Preadmission Screening
Redesign Report

Family and Social Services Administration -
Division of Aging

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 1C 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 1C 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.
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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 Il, 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:

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

e Statewide standardization would promote consistency; and

e 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 11 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 |, identifies
individuals who have, or are suspected of having, a mental illness (M) or
intellectual/developmental disability (ID/DD), and need further evaluation. The Level | 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
I1, 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 Il 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 11 (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/1IDs). 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 | 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 | Data Elements — Results for Indiana in 2015 Report

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

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

1.1 . . . . . . . . Comprehensive
Mental illness diagnosis diagnosis; serious mental illness; mental disorder P

12 Substance related Absent

disorder substance use
1.3 | Interpersonal symptoms interpersonal; serious difficulty interacting with others; altercations, evictions, Absent
(M) unstable employment, frequently isolated, avoids others

1.4 . serious difficulty completing tasks, required assistance with tasks, errors with Absent
Completing tasks (M) tasks; concentration; persistence; pace

15 Adapting to change self-injurious, self-mutilation, suicidal, physical violence or threats, appetite Absent

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

(M1) irritability, withdrawal

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

2.1 ID/DD diagnosis diagnosis; intellectual disability; developmental disability; mental Comprehensive
retardation
22| ID/DD age of onset age 18 (age of onset); evidence Partial

evidence, history, diagnosis; affects intellectual functioning, affects
adaptive functioning; autism, epilepsy, blindness, cerebral palsy, closed
head injury, deaf
2.4 Related condition age age of onset; evidence; history; age 22 Partial
of onset

2.5 . . agency serving individuals with ID/DD; past and present; services; services Absent
Receipt of services received; referred/referrals

2.3 Evidence of related Comprehensive

condition

Captures key symptoms or behavioral indicators (ID/DD)

3.1 | Evidence of undiagnosed Comprehensive

condition
3.2 . . mobility, self-care, self-direction, learning, understanding/use of Absent

Functional limitations . o
language, capacity for living independently

evidence; presenting evidence; suspected diagnosis; undiagnosed; indications
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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 Dementia; primary diagnosis Comprehensive
diagnosis
42 | Documented evidence of Dementia work up; comprehensive mental status exam; primary Absent

primary dementia

d iagnosis (outside of physician's diagnosis) d IagnOSIS; eVIdence

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.
IPAS Screenings By Location At Time of Screening
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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
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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:

e 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.

e The system must be person-centered in that it can provide face-to-face contact with client
and/or family members.

e 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:

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

e All followed the same process/flow chart.

e All stakeholders: hospitals, nursing facilities, and AAAs will have access to the system.
(Level 11 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).

e Nursing facilities will submit requests for continued stay, Medicaid-related notifications,
and transfers between facilities through Ascend.

e 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.

e Per PASRR regulations, Level Is and Level lls when indicated must be completed on all
applicants to all Medicaid-certified nursing facilities.
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e The Ascend algorithm will allow approximately 70% of the Level | screenings to be
completed without additional review. For the other 30%, additional review will be
required.

e Level of care (LOC) determinations, at a minimum, must be made on all applicants
utilizing Medicaid as their payor. (This is a federal requirement.)

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

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

e 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 Levell and LOC process. DMHA and DDRS are
taking the lead in reviewing the Level Il 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
8
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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 I11) 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.

10
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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 11 due to the possibility of a mental
iliness or intellectual/developmental disability. Average times will also be a measure of
efficiency: time from data entry to review, from Level |1 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 Ils 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 | 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.

11
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Analysis and possible redesign of the Level Il 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.

12
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Criteria with Definitions and Relative Weight

Short Title

Dhefinition

Weizht

Timeliness {11]

The amount of time it tzkes from application to level 1 decision |less
iz bether)

Standardization The degree towhich processes are standardized statewide (more is
better|

Walidizy The oomrectness and relizhility of the level 1 and LOC decision [more
iz bether)

Eificiency (L1} The numibeer of steps nesd from application to level 1 decision {less is
better|

Timeliness (LOC) | The amount of time it takes from application to level of cane decision
{less is better]

Socuracy The data in the system is consistently without substantial error
{more is better)

Efficiency [LOC The rumiber of steps needed from appliction to level of care
dedsion [less ic better]

Diversion The rumiber of diversions to options other than NF [more is better)

BAcoess The avzilability of relevant information avzilable to those needing
ancess that that information [mone is better)

Annuzl Cost The maximum annual cost of administering the system (less is
better)

Simpligity The amount of time it takes to train new personnel to use the

system (less is betber]
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Overview of Alternatve Conurses of Action
For Indiana’s PASRE System Design

The Division of Aging (DA) has songht the input of stakeholders in the Preadmission Scresnins
and Resident Review (PASER) system both internal and external to F55A and the techmical
assistance of PASEE Technical Assistance Center (PTAC) in the PASER. design process, Oner
the course of the past fifteen months, DA had engaged in mmltple conversations with
stakeholder proups individaally reparding issnes with the oament PASEE. process.

PTAC conducted a two day site visit on Tune 4™ and 5% meeting with all stakeholder groups and
presenfng their suggestions regarding the elements of a stwons PASEF. desizn Then oo Jume
21", DA held a problem solving workshop meeting with representatives of the nursing facilities,
hospital sassocistion and the sreg agencies on aging (AAA:) Dunng that workshop the group
collecively agreed on a defined problem statement, “To provide & person-centered PASER
sysiem that effectively and efficiently identifies the most appropriste semvices and setfings ™

Additiomally the group reviewsd and refined evaluation criteris for the analy=is o now be
conducting on the altemative courses of action presented hers. Those criteria wers then taksn
back to larger groups of stakeholders by those representatives for additions] review and comment
and waighiing. The results of that are inclwded here as scoring criteria,

Each group will now evaliate the options independently. The representatives will distribaze to
their membemship through whatever method they choose delivering one response fo DA This
response st inchide a ratbonals based oo the established evaluation criteria. The facilitator will
ciollate the evalnstions. He will then circulate the collecied evaluatons back to the entire sroup to
conbarnplate the evaluations and rafonalizaton of their pesrs. Fesponses will be anoonmons at
that poimt

Each represeniafive can again circulate to their members and again compile the results and
resubmit to DA, The response mmst inchade rationale based on the established evaluation criteria.
This process of collating snd re-evalnsting will be repeated until & consensus emerges. DA may
alter conrses of actoa if such aliernations serve o move the groups closer to consensus.

The following sssumptions, agread to in the fune 21™ mesting, were mada in the design of the
alte=mative courses of action:
# A person-centered systemn allows the clhient andfor famity members mput in the oEcome
¢ Statewide stAndardizaton would promote consistency
# The right antonaton would promote tmeliness, efficiency and comsistency
Agreed to screening criteria wers also applied in the selecion of altemative courses of acion for
amalysis by the stakeholder proups. Those scresning criteris inchided:
# The system mmst be gutomated. System must be contered on a compaterizad database
and decision support pladfiorm that is under developrment no later than September 1, 20135,
# The system mmst be person centered in that it can provide face-to-face contact with client
andor family members.
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Overview of Alternative Courses of Action
For Indiana’s PASRR System Design

# There is 3 deadline. The system nmst be in place and resdy tonse no later than Tuly 1,
2016.
The courses of action presented here are infended to represent an overview of a possible PASEER.

sysiem desizn. They will not cover every possible scenano or defail of design or implementagon.

It should be noted that these potentiz] solotons focns on the PASER requirernents and as such
they do not specifically raference opdons councaling

However, diversion of all populations fo home and commmnity based altermatves is an Importamnt
shared objectve. Throughout these alternatives, when the AAA is designated o complete sn
assescment, either level 1 or level of care, there is an sssumption that this acivity will mchade
options commseling. Mote thongh that approprizte refesrals for options counseling can ocour st
munltiple points in the PASEER process.

Dhiagram 1 — General Orvervien of PASEER Systam (Level Tand LOC)

- i O
F.Eu:ll: Fro L'_l ﬁ

. K
::'I:'I-: !.p..ﬁlml..h'ﬂ.' r-:r;:
= o s — i — "
ETTL] A b Ll ] Fwiem irerly pyredq e nuvin =

HP‘E.I Fro-| i 10 Sl Fiiosten of LOL I l
m i il - E&.—.‘ﬂh
Haap bl Siveaa &
L. A
o s
Erdaili

AN fonr alternative conrses of action will share some basic featores snd desizn characteristics.
Thaze are listed hara.
¢ Gysiem

o Accend will be the software solution.

o Al follow the same procassflow chart (diagram 1 ghova).

o Al staksholdars: hospitals, marsing Sacilifies, and AA A« will have socess to the
system (Level I providers will likely havve access as well but that will be
addressed through DMHA and DDES led efforts )

o Mursing facilines will submit requests for continued stay, Medicaid related
notificatons, and transfers henyveen facilites throngh Ascend
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Overview of Alternative Courses of Action
For Indiana’s PASRE System Design

The Ascend systam will connect to the state’s Medicaid Manspement Information
Systern (WIMIS) for sutomated recording of level of care start and stop dates and
Medicaid notific ations.

LevalT's

L]

=}

Per PASEE regulations, Level I's omst be completed on all applicanis to oumsing
facilities.

The Ascend alzorithm will make approximately 70% of the Level I without
additional review. Addifensl quality reviews will be conducted by DA staff on
those Tevisws.

The remaining 3074 will be subject fo 2 desk review at a muiminmmm.

Level of care defsnminations

o

Lavel of care (LOXC) determinations, at 3 minitmem mwust be made on all
applicants wrilizing Medicaid as their payor.

