insurance. 

IPAS comprehensive 

requirements for level of care 

screenings for all participants are 

out-of-date in that environment. 

The cumbersome, largely 

manual IPAS process creates delays and barriers to timely placement from hospital to nursing 

facility, particularly in these rehabilitation situations.  

 

Indiana’s data clearly reflects increasing 

numbers of short-term admissions. There is 

also a steady growth in incomplete 

screenings, which occur when an 

individual is deceased, has moved, or  has 

discharged from the facility before the 

IPAS-required level of care screening ever 

takes place. The growing numbers of 

incomplete screenings are also evidence of 

even more potential short-term admissions even if a level of care determination was made 

immediately.  

The Process 

The DA has sought the input of stakeholders in 

the PASRR system, both internal and external to 

FSSA, and the technical assistance of PTAC in 

the PASRR design process. Over the course of 

the past fifteen months, the DA engaged in 

multiple conversations with individual 
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stakeholder groups, regarding issues with the current PASRR process. PTAC conducted a two-

day site visit on June 4-5, 2015, and met with all stakeholder groups to present its suggestions 

regarding the elements of a strong PASRR design. On June 21, 2015, the DA held a problem-

solving workshop meeting with representatives of the nursing facilities, hospital association, and 

the AAAs. During that workshop, the group collectively agreed on a defined problem statement: 

“To provide a person-centered PASRR system that effectively and efficiently identifies the most 

appropriate services and settings.”   

The group then reviewed and refined evaluation criteria for the analysis conducted on the 

alternative courses of actions that were presented. Representatives of that group presented those 

criteria to larger stakeholder groups for additional review, comment, and weighting. Results were 

then used as scoring criteria in the evaluation process (see Appendix A and Appendix B). 

The groups were presented with four alternative courses of action developed by the DA (see 

Appendix C). Previously agreed-upon screening criteria were applied in the selection of 

alternative courses of action for analysis by the stakeholder groups, which included: 

 The system must be automated, and centered on a computerized database and decision 

support platform that is under development no later than September 1, 2015. 

 The system must be person-centered in that it can provide face-to-face contact with client 

and/or family members. 

 There is a deadline: the system must be in place and ready to use no later than July 1, 

2016. 

The alternative courses of action varied in terms of roles, timelines, when level of care 

determinations would be required, and costs. All four alternatives shared some common 

characteristics and features: 

 A product developed by Ascend would be the software solution. 

 All followed the same process/flow chart.  

 All stakeholders: hospitals, nursing facilities, and AAAs will have access to the system. 

(Level II providers will likely have access as well, but that will be addressed through 

efforts led by FSSA’s Division of Mental Health and Addictions (DMHA) and Division 

of Disability and Rehabilitative Services (DDRS). 

 Nursing facilities will submit requests for continued stay, Medicaid-related notifications, 

and transfers between facilities through Ascend. 

 The Ascend system will connect to the state’s Medicaid Management Information 

System (MMIS) for automated recording of level of care start and stop dates and 

Medicaid notifications. 

 Per PASRR regulations, Level Is and Level IIs when indicated must be completed on all 

applicants to all Medicaid-certified nursing facilities.  
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 The Ascend algorithm will allow approximately 70% of the Level I screenings to be 

completed without additional review. For the other 30%, additional review will be 

required.   

 Level of care (LOC) determinations, at a minimum, must be made on all applicants 

utilizing Medicaid as their payor. (This is a federal requirement.) 

 All LOC information will be subject to desk review, at a minimum. 

 Requests for continued stay will be treated as a LOC determination.  

 If a case requires independent, onsite verification of LOC, the AAA will complete that 

assessment along with the provision of options counseling. 

All alternatives concentrated exclusively on the Level1 and LOC process. DMHA and DDRS are 

taking the lead in reviewing the Level II processes. Options counseling was not addressed in the 

alternatives. Options counseling is critical to effective diversion and transition, particularly in the 

older population, and the inclusion of appropriate triggers for options counseling was a given 

with each of the four alternatives. 

Each group then evaluated the options independently. Group representatives distributed the 

options to their membership through whatever method they chose, delivering one response to the 

DA. This response was required to include a rationale based on the established evaluation 

criteria. The DA facilitator collated those evaluations and circulated the collected evaluations 

back to the entire group to contemplate the evaluations and reasoning of their peers (see 

Appendix D and Appendix E). Responses were kept anonymous at that point. Each 

representative could again circulate to their membership, compile results once more, and re-

submit to the DA. This process of collating and re-evaluating was planned to repeat until a 

consensus emerged. The DA planned to alter courses of action if such alterations served to move 

the groups closer to consensus. The schedule allowed for four to six iterations, but only two were 

required. The second iteration found all respondents recommending the same course of action 

(see Appendix F and Appendix G). 

The Recommended Course of Action 

The selected course of action, entitled “Alternative Course of Action 4 – Level of Care for 

Medicaid Only, Review by Ascend,” adheres most closely to the federal requirements. In this 

option, only Medicaid applicants are subject to a level of care determination and Ascend 

provides all clinical desk reviews of level of care and Level 1 assessments when needed. Course 

of Action 4 had the least projected expenditures associated with it. 

 

Options Counseling 

As mentioned previously, options counseling is a critical component in overall efforts to 

rebalance long-term care spending. According to a recent CMS report, Indiana is 41st in the 

nation in spending on Medicaid case management services, at only $.75 per resident as compared 

with the national average of case management cost of $7.84 (Eiken et al, Truven 2015). Options 
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counseling is a part of those necessary case management services. Indiana must invest in options 

counseling for those persons with extensive needs in order to provide planning and discussion 

around selecting appropriate options for long-term care. 

The Administration for Community Living (ACL) defines options counseling as “an interactive 

process where individuals receive guidance in their deliberations to make informed choices about 

long-term supports (National Standards for Options Counseling, 2012).” ACL has identified four 

elements of the process: a face-to-face personal interview, a supported decision-making process, 

development of an action plan, and quality assurance and follow up. This should be a very 

person-centered process in which the individual’s strengths, values, and preferences are 

identified and respected, and one that includes exploring the individual’s own resources, 

financial and otherwise. The decision process aids in identifying all long-term services and 

supports options available to the person, who should be given the information in order to make 

an informed decision. Options counseling certainly may benefit all individuals seeking long-term 

services and supports at all income levels. However, the reality is that there are limited resources 

available along with an ever-growing need for long-term care services. Therefore, it is important 

that options counseling is “targeted for persons with the most immediate concerns, such as those 

at greatest risk for institutionalization (National Standards for Options Counseling, 2012).”  

The DA worked with stakeholders to identify potential trigger points for options counseling in 

the PASRR process. Representatives of AAAs, nursing facilities, and hospitals were asked to 

provide a list of potential trigger points that were compiled and reviewed by the DA staff (see 

Appendix H and Appendix I). Work will continue with stakeholders and advocates to refine 

these trigger points. The DA agrees with many of the stakeholders that options counseling could 

benefit every individual entering a nursing facility for a non-rehabilitative stay. However as 

noted above, given limitations in financial resources as well as a need to create standards of 

practice for options counseling and consistently train staff that perform this critical function, 

trigger points will have to be prioritized and implemented in phases. 

Data from the current system is incomplete in many ways, making it challenging to budget for 

options counseling needs with each trigger point. The DA staff will continue to work with 

stakeholders to access the best possible data. This process will evolve over time and become 

more refined as better data become available in the new system. The DA will also continue to 

engage with stakeholders to refine some of the suggested triggers. For instance, it was proposed 

that admission of any individual under age sixty should prompt options counseling. Age could 

certainly be a significant factor but refinements to this trigger are needed. If the admission is for 

a short-term rehabilitation stay not covered by Medicaid, options counseling is perhaps not 

needed. It was also suggested that anyone requesting options counseling should receive it. 

Hopefully, there will be adequate funding for this, but the DA would like to work with 

stakeholders to refine these triggers further to more precisely target options counseling in those 

cases in which it can be most effective. 
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The DA will continue to work with the AAAs to finalize required components of options 

counseling, including qualifications for options counselors, and a reimbursement structure. It is 

critical that Indiana invest in the service of options counseling in order to achieve the important 

goals of diversion and transition from institutional settings. The estimated annual costs 

associated with the selected course of action will represent significant savings over the cost of 

the current IPAS system. These savings must be repurposed for targeted options counseling. 

Additionally, resources from other programs (CHOICE, SSBG, and Title III) can provide options 

counseling, particularly for the non-Medicaid population.  

Even with these financial options, additional resources may be necessary. The new software 

solution for PASRR, as well as new case management software in development by FSSA, will 

facilitate data collection through which the effectiveness of options counseling can be measured. 

As the use of the service evidences true savings in institutional care costs, the choice about 

committing more resources will become clearer. 