Al LoOC mformation will e mibject to desk review at & mindnmm

Beguests for continned stay will be treated as a LOC detemmination

If a case requires independent onsite venficagon of LOC, the A4 A will complete
thet assessment slong with the provision of opdons comseling

Some roles will be the same in certzin admission fypes. Those are outlined below

(disgram X).
Drizgramn 2 — Foles Special Admizzions Common to Each Course of Acton for PASEE. System
(Level I and L)
LOC
Lewvel | LOC LOC Desk | independent,
Level | Entry Rewview entry Rewview onsite
verification
From Homie -
Mon AlA AMA AlA AAA nia
Emergency
Chut of State recelving MF Aspend receiving MF Ascend ria
E'm".:r;“f NF Ascend NF Ascend ABA & APS
hosnital
30 Day . Ber course Per courss of Per course of
Exempticns dgﬂﬁ Ascend of action action action
Respite Admits NF Agcend nia nia ria

Attached there are more specific Sow charts and narrafives that describe each altemmative course
of action. The surnmary that fallows is intended a refarence too] hishlighting the differences in

sach alemative.

18



Indiana’s PASRR Redesign - Appendix C

Overview of Alternative Courses of Action
For Indiana’s PASER System Design

{Fiven the same general process flow, the primary variables in each altermative course of action
are found in the roles and responsibilities of the staksholder groups as well as when level of care
detenminations are needsd These vanatons are indicated in the sumymary charts below

(diagrams 33 and 3b). Timelipes for reviews also vary in each optien (diazram 3c)

Driggrarn 3a — Foles Fegular Admissions in Alemative Coumses of Acion for PASEE System

(Level I and LOC)
Course of Course of Course of Course of
Action 1 Action 2 Action 3 Action 4
Who does AMA o from AAA o from AAA 0N from m‘“"ﬁ:'lz';;m
Level | Data home'discharge homeigischange homeidischarge m;nnrerne
Entry? nlanner otherwlse planner othenwlse | planner oiheraisa S —
Whio does the
Lewel | AbS Agcend Asoand Azcend
Fewview?
AASA on from
AbA on Trom A48 an from AAA on from
WS"" ":":I'EEE LOC | omemschangs homeidischange | homeddischarge "':'""E‘;::r':;"rﬂe
ata Entry® planner otherwlse | planner othenwise | planner otheraise P
ottenyise
Who does LOC
Clinical ABA R Asoand Azcend
Rewview?
Who reviews
the continued D&, DA Ascand Azcend
stay request?

Drzprarmn 3b — LOC Determinations in Altematve Courses of Action for PASEE. System (Tevel T

and L)
Course of Course of Course of Course of
Action 1 Action 2 Action 3 Action 4
Who requires a gveryone but shori- evaryone but
LOC Everyone term, Medicane short-term, orly Medlaid
determmination? admlts Wegicare 3admis i

Dhzpram 3¢ — Timelines in Altemnative Cowurses of Action for

PASEE. System (Level T and LOC)
Course of Course of Course of Course of
Action 1 Bction 2 Bction 3 Action 4
2 business days
. . S5 business nowrs; | S business hours; | 5 BusINess NOUrs;
Level | Review | (pased on previous - i ' s :
|&.A%A proposal) 247 coverage 24T coverage 24/7 coverags
2 business days 2 business days 4 to & business 4 1o & business
LOC Review (based on previous | (based on previpus hours; 247 Nours; 2447
L8484 proposal) 4488 proposal) COWErage COVETagE
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Overview of Alternative Courses of Action
For Indiana’s PASRER System Design

The odther significant varation in the sltemative courses of action is in the total projectad anomal
costs. Those costs (diagram 4 below) are based on several key assoumpiions drawn fom the dats
currently available from the IFAS process. For the cost caloulations the following assumpiions
werne made:
o Appromimately 65,000 level I's screenings annually.
¢ Haced on data friom recent years,
o 179 of applicants are already Medicsid recipients, 47% are will apply, and 36%
are private pay.
o 4% of applicants sdmit to WF fom hospital, 23% are in the BNF, 15% ffom bome.
¢ Ascend has supplied the followmg rates:
o Per Level Tenterad - 5595

o Per climical review of Lavel I and'or LOC - §32.37
¢ Another entty providing desk review of Level I and'or LOC wounld have to be
competitive with the Ascend rate of $32.37.
# TheLevel 1 and Level of Cars counts for both desk review and onsite verification ars
very rongh estimates. Current dats does mot provide relisble pumbers in terms of
Medicaid status. Additonslly the desk review element will be new to the process and as
such difficult to predict. Ascend has made some rough estimatss based on their

expariencs in other states
Diiagram 4 — Cost Analyzis of Altermative Courses of Action for PASEE System (Level [ and LOC)
Course of Course of Course of Course of
Action 1 Action 2 Action 3 Action 4
et S 3386.7.50 £384.750 $386,750 5356750
[estimatsd at £5,000 (#5.95 per (%5.95 par (#5.95 per 155,85 per
annually) BCTESNIng) BCrESning) seresning) scTeening)
Annual cosls for nia (all hawe $253,513 #1093 513 493,513
Lewal | Clinlcal desk | LOC reviews jest. 162504 | (est 16250 @ {est. 16,250 @
rawlgws aryway) 232.37) $32.37) F332.3T)
e s | 52104050 $507,100 3507,100 $455.550
mL{::c:' Clinical geskk | (5L E5.000@ | (esL1E755@ [est 1B,755 @ {est. 15,000 @
i $32.37) $32.37) $32.37) $32.37)
Annual costs for 52 250,000 51,800,000 31,800,000 $500,000
Indepandent, onatte | (est12,5004Dh | (est 10,000 ¢ {est. 10,000 @ {est 5,000
LOC werifcation 180 pear) 3130 perj 5180 per) EE1E0]
Annual costs for 161,550 $161,850
review of continued Eﬁ:’éﬁ ﬂ?r%i? {est. 5,000 @ {est. 5,000 @@
stay requests ' §32.37) 532.37)
Tolal Annual Cosls -
for Level | and LOC 54,890 800 53,437,353 331445 .13 2,427 6E3
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PASER Redesign
Alternative Course of Action 1 — Level of Care on All By AAA

The attached flow charts depict a few common scenarios in nursing facility admissions under this course of
action In course of acton 1, referred to as Level of Care on All by AAA for reference. all mursing facility
spplicants are subject w0 3 level of care detenmination regardless of payor source and the AAA provides desk
review of level of care and Level | assessments when needed These same scenarios are described in narrative
below. The same scenarios are offered for all courses of action for purposes of comparison.

Scenanio 71 - Medicaid applicant applies for marsing facility admission from hospital:

The hospital discharge planner completes the face-to-face assessment and enters mio Ascend all the required
Level 1 and level of care information. If the Level 1 is positive and there i not a 30 day exemption involved a
Level 2 request is sent through the Ascend system to the Level 2 provider

If, basad on the programmed algorithm the system is able to determine that level of care is met and the Level 1
is pegative, L2, a Level 2 ic not riggered, then the decision is isued immediately. Approval could be for 2 short
term or long term stay based om level of care.

If additional information 1= needed, the AAA ac the reviewer, can request additional information from the
discharger planner or decide that onsite verification is needed Additional information requests rowte through
Ascend and are paperiess. The AAA would act within two business days.

In the case of a 30 day exemption or short term level of care, if the approved stay is to be exceaded, the pursing
facility would, through the Ascend software, make a request for continned stay. For a 30 day exemption, this
would migger a request for Level 2 a3 well The Division of Azing would review the level of care for an
exfenzion or long tenm stay.

Seenanio #2 — Meadicars short term admit applicant applies for nursing facility admission from hospital:

Same a5 Scenanip #1 for this course of acton.

Scenano #3 — Private pay applicant applies for nursing facility admission from hospital:

harne a5 Scenarip 71 for this course of acton.

Scenano #4 — Medicaid applicant applies for mirsing facility admission from home:

The AAA completes the face-to-face assessment within two business days of raferral and enters imbo Ascend all
the required Level 1 and level of care information If the Level 1 is positive, & Level 2 request 15 sent throngh the
Ascend system to the Level 2 provider.

If, based on the programmed algonithm the system is able to determine that level of care is met and the Level 1
Is megative, 1.2, 8 Level 2 15 not miggered, then the decision is isued mumediately. Approval could be for a shart
term or long term stay based on level of care.

In the case of a short term level of care if the approved stay = 1o be exceeded the mursing facility wounld,
through the Ascend software, make a request for continued stay. The Division of Azing would review the level
of care for an extension or long term stay.

Scenanio 735 — Private pay applicant applies for nursing facility admission from home:

harne a5 Scensnip 74 for this course of achon.
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PASER Redesign
Alternative Course of Action 1 — Level of Care on All By AAA
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PASER Redesign
Alternative Course of Action 2 - No LOC for Medicare with AAA Reviews

The attached flow charts depict a few commen scenarios in marsing facility admissions under this course of
acton In course of acton 2, referred o 35 Mo Lavel of Care for Medicare with A48 Peviews for referance all
marsing Sacilify applicants are subject to a level of care determination except those applying for a shori ferm
admit under Medicars and the AA 4 provides desk review of level of care but Level 1 assessments are reviewed
by Ascend when needed These same scenarios are described in narrative below. The same scenanos are offered
for all courzas of action for parposes of comparizon.

Scenanio #1 - Medicaid applicant spplies for mursing facility admizsion from hospizal:

The hospital discharge planner completes the fce-fo-face assessment and enters mto Ascend all the requred
Level 1 and level of care information. If the Level 1 is posidve and there s not a 30 day exemption involved. a
Level 2 request is sent throwgh the Ascend system to the Level 2 provider.

If, based on the programmed alzorithm the system is ahle to determine that level of care is met and the Level 1
is negative, L.e. 4 Level 2 15 not mggered, then the decision is ssued mmediately. Approval conld be for a short
term o7 long tem stay based on level of care.

If addirions] informstion is needad, the AA A as the reviewer of level of care, can request addidonal informaton
from the discharger planner or decide that onsite verification is nesded. Additional mformation requests route
through Ascend and are paperless. The AAA would act within two osiness days.

In the case of & 30 day exemption or short temm level of care, if the approved stay is to be exceedad, the oursing
facility wonld, through the Ascend software, make a reguest for contimed stay. For a 30 day exempaon, this
wonld migger a request for Level 2 as well The Division of Azing wonld review the level of care for an
Extension of long term siay.

Scenanio #2 — Medicare short tenm admut applicant applies for pursing Sacility adnission from hospital:

The heepital discharge planner completes the fce-to-face assesomant and enters intg Ascend all the requited
Level 1 information. Ko level of care detenmination is required. If the Level 1 is positve and there is not a 30
day exemption mvolved a Level 2 request is senf thronzh the Ascend system to the Level 2 provider.

If, based on the programmed algorithm the system is shle to determune that the Level [ is negadve, ie. a Level 2
is ot mggered, then the decision s lsmed mmedistely.

If additions] informstion is needad on the Level 1, Ascend will provide a climical desk review within 4 o §
busines: hionrs and can a:k the discharge planner for more mfonmation. Ascend can trizger an onsite verificaton
by the A4 A if required. Additional information requests ronte through Ascend and are paperlass. The A& 4
wionld be required fo provide aoy onsite venfcaton within two business days.

Scensnio #3 — Private pay applicant applies for nursing facility admission from hospital:

Same 3o Scensmip #1 for this course of acton.

Soenano 74 - Medicaid applicant applies for mrsing facility admission fom home:

The AAA completes the face-fo-face assessmment within two busmess days of refemral and enters e Ascend all
the required Level 1 and level of care information If the Level 1 = positive, 2 Level 2 raquest 15 sent throngh the
Ascend system to the Level 2 providar,

If, based oo the programmed algorithm the system iz able to detarmine that leval of care is met and the Teve] 1
is megstive i.e 4 Level 2 is not miggered, then the decision is issued immediately. Approval could be for a shot
ierm or long ferm stay based on level of care.

In the case of a short temm level of care if the approved stay s 1o be axceeded the mursing facility wonld
through the Ascend software, make & request fior contnuwed stay. The Division of Agmg would review the level
of care for an extenzion or long term stay.

Sreranio #5 — Privare pay applicant appliss for mursing facility admiszion from homes:

Same a5 Scenana #2 for thes course of acton
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PASER Redesign
Alternative Course of Action 2 — No LOC for Medicare with A4A Reviews
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PASER Redesign
Alternative Course of Action 3 — No Level of Care for Medicare with Ascend Review
The artached flow charts depict 3 few common scenarios in mirsing facility admissions under this course of
scton In course of action 3, refermed fo a5 Mo Level of Care for Medicare with Ascend Beview for reference.
all marsing facility applicants are subject to a level of care determination except those applying for a shor temm
simit under Medicare and Ascend provides all desk reviews of level of care and Level 1 assessments when
needad. These same scenarios are described in narratve below. The same scenanos are ofered for all courses

af action for purpases of comparizon

Scenang #1 - Medicaid applicant applies for morsing faclity adoission from hospital:

The hospital discharge planner completes the Hce-to-face assesament and enters mic Ascend all the requited
Level 1 and level of care information. If the Tevel 1 is positve and there = not 2 30 day exemption mvalved a
Level 2 request is sent throwsh the Ascend systemn to the Level 2 provider.

If, based on the programmed alzorithm the system is able to determines that level of care is met and the Leval 1
is megative 18 3 Level 2 iz not miggered, then the decision is issned mmediately. Approval conld be fora
short term or lengs tenm stay based on level of care.

If additional informstion is needed. Ascend will provide a climical desk review within 4 to § asiness hours and
can gk the discharge planner for more information. Ascend can mwizzer an onsite verificagon by the A4S i
required. Additonal information requests route through Ascend and are paperless. The AA S would be required
in provide any onsite venification within two usimess days.

In the caze of 3 30 day exemption or short term level of care, if the approved stay is fo be exceedad, the noursing
faciliny wonld, through the Ascend soffware, make o request for confinned stay. For a 30 day exemption this
would migzer a request for Level 2 as well Ascend wonld review the level of care for an extension or long t=rm
Siay.

Scenanp #2 — Madicars short term admit applicant applies for pursing facility admizsion fom hospital:

The hospital discharge planner completes the Soe-to-face assessment snd enters o Ascend all the required
Level 1| mformation. Mo level of care determination is required . If the Level 1 is postiive and there is not 3 30

day exempiion mvelved 2 Level 2 request is sent throush the Ascend system to the Level 2 providar.

If, based on the programmed alzorithm the system is able to determines that the Level | is negatve, ie a Level
2 is not trizzered, then the decision is issued mmediataly.

If additional informstion 1= needed on the Level 1, Ascend will provide a climical desk review within 4 to §
usiness howrs and can sk the discharge planner for more Information. Ascend can trigzer an onsite
verification by the A4 4 if required. Additional infermation requests roufe through Ascend and are paperlass.
The AA4 would be required to provide any onsite verification within two business days.

Scenang #3 — Prvate pay spplicant applies for pursing facility admizsion fom hospital:

Same as Scenario #1 for this course of acton.

Scenanp #4 — Medicaid applicant applies for mirsing facility admission fom home:

The 444 completes the face-io-face assessmeant within two busmess days of raferral and enters inte Ascend all
the required Level 1 and level of care nformation If the Level 1 1= positive, 3 Level 2 request is sent thronzh
the Ascend system to the Level 2 provider.

If, based on the programmed alzorithm the system is able to determine that level of care is met and the Level 1
is negative, i2 a Level 2 is not miggered, then the decision is issued immediately, Approval could be for a shom
term or long term stey based oo level of care.

In the case of & short term level of care if the approved stay is to be exceeded the mrsing facility wounld,
throngh the Ascend soffware make & request for contnued stay. Ascend would review the level of care for an
extension or lone fenm sty

Scenanio £5 — Private pay applicant appliss for marsing facility admission from hame:

Same as Scenario #2 for this course of acton.
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PASRR Redesign
Alternative Course of Acton 3 — No Level of Care for Medicare with Ascend Eeview
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PASER Redesign
Alternative Course of Action 4 - Level of Care for Medicaid Only, Review By Ascend
The attached flow charts depict a few commeon scaparios in mrsing fciliny sdmiscms undar thiz coerse of action. In conrss of action
4, rufarmed to a5 Lawal of Care for Medicaid Caby, Feview by Ascend for reference, only Medicaid applicants am subject to 2 love] of
carn deternxination and Ascend provides all deak reviews of kvel of care and Leval | assessments when nesded Thess sams scenarios
are described in narrative balew. The same scemarios are offured for all coursss of action for parposes of comparison.

Scenarip #1 - Medicaid applicant applies for marzing facility admizssion from hespital:

The hospital discharge planner completes the face-to-face assesament and enters mto Ascend all the requited
Level 1 and level of care informaton. IS the Level 1 is posidve and there i= not a 30 day exemption mvelved. a
Level I request is sent throuzh the Ascend system to the Level 2 provider.

If, based on the programmed algorithm the system is able to determine that level of care is met and the Tevel 1
is megative, i.e. a Level 2 is oot miggered, then the decision is issned immediately. Approval conld be for a short
term of long ferm stay based om level of care.

If additional information is needad, Ascend will provide a clinical desk review within 4 to § business hours and
can &k the discharge planmer for more informanon. Ascend can wigger an onsite verificagon by the AA44 if
requirad. Additional information requests route throuzh Ascend and are paperless. The AA A wonld be required
fo provide any onsite venfication within two busmess days.

In the case of a 30 day exsmpiion o short term level of care, if the approved stay is to be excesdad, the oursing
facility wonld, through the Ascend software, make a request for contimed stay. For a 30 day exemption, this
wonld migger a request for Level 2 as well Ascend wonld review the level of care for an extension or long temm
SEAY.

Soenarip 72 — Madicare short term admit applicant spplies for nursins facility admission from hiospital:

The hospital discharge planner completes the face-to-face assessment and enters mio Ascend all the required
Level | mformation. Mo level of care determination is required. If the Level 1 15 positve and there is not a 30
day exemption mvelved, 2 Level 2 request is sent through the Ascend system to the Level 2 providar.

If, based on the programmed algomnthm, the system is able to determine that the Level 1 is negatve, 12 a Level 2
Is oot miggered, then the dacision is samed mumedately,

If additional informaton is needad on the Level 1, Ascend will provide a clinical desk review within 4 to &
business howrs and can azk the discharge planner for more information. Ascend can wizger an onsite verificadon

by the A4 A if required. Addifional information requests ronte through Ascend and are paperless. The AR A
wonld be required fo provide any onsite venfication within two bnsiness days.

Sceraris £3 - Privats pay apolicant applies for mursing facility admission from haspital:

Same as scenano 22 for this course of acton.

Soenario 74 — Meadicaid applicant appliss for mirsing facility admission Som home:

The AA44 completes the face-fo-face assessment within two busmess days of referral and enters e Ascend all
ihe required Level 1 and level of care informadon. If the Level 1 is positive, a Level 2 request is sent throngh the
Ascend system to the Level 2 provider.

If, based oo the programmed algorithm the system is able to determuine that level of care is met and the Tevel 1
is megative 12 4 Level 2 iz not migpered, then the decision is ssned mumedistely. Approval could be for 3 shart
term or long ferm stay based on level of cars.