 

System Implementation 

The federal PASRR regulations allow states flexibility in some areas. States can choose to allow 

an exempted hospital discharge under certain circumstances, dementia exclusions, and other 

categorical determinations, such as adult protective services emergency admissions and respite 

admissions. Details surrounding these items will have to be determined and eventually included 

in an administrative rule based on the federal PASRR regulations.  

Software:  Ascend will be ready to deploy Indiana’s PASRR software solution by July 1, 2016. 

Testing and training will occur April through June of 2016. As part of the implementation, the 

DA will be switching to a new evidence-based level of care tool that replaces a homegrown tool 

that is more than thirty years old. A software solution utilizing the InterRAI screening and 

assessment tool (InterRAI) will be implemented by Ascend for nursing facility admission 

determinations. Shortly after July 2016, the DA will implement the use of powerful case 

management planning tools that are associated with the InterRAI instrument for use in FSSA’s 

new case management software, CaMSS (Case Management for Social Services), for use in 

home and community-based service programs, including the Aged and Disabled waiver, 

Traumatic Brain Injury waiver, CHOICE, and Older Americans Act programs. InterRAI will be 

a nursing facility level of care eligibility tool, but also a broad assessment tool that is part of an 

overall service planning process.  

Training: Training of hospital discharge planners will be a key area of focus in implementation. 

Discharge planners will have responsibility for entering appropriate and accurate information on 

the Level I tool and on short-form versions of the InterRAI tool when level of care decisions are 

required. Their ability to use the system effectively and provide reliable data will help create an 

efficient and effective process. 
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Data Management/Quality Assurance: The Ascend system offers another great advantage 

allowing for interconnectivity with the state’s Medicaid Management Information System 

(MMIS). Currently, transferring information on nursing facility admissions, facility transfers, 

decisions regarding level of care, requests for continued stays, and Medicaid eligibility from the 

IPAS process into the MMIS so that nursing facilities can be reimbursed through Medicaid is a 

very manual, cumbersome, and time-consuming process. A number of DA staff members devote 

significant hours to this work. With the automation of this process, these individuals can devote 

more time to robust quality assurance and improvement activities related to the new PASRR 

system.  

The DA will continue to work with stakeholders to identify appropriate performance metrics and 

outcome measures for the new system. At a very basic level, there will be output measures 

related to the numbers of Level Is and level of care decisions annually as well as the percentage 

of positive Level Is, i.e., those indicating the need for a Level II due to the possibility of a mental 

illness or intellectual/developmental disability. Average times will also be a measure of 

efficiency: time from data entry to review, from Level II trigger to completion of the Level II, 

from options counseling trigger to completion of options counseling, etc. In terms of outcomes, 

FSSA will be able to look at the number and percentage of positive Level IIs that result in 

institutional or community placement. Data on categorical determinations, dementia exclusions 

and exempted hospital discharges will also be available. Evaluations can be made if there are 

organizations or individuals who are consistently making inaccurate decisions, and corrective 

action taken. With enhanced software solutions, it will become possible to compare Minimum 

Data Set (MDS) data from nursing facilities to the PASRR data to help ensure program 

effectiveness and the quality of care provided to individuals.  

Conclusion 

The opportunity Indiana has now to redesign its PASRR system is rare. We essentially have a 

clean slate to work with now that the current state statute will sunset in June of 2016. A new 

streamlined, efficient, and effective system can be designed to meet all the applicable federal 

requirements, and incorporate targeted options counseling to affect the greatest possible rate of 

diversion and transition from institutional care. Stakeholders all agree: the new system must be 

person-centered, consistent in implementation, and automated to the highest extent possible. The 

DA is well underway in not only the design, but also the implementation of this new system.  

The DA is responsible for the Level I and the level of care determinations as well as the 

integration of options counseling. The changes for the Level 1 and level of care can be ready for 

implementation July 1, 2016. New administrative rules will need to be promulgated and that will 

take some additional time to complete. Legally, the federal requirements provide the framework 

for the system to function while the rulemaking process is completed. At this time, there is no 

identified need for additional legislation to support this effort.  
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Analysis and possible redesign of the Level II process is also underway in the DA’s sister 

divisions, FSSA’s Division of Mental Health and Addiction and the Division of Disability and 

Rehabilitative Services. This effort is a critical element in the state’s overall efforts to 

rebalancing Medicaid long-term care spending more towards home and community-based 

services.  

Stakeholder engagement efforts through system design will continue through implementation 

and post-implementation as well. The current IPAS system stayed much the same for thirty 

years. The new system will need to be responsive and adaptable as the environment in which it 

works changes. The ongoing inclusion of stakeholder groups in system assessment and 

governance will help make that possible.  
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