In the case of a shori tem level of care, if the approved stay &= to be exceeded, the mursing facility wounld,
throush the Ascend software, make a request for contmued stay, Ascend would review the level of care for an
extension of long tenm smy.

Scenario #35 — Private pay applicant applies for nursing facilicy admizsion fom horms:

The AAA conpletes the face-to-[a0e assesEment Witum two fusiness days and enters inio Ascend all e required Leve] [
mformation. If the Level 1 is postitve, a Level 3 request is sent throngh the Ascend system o the Level 2 provider,

I, bas=d on the programmed alporithm the system is able to deternmine that the Lavel 1 iz negative, 12, a Lavel 1 is not
migeered then the dscision is issusd mmediataly.

Oriberwize Ascend will complete the review within 4 to § usiness hoars and request addidonal infommation if nesded.
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Recommended COA | COA 3

Course of Action Analysis Worksheet

Evaluation Criteria and Relative Weight (Lowest # is most important; highest # is least important; equal #s - same importance)

Timeliness (L1) 3 | Timeliness (LOC) 5 | Access 7
Standardization 4 | Accuracy 6 | Annual Cost 9
validity 4 | Efficiency (LOC) 6 | Simplicity 9
Efficiency (L1) 5 | Diversion 7
* Weights assigned are based on average rankings by stakeholders
COA Analysis
COA 1: COA 2:
Advantages wt | Disadvantages | wt Advantages wt | Disadvantages | wt
Simplicity 9 | Annual Cost 9 Standardize | 4 | Efficiency 6
Diversion 7 | TimelinessLl |3 Diversion 7 | Timelinessloc | 5
Timelines LOC | 5 TimelinessL1 | 5 | Accuracy 6
Access 7 Annual cost 9 | Validity 4
Accuracy 6
Efficiency L1 5
Efficiency LOC | 6
Validity 4
Standardize 4
COA 3: COA 4:
Advantages | wt | Disadvantages | wt Advantages | wt | Disadvantages | wt
Timeliness L1 | 3 | Annual Cost 9 Annual Cost | 9 | Diversion 7
Timelinesloc | 5 | Diversion 7 Timeliness L1 | 3 | Simplicity 9
Efficiency L1 | 5 | Simplicity 9 Timelinesloc | 5
Efficiency loc | 6 Standardize | 4
Standardize 4 Accuracy 6
Accuracy 6 Efficiency L1 | 5
Validity 4 Efficiency loc | 6
Validity 4

Instructions: Analyze each COA individually using the evaluation criteria. For example, does COA 1 provide for good “timeliness

(LOC)” or not so good “timeliness {LOC)"? If the answer is good “timeliness (LOC),” place “timeliness (LOC) in the advantage column.
Do this for all evaluation criteria and all COAs. Once complete you will see if any COA stands out with more advantages and you can
begin to compare one COA to another. By listing the criteria weight in the tables, you will be able to better distinguish between
COAs in case more than one COA has the same number of advantages. If a criterion is neither an advantage nor disadvantage or
can’t be assessed, do not list it in the table. Once complete, make your selection and place it in the top right corner. Use the next
page to explain the rationale for your selection. Since there are few quantifiable benchmarks, your analysis will be subjective. This
makes a persuasive narrative important to the process. Please do not exceed more than one page for your narrative.
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Course of Action Analysis Worksheet

Rationale:  Our recommendation following completion of the COA Analysis is to adopt COA 3 for PASRR in Indiana.
This is based on our understanding of the current system, and takes into consideration the relative weights of the
evaluation criteria. Our analysis indicates that COA 3, while more costly than COA 4, does offer the targeted interaction
with residents, by utilizing the LOC for long-term residents, not entering NF via the ST Medicare system. The use of
Ascend as the ‘gatekeeper’ to the decision making process for LOC is more timely and efficient as well as improves the
standardization of the process across the state. (This is our assumption, having only been advised that, “Ascend will be
the software solution”.) While the COA 3 disadvantages are 3 of the 4 least important of the criteria, the advantages
under this COA, include 7 of 7, out of those criteria ranked most important. This COA provides for the client and/or
family to have the most input in the outcome of their interaction with the PASRR system.

COA 4 limits LOC decisions at the time of admission, or shortly into a Medicare stay for all Medicare and private pay
residents. Only those requiring Medicaid as a payer source would be required to have a LOC determination made
initially. This is not recommended, as often the initial payment source changes quickly, (when Medicare criteria is no
longer in place), and having a decision regarding length of stay as well as LOC becomes crucial, earlier in the process. If
Diversion, and LOC / options counselling are applied consistently through the continuum of the resident’s interaction
with the PASRR system, then COA 3 which requires all patients other than ST Medicare residents to have LOC
determinations made at admission to the NF, will allow for more interaction with the client and focus on person
centered care at the time of discharge from hospital or home into the long term care system. Access to community
support systems at time of discharge from the NF should also be improved for clients who already know they are under
a limited (short-term) approval. Since requests for continued stay will be treated as a LOC determination, the number of

potential requests when only Medicaid clients receive a LOC review at admit (COA 4), would be greatly magnified and
burdensome.

Our analysis can only assume that the statewide decision support platform provided by the computerized database
(Ascend) will improve the accuracy and lessen the subjectivity of the LOC / Level 1 decisions. It must be emphasized that
the input of the data by the hospital discharge planer, will be crucial to the success rate. The information provided to us
ranks the Ascend algorithm able to complete 70% of the Level 1 review without additional desk review, or AAA / DA
review. We are also aware that ongoing quality reviews of Ascend usage and client outcomes will be conducted by the
DA. COA 3 will allow for communication to the discharge planner, and allow the involvement of the AAA when an onsite
review is triggered by the Ascend algorithm.

While we are aware the focus of this analysis does not focus on the Level 2 requirements, the system (Ascend or AAA)
notifying the appropriate mental health contractor, of the need for the Level 2 appears to be streamlined, thru the
Ascend data collection, no matter who inputs the correct data (AAA, NF or Discharge Planner).

We are still struggling with the “once a Level 2, always a Level 2” instruction from the AAA. Will all clients with Level 2
determinations be available to Ascend, so that this will automatically trigger? We had a case today, for example, where
the HDC planner sent the Level 1 filled out incorrectly, not triggering a level 2. Only because our admission clerk recalled
that the resident in her prior stay (3 years ago), had been a Level 2, were we able to avoid a missed Level 2 review. Had
the discharge planner been entering the data she collected into Ascend, the Level 2 would NOT have been triggered.
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See conclusion
next page

Recommended

Course of Action Analysis Worksheet COA

Evaluation Criteria and Relative Weight (Lowest # is most important; highest # is least important; equal #s - same importance)

Timeliness (L1) 3 | Timeliness (LOC) 5 | Access 7
Standardization 4 | Accuracy 6 | Annual Cost 9
Validity 4 | Efficiency (LOC) 6 | Simplicity 9
Efficiency (L1) 5 | Diversion 7

* Weights assigned are based on average rankings by stakeholders

COA Analysis

COA1: COA 2:

Advantages wt | Disadvantages | wt Advantages wt | Disadvantages | wt

Access 7 Access 7

Standardization | 4 Standardization | 4

Efficiency (L1) 5 Efficiency (L1) |5

COA 3: COA 4:

Advantages wt | Disadvantages | wt Advantages wt | Disadvantages | wt

Access 7 Access 7

Standardization | 4 Standardization | 4

Efficiency (L1) 5 Efficiency (L1) 5

Instructions: Analyze each COA individually using the evaluation criteria. For example, does COA 1 provide for good “timeliness

(LOC)” or not so good “timeliness (LOC)”? If the answer is good “timeliness (LOC),” place “timeliness (LOC) in the advantage column.

Do this for all evaluation criteria and all COAs. Once complete you will see if any COA stands out with more advantages and you can
begin to compare one COA to another. By listing the criteria weight in the tables, you will be able to better distinguish between
COAs in case more than one COA has the same number of advantages. If a criterion is neither an advantage nor disadvantage or
can’t be assessed, do not list it in the table. Once complete, make your selection and place it in the top right corner. Use the next
page to explain the rationale for your selection. Since there are few quantifiable benchmarks, your analysis will be subjective. This

makes a persuasive narrative important to the process.

Please do not exceed more than one page for your narrative.
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Course of Action Analysis Worksheet

The iroup is hesitant to prioritize a COA in this iteration for the following reasons. However, we do provide a conclusion below.

Overall, the -were very disappointed that none of the Courses of Action (COAs) reflected explicit triggering for community
diversion and Options Counseling. Given the PTAC presentation of June 4, 2015, emphasized PASSR as a tool for diversion and
person-centered planning, we believe this should have been explicitly reflected in one or more of the COAs. The proposed COAs
negate the advocacy and progress the AAA system has made over the past several years in moving Options Counseling into the
hospital setting to better integrate care and facilitate care transitions. The redesign of the PASSR is an opportunity to further
strengthen this care integration and the state’s overall rebalancing efforts; however, with the proposed COAs, this opportunity is
seemingly lost.

The Qgroup developed a list of questions related the following criteria regarding the proposed COAs, however the Division of
Aging simply urged us to follow the instructions in order to preserve the integrity of the process. This limited the group’s ability to
conduct a thorough analysis of the COAs. The following points regarding the evaluation criteria reflect some of those
questions/concerns.

Timeliness (L1) and Timeliness (LOC) - References regarding timeframes formerly proposed by IAAAA should not be used as the
former proposal assumed hospital-based AAA Options Counseling and the ability to negotiate appropriate reimbursement rates to
assure staffing to meet those timeframes. Those conditions are not met in the current COAs.

Validity - It is unclear as to what aspects of the proposed COAs are considered to be person-centered. It is unclear as to exactly
what triggers a request for more information / need for an on-site verification. It is unclear as to where in the process someone is
determined to be Medicaid, Medicare or private pay since that was relevant to the scenarios. It is unclear as to where Medicaid will-
apply’s will be accounted; are they simply lumped into the Medicaid total? In Scenario 1, it is unclear as to why private pay is
treated like Medicaid when it used to be treated like Medicare. It is unclear as to the appeal process for consumers regarding Level |
and LOC determinations. Finally, it is unclear how the validity of the assessment will be evaluated, particularly as it relates to the
independence of the assessment. i.e,, that the judgements made during the face-to-face interview with the consumer and data
entered by the discharge planner or nursing facility are not influenced by the financial interests of the hospitals and nursing facilities
related to fast discharge/ease of facility admission and/or considerations related to ACO status of health system and facilities.

Accuracy - Outside of desk review, it is unclear as to how the accuracy of the assessment will be evaluated. i.e., that the judgement
and professional discretion used during the face-to-face interview with the consumer and data entered by the discharge
planner/AAA is accurate as to patient history, patient capabilities, basic data entry, etc.

Efficiency (LOC) — it is unclear as to how to evaluate this as there are two differentiating factors in each COA rather than one: what
consumers qualify for a LOC assessment and who actually completes the LOC assessment.

Diversion — In addition to lack of explicit triggers for Options Counseling and diversion, it is unclear as to the whether any QA process

will be implemented to determine whether approved nursing facility admissions could have actually been diverted to the
community.

Annual Cost —It is unclear as to whether there is some additional cost related to the use of Ascend not indicated in the analysis. i.e.,
is it Ascend that will be reimbursed $5.95 for each Level | entered, (i.e., the $5.95) or is there some other cost? It is unclear how the
current proposed reimbursement rates will cover the actual costs of holding a person-centered, in-depth, face-to-face
assessment/discussion with the consumer and follow-up documentation. It is unclear how the rates themselves have been
established other than price quotes from Ascend. We believe a more thorough rate setting process is called for. Finally, we believe
annual costs should also include an estimate of cost savings related to diversion.

Simplicity — We cannot rate simplicity of the system without having had a software demonstration.

Finally, in thinking about the results of the evaluation criteria weights, we find that because all three nursing facility associations
were given equal weight in the calculations rather than averaged together to create a composite score, the weights are largely
influenced by facilities as compared to the interests of hospitals and community. We would respectfully request that
reconsideration of that calculation be made to assure that facilities, hospitals and community are represented equally.

Conclusion — If forced to choose among the four COA's, we choose COA 1 as we believe this provides the best chance for diversion,
referrals to Options Counseling and validity/independence among the four. However, as stated above, we need more information to
provide a thorough analysis and ranking of each criterion.
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. . Recommended COA | 4
Course of Action Analysis Worksheet

Evaluation Criteria and Relative Weight {Lowest # is most important; highest # is least important; equal #s - same importance)

Timeliness (L1) 3 | Timeliness (LOC) 5 | Access 7
Standardization 4 | Accuracy 6 | Annual Cost 9
Validity 4 | Efficiency (LOC) 6 | Simplicity 9
Efficiency (L1) 5 | Diversion 7
* Weights assigned are based on average rankings by stakeholders
COA Analysis
COA 1: COA 2:
Advantages wt | Disadvantages | wt Advantages wt | Disadvantages | wt
Access 7 | Annual Cost 9 Standardization | 4 | Annual Cost 9
Standardization | 4 Accuracy 6 | Timeliness (L1} | 3
Timeliness (L1) | 3 Access 7 | Timeliness 5
Timeliness 5 (Log)
(LoC) Validity 4
Validity 4
Efficiency 6
(LOC)
COA 3: COA 4:
Advantages | wt | Disadvantages | wt Advantages | wt | Disadvantages | wt
Standardization | 4 | Annual Cost 9 Annual Cost 9 | Access 7
Timeliness (L1) | 3 Standardization | 4
Accuracy 6 Timeliness (L1) | 3
Timeliness 5 Accuracy 6
{LOC) Timeliness 5
Validity 4 (LOC)
Access 7 Validity 4

Instructions: Analyze each COA individually using the evaluation criteria. For example, does COA 1 provide for good “timeliness
(LOC)” or not so good “timeliness {LOC)"? If the answer is good “timeliness {LOC),” place “timeliness {LOC) in the advantage column.
Do this for all evaluation criteria and all COAs. Once complete you will see if any COA stands out with more advantages and you can
begin to compare one COA to another. By listing the criteria weight in the tables, you will be able to better distinguish between
COAs in case more than one COA has the same number of advantages. If a criterion is neither an advantage nor disadvantage or
can’t be assessed, do not list it in the table. Once complete, make your selection and place it in the top right corner. Use the next
page to explain the rationale for your selection. Since there are few quantifiable benchmarks, your analysis will be subjective. This
makes a persuasive narrative important to the process. Please do not exceed more than one page for your narrative.
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Course of Action Analysis Worksheet

Rationale:

We believe COA 3 or 4, based on the available information and our present understanding, are best to pursue. We
indicated that COA 4 is recommended on page 1, but would like to explore the issue of the options counseling process
between COA 3 and 4. COA 3 permits more LOC interactions, which ostensibly would allow more options counseling
opportunities. However, a full LOC is not required on anyone other than Medicaid residents. The cost consideration for
COA 4 pushes COA 4 over the line with the expectation that options counseling will be figured out and targeted
efficiently to those that would most benefit.

In the analysis of each COA, it was difficult to place the diversion criteria as it was not clear whether the diversion was
focused on the Level 1/Level 2 or on the LOC/options counseling. If diversion is focused on the Level 1/Level 2, then it
seems from the COA scenarios that diversion would be relatively even across each COA. If diversion focus should have
been place on LOC/options counseling, it does seem that more needs to be explored with respect to how the process is
patient centered and focus on the options counseling opportunities. COA 3 requires all patients other than ST Medicare
to be examined, which may provide for an additional interaction (perhaps, and dependent on questions below). In
addition, it would appear that COA 3 and 4 will be more efficient in communicating with the discharge planner for
additional information requests for LOC and still involve the AAA when onsite verification is necessary.

Additional questions/comments:

¢  We are not being familiar with Ascend and we would assume it is user friendly and would be set up with “logic” to ensure
accurate decision was made. |n addition, we assume thorough training would be available to all that must use the system and

understand what data is necessary to ensure the most appropriate outcome is obtained. More information on Ascend is
requested.

¢ We understand if Level 2 not triggered, the decision issued immediately. However, what occurs if a Level 2 is required? What is
the DMHA and DDRS process and when will they be brought into this? Many of the issues we face are with obtaining Level 2 in
a timely manner.

e Currently the AAA’s are going by the process “once a Level 2, always a Level 2”. If a resident comes to an NF and previously was
a Level 2, but that didn’t make it into the system, how will that impact the resident and NF at the time it is discovered? Will all
current clients with Level 2 determinations be entered into Ascend for future Level 1 determinations?

¢ Does a potential NF admission have the ability to decline the process? If so, what happens?
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Evaluation Criteria and Relative Weight (Lowest # is most important; highest # is least important; equal #s - same importance)

Indiana’s PASRR Redesign - Appendix D

Recommended COA

Timeliness (L1) 3 | Timeliness (LOC) 5 | Access 7
Standardization 4 | Accuracy 6 | Annual Cost 9
Validity 4 | Efficiency (LOC) 6 | Simplicity 9
Efficiency (L1) 5 | Diversion 7
* Weights assigned are based on average rankings by stakeholders
COA Analysis
COA1: COA2:
Advantages wt | Disadvantages wi Advantages wt | Disadvantages wt
Timeliness (L1) 3 Timeliness (L1) 3 Timeliness (LOC) 5
Timeliness (LOC) 5 Efficiency (L1) 5
Standardization 4
Annual Cost 9
COA 3: COA 4:
Advantages wt | Disadvantages wt Advantages wt | Disadvantages wt
Timeliness (L1) 3 Timeliness (L1) 3
Timeliness (LOC) | 5 Timeliness {(LOC) | 5
Standardization 4 Efficiency (LOC) 6
Efficiency (L1) 5 Annual Cost 9
Standardization 4
Efficiency (L1) 5

Instructions: Analyze each COA individually using the evaluation criteria. For example, does COA 1 provide for good “timeliness
(LOC)” or not so good “timeliness (LOC)”? If the answer is good “timeliness (LOC),” place “timeliness (LOC) in the advantage column.
Do this for all evaluation criteria and all COAs. Once complete you will see if any COA stands out with more advantages and you can
begin to compare one COA to another. By listing the criteria weight in the tables, you will be able to better distinguish between
COAs in case more than one COA has the same number of advantages. If a criterion is neither an advantage nor disadvantage or
can’t be assessed, do not list it in the table. Once complete, make your selection and place it in the top right corner. Use the next
page to explain the rationale for your selection. Since there are few quantifiable benchmarks, your analysis will be subjective. This
makes a persuasive narrative important to the process. Please do not exceed more than one page for your narrative.
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Rationale:

Course of Action 4 promotes a more timely, efficient and standardized system that would be beneficial to patients and
hospital staff. Eliminating files and paperwork will streamline reviews for discharge planners, and may even save them
time if the system is truly easy to navigate.

The timely reviews provided by the algorithm in the Ascend software should translate to less unnecessary wait time for
patients, and would allow a more timely and efficient process for hospitals and nursing facilities to manage the patients’
needs and placement.

Streamlining the work through at vendor should promote greater standardization and reduce variation across the state.
This will be especially helpful for statewide hospital systems and nursing facility systems that have multiple facilities in
various AAA regions. Standardization would also lend to simplicity in training as the training would be the same across
the state with no need to tailor the trainings around each unique AAA process.

With the increased involvement of discharge planners, we would like understand what LOC data entry and screening
would entail and if it would be a large increase in their work load.

Feedback received from stakeholders:

Discussing the software algorithm - “Any of the scenarios that issue an immediate decision (on reviews) would be
effective”

“It seems this would eliminate the need for files and files of paperwork. 1am all about streamlining processes. And if
the system is truly as easy-to-use as indicated, | think this may even save us some time.”

“Without knowing the criteria for the LOC screening and data entry, | don’t have a good idea how much it would impact

our work load, but if we are required to do additional screening on everyone before they leave the hospital | imagine it
would create more work.”
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. . Recommended COA 4
Course of Action Analysis Worksheet

Evaluation Criteria and Relative Weight (Lowest # is most important; highest # is least important; equal #s - same importance)

Timeliness (L1) 3 | Timeliness (LOC) 5 | Access 7
Standardization 4 | Accuracy 6 | Annual Cost 9
Validity 4 | Efficiency (LOC) 6 | Simplicity 9
Efficiency (L1) S | Diversion 7
* Weights assigned are based on average rankings by stakeholders
COA Analysis
COA 1: COA 2:
Advantages wt | Disadvantages | wt Advantages | wt | Disadvantages | wt
Diversion Annual Cost Diversion Annual Cost
Standardization Timeliness L1 Standardization
Efficiency LOC Efficiency L1 Efficiency LOC
Timeliness LOC Timeliness LOC
Validity Validity
Accuracy Accuracy
Simplicity Simplicity
Efficiency L1
Timeliness L1
Access Access
Access Access
COA 3: COA 4:
Advantages | wt | Disadvantages | wt Advantages wt | Disadvantages | wt
Standardization Diversion Standardization Diversion
Timeliness L1 Timeliness L1
Timeliness Timeliness LOC
LoC Efficiency L1
Efficiency L1 Efficiency LOC
Efficiency Simplicity
LOC Annual Cost
Simplicity
Annual Cost Validity Validity
Access Access
Validity Validity Accuracy Accuracy
Access Access
Accuracy Accuracy

Instructions: Analyze each COA individually using the evaluation criteria. For
example, does COA 1 provide for good “timeliness (LOC)” or not so good “timeliness (LOC)”? If the answer is good “timeliness

(LOC),” place “timeliness (LOC) in the advantage column. Do this for all evaluation criteria and all COAs. Once complete you will see
if any COA stands out with more advantages and you can begin to compare one COA to another. By listing the criteria weight in the
tables, you will be able to better distinguish between COAs in case more than one COA has the same number of advantages. Ifa
criterion is neither an advantage nor disadvantage or can’t be assessed, do not list it in the table. Once complete, make your
selection and place it in the top right corner. Use the next page to explain the rationale for your selection. Since there are few
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Course of Action Analysis Worksheet

quantifiable benchmarks, your analysis will be subjective. This makes a persuasive narrative important to the process. Please do
not exceed more than one page for your narrative.

Rationale:

After reviewing and analyzing all the data, COA #3 and COA #4 stand out as the best Course of Actions. Out of these 2, | am
recommending COA #4. There are significant advantages with the use of the Ascend software for the clinical review for Level | and
LOC determination. The timeliness, efficiency, and simplicity are vital to hospital discharge planners as well as nursing facilities.
Sometimes these decisions need to be made within hours.

The major advantage to COA #4 is a lower annual cost. Comparing the annual cost between COA #3 and COA #4 there is a
considerable difference. LOC should only be completed on Medicaid recipients or individuals that intend to apply for Medicaid.
Individuals who are entering facilities under Medicare, Medicare Advantage plans, or other private insurance need to meet
Medicare guidelines for reimbursernent, therefore the Medicare and/or other insurance companies will dictate the duration of the
individual’s care needs.

We have seen an increase in individuals that pay privately for the nursing facility while receiving Medicare Part B services since
hospitals are keeping patients in observation or discharging from the hospital prior to the required 3 day stay. These individuals are
unable to discharge home due to the lack of 24/7 care. In these cases, LOC is not needed since the state nor federal governments
are using any funding for reimbursement. it would be the responsibility of the nursing facility and local AAA to provide the
individuals with other alternative that can be determined outside of a LOC assessment.

In all of these scenarios, it is difficult to weigh the accuracy and validity. It appears that these could only be truly assessed by the
accuracy of the individual entering the data into the software system. If the data is accurate, then the final determinations is valid,
however | remain somewhat cautious in this area. From past experiences, some discharge planners are not forthcoming with
information in order to avoid triggering a Level Il assessment which would keep the individual in the hospital longer. Under the
current regulation, nursing facilities incur the monetary penalties in these situations. We would like to see this change.
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Chaestions from First Iieration of PASER. Fadesizn Evaluations
And Answers from DA 0724715

We are mot being familiar with Ascend and we wonld azsume it is user friendly and
would be sef up with “logic™ 1o ensure acourate decision was made. In additon, we
sssume thorough raining would be available to all that nmest use the system and
understand what data is necessary to ensure the most appropriaie owicome is obtained.
MMore information on Ascend is requested.

Simplicity — We canmot rate simpliciiy of the system withoot bavins had a sofware
demomstration.

Answer. We do umderstand that sesing the technology piece would be halpful; we
continme to work to schedule a date for a web demonstration and will let you know as
soon &5 we know that Since that piece is the same in all four sltemarive courses of
acton, we really wani this evaluaton to Socus more oo the process, roles, and level of

CATE TeJuiramants.

We nnderstand if Level 2 not megered the decision issued immediately. However, what
cooars if a Level 2 s required? What 1= the DRIHA and DDES process and when will
they be brought into this? MMamy of the issues we face are with obdzining Tevel 2 in 3
imely meammer.

Answer. This is an ares where DRHA snd DDES leadership will be essential. We
believe both apencies are conunitted to this process and making a person centerad
PASER process. We will all work together to accomiplish the best possible outcormes for
the indiiduals we serve.

Crorently the 85847 are going by the process “oncs 2 Level 2, abaays 3 Level 27 Ifa
resident comes to 2o WF and previonsly was a Level 2, bat that didn't make it into the
system how will that impact the resident and MF at the time it is discovered? Will all
current clients with Level 2 determinations be enfered into Ascend for fonhme Level 1
determinations?

We are ctill stmggling with the “once a Level 2, abarays 3 Level 27 inctmuction from the
AaAa Wil all chients with Level 2 determinations be available to Ascend so that this
will antornatically trigger? We had a case today, for excample whers the HDWC planmer
sent the Teiel 1 filled out incorrectly, not wiggering 3 level 2. Caly becanse our
admizzion clegk recalled that the resident in her prior stay (3 years ago), had been a Level
2, were we ghla to avold 2 missed Level 2 review. Had the dicchargs planner bean
entering the data she collecied o Ascend the Level 2 would HOT have been miggered.

Answer: Mo, we do not plan to bring all the history over intoe Accend Tt is Largely not
accessible to all the stakebolders in the omrent systems anyway. However, in tima
Ascend will build its own histonical records and the level 2 history should be available
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Chuestions from First Ireration of PASEE. Fedesign Evaluations
And Answers from DA 072415

This is the primary reason we are asking DMHA and DDES to use the Ascend solution
regardless of how they manage the rest of their process.

Dwoes a potential NF admission have the ability to decline the process? If so, what
happens?

Answer: Applicants cannot decline the PASER process. The provision for declining 1s
part of the statute that will sunset.

It is unclear as to what aspects of the proposed COAc: are considered to be person-
Canbared.

Answer: Percon centeredness 15 & screening criterion not an evalation criterion. All
alternatives are required to be person centered. Cuestions that lead the assessor to be
person centered can be inclnded as part of the leval 1 screening too] itself

It is unclear as to exactly what tmzzers a request for more imformation  need for an on-
site verification.

Answer: If the alporithm finds insufficient information or other mgrers (yet o be
determuined) for desk ‘clinical review, then whoever is completing the desk/climical review
would evaluate the need to request additional mformation if needed o1 request an on-site
verificaton.

It is unclear as to where in the process someone is determuned fo be Medicaid Medicare
OF private pay since that was relevant to the scenarios.

Answer: Medicaid or Medicare status is relstive to the time of admission

It is unclear as to where Medicald will-apply”s will be accounted; are they simply lumped
mio the Medicaid total?

Answer: There is no will-apply category; as stated above, Medicald or Medicare stafs is
relatve to the dme of admission. If an individual later becomes Medicaid eligible the
nursing facility will have fo snbnut for a level of care decision atf that time. a5 they do
now.

In Scenario 1, it is unclear as to why private pay is treated like Medicaid when it wsed to
be meated like Medicare.

Answer: This 1s a complete system redesign. PASEE required of all individusls seeking
admission to Medicaid cerfified faciliies. Based Medicaid requitements, the level of care
determination is only required for Medicald covered admissions. The altemative courses
of action offer variations to provide for additional determinations with non-Medicaid
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Caestions from First Ireration of PASER. Fadesizn Evaluations
And Answers from DA, 0724715
populations. The populations are identified as private (out of pocket, consumer paid),
Medicare, and Medicaid

10 It is unclear as to the appeal process for consumers regarding Level T and LOC

11.

12

Answer: Bequirements for the state to offer appeal opporhumities relafive to decisions
issued do not change. The Ascend system will facilitate the mailing of notices to
CODSMMETs.

Finally, it 15 unclear how the validity of the assessment will be evaluated, particularly as
it relates fo the independence of the assessment ie, that the judsments made during the
face-to-face interview with the consumer and dats entered by the discharge planner or
nursing facility are not influenced by the financizl interests of the hospitals and oorsing
facilities related to fast discharge’ease of facility admission and/or considerations related
to ACDO statns of health system and facilifies.

Answer: We would note that all the stakeholders here have financial and other interasts
that impact their behavior and motivaton. This is tue o the omrent system and will be
e in the new system. We believe that the system can capitalize on those motivations
and utilize checks snd balances to result in valid determinations. Additonally, s in the
current system and mulfiple other programs. the Division will implement quality
AESUIANCE MeASUres.

In addiion to lack of explicit mzgers for Opbons Counseling and dversion, 1t 1= unclear
as to the whether amy QA procass will be implamented to detsmune whether approved
mursing facility admdissions could have acmeally been divertad to the conumumdty.

Cratside of desk review, it is unclear as fo how the acouracy of the assessment will be
evaluated. 1.e , that the judzment and professional discretion used during the face-to-face
mperview with the consumer and data entered by the discharge planner/AA A is accarate
&s to patient history, patient capabilities, basic data entry, et

Answer: Many of the QA processes will be the same a3 they are now; some will change
and evalve. Division of Aging staff currently engaged in lot of data entry due fo systam
consiraints will be repurpesed for QA activities. MNursing facilities will provide a
verification and check of data as well As in the current system they have motivations tied
fo payment to monitor for correct level 1 and level of care decisions. Agaim this is part of
what we believe is 3 sirong system that is reliant on checks and balances created by the
sometimes competing motivations of all staksholders.
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Indiana’s PASRR Redesign - Appendix E

Chaesiions foom First Ieraton of PASEE. Fedesign Evaluations
And Ansaers from DA 0724715
It is unclesar = to how fo evaluate this sz there ave two differentiating factors in esch
COA rather than one: what consamess qualify for 3 LOC assessment snd who acmally
completes the LOC assessment.

Angwer: Thers are moultdple varistons in each course of action. They are alternatives. not
desizned to isolate the impact of any one fachor.

It is umclear as to whether there is some additional cost related to the wse of Ascend not
mdicated in the snalysis. e is 1t Ascend that will be reimbursed 55 95 for esch Level T
entered (ie, the 55 95) or is thers some other cost?

Answer: Bafer o the Snommary which states “Ascend has supplied the following rates:
Par Level I entered - $5.95; Per clindcal review of Level I and'or LOC - §32.377. There
are additional one-tims implementation costs sssocisted with Ascend that will be
covered by meomies earned through the Balancing Incentives Program.

It is unclear how the owrrent proposed reimbuarsement rates will cover the actual costs of
holding a person-centered in-depth face-to-face assescment/'disonssion with the
consumer and follow-up dooomentaion.

Anzwer: The ascescment yon describs iz perhaps more applicable fo the lave] 2
szseszment. In the absence of a level 2, we do not believe that what yon describe here is
necessary for all indinviduals prios to mosing facility placement.

It is unclesar how the rates themesalves have been established other than price quotes Som
Agcenmd We believe 2 more thorough rate setfing process is callad for

Answer: The mates provided by Ascend are from omrent conTact negodations.

Wa believe anmnal costs should also inchide an estimate of cost savings related to
Answer: As noted in the bramefomuine session and in the PTAC cooversafons,
diversione in PASEE are largely centered on the level 2 process and forused on the M0
and Ty populztions. We believe that targeted opions comseling with the rnght people at
the rnght time will also resalt in more diversions or at least ransition after shorber stays
with all popalations but as noted in the Swmmary, options counseling will need to be
dealt with separaialy and i not a pam of PASER per se axcept in the contest of the level
2 process. Optons counsaling is a valwed semvice and wea hope to constmact 3 systemm of
fargeting and appropriaie reimbursement for that service.

Would the system recomnizs 3 patent from & previons sdmiscion and be able o suto-f11
their information for a re-admission to 3 mrsine home?
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Chaestions from First Ireration of PASEER Fedesizn Evaluations
And Answers from DA 0724715
Angwer: Ves it would We do not plan to fransfer all cumrent PAS swstem data into
Ascend thouwgh. So. that history would be bl up in tme

TWould the system forward the PASEE approval and records to the morsing homss or
wonld that no longer be necessary™

Anszwer: The pursing facility will be able to access the system and appropriate referrals
and approvals would workflow to them with the system.

How iz diversion miggered and monitored in thess courses of action?
Answer: 4 zain diversion in PASEE is fisrused on the level T process.

TWhat are the trigmer points fior referral to Options Counselins in conjunction with
diversion?

How will we know that appropriate referrals are being mads for Opaons Coumseling?

Answer: Pleass refar to the Summeary “Tt should bs noted that thesse potential sohitfions
foous on the PASEER equitements snd as soch they do not specifically reference options
coumseling. However, diversion of all populations to home and commmity based
aliernatives is an inyporiant shared objectve. Throughout these alternatives, when the
AAA s designated to complets an assessment, eifher lewvel 1 or level of care, there is an
sssumipion that this actviny will inchide options commseling. Mote though, that
sppropriate refermrals for optons commseling can ooour at ommltiple podnts in the PASEER
process.” Specific wigger points will be determined in the sysbem
designimplementation. 4 person cenferad process will provide multple opporamities to
identify nead for options counsaling.
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Recommended
Course of Action Analysis Worksheet | ., 1
Evaluation Criteria and Relative Weight (Lowes & is modt important; highest # is beast important; egual £5 - ame importance)
Timeliness |L1] 3 | Timeliness {LOC) 5 | Aooess 7
Standardization 4 | Acosacy & | Armual Cost 9
validity 4 | effidency (LOC| 6 | Simiplidty g
Effficiency (LL] 5 | Diwersicn 7
Weelih i aaigesed are baded oo averain fankings By alak el ders
CO8 Analysis
Cos L (04 2
AdvantzEes wi | Disadvantages | wi ddvantzges wi | Dissdvantages | wi
frress 7 | Timefiness 3 Arress T | Timeliness 5
(L1] (L]
Stmndardization | 4 | Timefiness 3 tzndardization | 4 | Efficiency B
(LOC] (L]
Efficiency (1] 5 | Efficiency & Timeliness L1} Cost g
[LOC] Efficiency (L1]
‘alidity 4 | Co= 5
dcouracy &
CO4 3 C0A 4
Advartages wi | Disadvartages | wi Lohvantapes wt | Disadvantapes | wi
Brrmss 7 | Efficiency B Mooecs 7
(L) Standardization | 4
Standardization [ 4 | Cost o Efficiency (L1} 5
Timeliness (L1] | 3 Efficiency (LOC) | 6
Timeliness LOC | 5 Timeliness (L1) | 3
Efficency L] |3 Timeliness (LOC) | 5
Cost 9

Instructions: Analyze each COA indiicuslly using the ssalustion critsria. For exsmple, does CO0A 1 provide for good “timeiness
{LOC]" or not so good “timeiness (LOC|™? I the answer is good “tmeliness (LOC),” place “timeliness [LOC] in the advantsge column
Do khis for sl evaluation oriteria and & CO&s. Onos complete you will see if any COW stards 0wt with mors advantages and you can
bezin i compare ane CDA to another. By listing the critsria weight in the tanies, you will be sbie to betber distinguish betaeen
CDAs in caze more than one COW has the ssme number of sdvantages. If o criterion is neither an advantage nor dissdvantage or
can't be asseszed, do not Est itin the taole. Once complete, make your Selection snd place it in the too fight comer.  Use the et
F=ge to explain the rationale for your sskection. Sinoe there ane few quantifiable benchmarks, yowr analysis will be subjective. This
mizkes

roUBSTvE namrative IIT'F-CII'E nt T te process.  Flizase donot axossd mons than one page for your narretree.
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Summary
Thank you for your thorough responses to questions by the reviewers. They enabled us to mare fully consider the propossd courses

of action in light of the evaluation criteria. Comparnsd to the other Courses of Actian, in cur opinion COW 4 is differentiated on the
basis of effidency, timeline:ss and cost. Access and standardization would sppear to be consistent aoss all four COAS.

Rizrarding walidity and sccuracy, we believe that COA 1 has an advantage over the other three COAs, especially if ASAS retain aocess
to historical FAS dats and other consumer rejated information through InSite or its replscement.

Riegarding diversion, we find we cannot discern a difference amaong the four C0Ws refated to rates of diversion becauss this is reliant
on independent Options Counseling which is ot spedfically part of this proposal We disouss propasals below related to tigzers for
Oiptions Courseling which mey influence the evelustion of the remaining bwo ibsrations.

Riegarding Smplidty, we mnnot assess Smplidty ot this time out look foreard to the demonstration on Ausmest 17"

Loncerns

O behalf of the consumers touched by PAS, we are still concerned about the indspendence of the assessment in the system as
proposed. Perhaps this will supported by enhanced Lesel | and LOC screening tools. Howewer, in the aosence of an independent FAS
aszessor actusally seeing the conswmer, we remain concerned regarding the validity of Level 1 and LOC assessmients. Here are three
fraquent exsmples:

»  [Discharge planners that do not indicate there is any evidence of mental iliness, yet the current medication list induwdes
nsycha-active medications.

»  [Discharge planners that fail to identify |/DO, but previous PAS assessments indicabed that person has an /D0 that triggered
& Lewed N azsessmient. Given the nature of 1fDD, we would not sxpect the need for s Level I £ change over that person's
ifetime.

»  Discharge planners underestimating the mpanilities of the consumer and related carsgivers relstive to the Level of Care
determinations.

Fropossls

Wie loak forward ta the definition of explicit trigmers for Options Counseling. At & minimum, we would propose that any person
approved for 8 long-berm or continuing nursing faclity stay be sutomatically referred to Options Counseling thet is inclusive of an in-
person nesds-oased assessmenk. Further, we would propose to refer any persan expected to have & chronic, long-term care need as
indicated by their diagnosis and LOC assessment, regardiess of their status related to nursing faclity admission. There may be other
identifianle populations that would b= appropriate for referral.

& phrase that continues ko surface neEarding the current set of propasals is that “the fox is guarding the ben house™ related to
incentives for rapid discharge and/or bias toward rursing facility admission/continuing stays. For that reason, we would propose &
dizcussian regarding the levying of penaities (or incemtives] related to acourate, unbiased assessmient by hospital and nursing fadlity
staff. We would also propase B discussion regarding & rode for the A4z in QA process, e.g., 85 an onsite evaluator of the socurecy
of Level 1 and LOC azs=ssments.

Finally, we hope that the No Wrong Door planning process will acdress the guality and independence of LTSS and HCES: referal
information provided by haspitals and rursing fadiities so as to avoid biasing the consumer. Akhough there is msting statute in
place regarding such referral informatian, it is often incomplete, out-of-cate and actively promotes providers in which the refiermer
has & financal stake. 'We are also concerned about in-hospital interactions by facility staff that s=ek to influence direct admission to
their facities.

Ouestions
Wie wiould offer two sdditional guestions at this time:

* Wil AAAs retmin acoess to historical dats in the InSite PAS module that might inform decision making in the oross-over ta
Azcend? We believe this would be an acvantage far COA 1 related to Validity and Accurscy of the Assessrment, and
potentially for the other courses of action should & PAS assessor choose to confer with the ASA.

* 'Will you share the Level | and LOC screening tools propased by Asosnd™ This may help to alleviste come of the concemns
rexarding independence of the assessment descrioed abave.
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Recommendead (04 | 4

Course of Action Analysis Worksheet

Evaluation Criteriz and Relative Weight (Lowsst & iz most important; highest # is jegst important; egual #5 - ;ame importance)

Timeliness {L1] 3 | Timefiness |LOC) 3 | Acoess 7
Stnderdization 4 | Acosrmcy & | snnual Cost 9
walidity 4 | Efficiency (LOC] & | Simplidty g
efficiency (L] 5 | Diwersion 7
* Wielih i andigeed are bidad o5 e aie rankisgs by stakifoldes
CO& Analysis
Co4 1 Coa 2
AdvzntzEes wt | Disadvantames | wt Advantzzes wt | Dissdvantzzes | we
Arrmss 7 | Amnual Cost a Standardization | 4 | Annwesl Cost ]
Standercization | & ADCUrBCY 6 | Timeliness [L1) | 3
Timelness(L1) | 3 Brress 7 | Timeliness 5
Timslinsss 5 Lo
L) vindiciy il
alidity 4
Effidency -
{LOC)
C0A 3 C0A 4:
Advartages | wi | Disadvantages | wi Advartagpes wi | Disacvartages | wt
Slandandzatios E| Anree] Cast g Apmual Cost g Brpmes 7
Timelness [L1) | 3 Stmnderdizetion | §
Aocuracy f Timeliness {L1] | 3
Timsinsss 5 Acoaracy 6
Lec) Timeliness 5
validity 4 LOC)
Moo 7 validity 4

Iestructions: Analyze each COW individuslly usng the syaluation oriterin. For sxample, doss COA 1 provide for good “timeiness

{LOC) or not so good “timelress [LOC]™F I the answer is good “tmeliness (LBC),” place “timeliness [LOC] in the sdvanksge column.

Do this for all evaluation criteria and all COAs. Once comiplete you will o= i any COA stands out with more acvantazes and you can
beemin ko compane one OOA to another. By listing the criteria weight in the tanles, you will b= sbie to better distinguish betwean
COAs5 in case more than one C0A has the same number of sdvantsges. I a oiterion is neither an advantage nor dissdvanksge or
car't De assessed, do not st it in the table. Once complete, make your selection and plce it in the top right corner.  Use the next
page to Explein the rationsle for your sslschion. Sinos thens are few quantifisble b=nchmarks, your analyss will be subjscties. This
maikes B persUnSiveE NATative important to the prooess.  Flease do not exoesd more than one page for your narmtive.
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Course of Action Analysis Worksheet

Rationale:

Options counseling is an issue that needs more consideration under any scenario. | would sssume it will take place at

the PAS, whether 2 LOC is required or not. Howewver, how this will work is not dearly addressed in the documents we
hiave.

Alsp, resident and family interaction is somewhat vague, beyond the initizl meeting with the hospital discharge planmer
wha is putting the data into Ascend for the initial determination. Just want to make sure we are not ssking residents to
imteraction in an avtomated system in ways they are not sble to handle [as when we first went to the on-line Medicaid
application).

The first COA Analysis in the sttached states that COA 3 provides this more tangeted intersction, but | don't reach the

same conclusion in my reading.

I still fiwel = full LOC shiould only be done on those Mediczid residents who reguire it for reimbursement purposes. Why
utilize the additional respurces for something that is not necessary for reimbursement? Even if done at admission, |

would expect it would need to be redone at payor changes to update the Medicaid caims system.
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Options Counseling Triggers Suggested By Stakeholders:

Description of Trigger for Options Counseling When Motice Should Go To AAA Work Days AAA Ha-s To
Complete Counseling
1 [|When the patient is under 50 At Level 1 determination 5
2 |Any resident who requests options counseling or expresses in an interest in HCBS Within 48 hours of request 5
3 |Admitted to SNF due to loss of a caregiver Upon SNF admission 5
4  |Anyone identifying that they wish to return home Within 48 hours of request 5
5 |When resident’s caregiver indicates a desire to return the resident home Within 48 hours of request 5
6 |Muriple ER Visits/Admissions At Level 1 determination 5
7 |All Level 2 cases which often do not meet LOC for long term care due to M issues At Level 2 determination 5
All short term stay approvals, so clients can be more aware of the options once they leave the Nursing
B |Facility. At Level 1 determination 5
9  |Any time a family member requests information and assistance Within 48 hours of request 5
Anyone expressing a willingness or ability to pay for services (develop a private-pay Options Counseling
10 |service) At Level 1 determination 5
11 JAnyone with a continued stay request Within 48 hours of request 5
12 |Anyone admitted on an emergency basis Upon SNF admission 5
13 Jrequest for continued stay for low acuity individual now eligible for Medicaid at clinical review of the request 5
14 |Patient or family requests Options Counseling When request is received 3
Patient eligible for Medicaid is transferring from community to SNF Upon formulati D_n of dc plan in hospital setting 3
15 or receipt of referral to SNF
16 |Patient under 55 requests a continued stay and is eligible for Medicaid at clinical review of the request 3
Patle.ntlmth a permanent disability/development disability requests a continued stay and is eligible for at clinical review of the request 3
17 |Medicaid
18 |When an acute short term stay tums into a request for a longer stay
19 |When the MDS states the individual wants to go home before they have been there 90 days
20 | When they are out of Medicare days, but still meet NF LOC
21 |When they are discharged from skilled therapy
22 | If they are 55 or younger and have been given long term approval for NF
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Summary Comments from Suggestion Options Counseling Triggers

Comment: from stakeholders:

Ve agree ihal the current process for preadmission scresning nesds 1o be Improved, and we

Hlmmﬂmmmmmmﬂﬁhmamrﬂm&d. We recommeand an

E’rmm m::hpl'll-llwﬂ impartial options caunseling as the best way to achave bester ovtcomes
r chats,

The atakehclders group that participated in the PAS recesign was prmanly comprised of
instifltional cere providers. Severa| options were presented to us for tha redasign of PAS. At
that lime, we exprassed our concem that desired oulcomes from PAS wene not adequatay
refiacied i the options presented. However, we were committed to the process and maved
forward with the group earsensus, based on addibanal conversatons with you that options
counseling and resowrces (o support it would be part of the |arger conversation about home and
lang-tarm care in Indiana

Itig cur understanding that the same group of stakeholders from the PAS redesign process will
now be delermining Iriggers for options counseling, wsing a similar format for conssnsus
building. Indsana’s Area Agencies on Aging have worked with thousands of Hoosler Tamiies an
the: dfficult process of detenmining the best options for their loves cnes’ (ong-Serm care. We
balieve that allowing the sama small group to procoed with establshing tiggers for options
counselng does nol represent the interests of all affectad stakeholders

Wiz recuest that tha discussion of cplions counseling inggers Include the fallowing:

The decizion on what fackers shauld irigger “options counssing” should not be made By a group
that primarity represants staksholders providing insfilefional cane. This stakehcider groug
should be expandad to ncluce:

Mental health samnvicas providers and consumeans

Parsons wilh deseloprmental disabiliies

Home- and comrmunily-based cane providars

Dider adults

Persons with physical disabdities

Estabfshing rmaamingiul (figgers for aptions courseling reguires corsensus on what oplans
counsaling includas, as well a8 desired culcomes. The AAks believe that options counseling
ahosuld include the goal of providing consumens with larg-beim care in lhe lkast-restictive
EnAFGNMEnt poteibie, a8 wel a8 providing consumers wilh access and information o affordable
cang in the safiing of their own choosing.

Apply the proposed SEVINGS TTom the Sutamation of PAS 10 opNons GoLiss|ing

The aitomation of the PAS process is anticipated to save the state approsimatedsy three millisn

dolars per year, Committing this funding to opons counseling thiough the Adds will provide

mﬁinﬁm the avalable resources, as well a5 a basalma figr establishing sarvice goals and
COTHES,

“In general. our overall lens included person-centeredness, unbiasad information so as to reach an appropriste

decizion sbout the LTSS to be provided, and the desire to achieve more diversions in support of rebalancine,. 9
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Summary Comments from Suggestion Options Counseling Triggers

Char group has some resarvations abont developing trggers pror to having reached a shared agreement on what
the Options Coumseling service will entail, inchuding desired outcomes. It seemed to ns that should have come
first, with the mzgers Slling out Som those paramesters. Therefore, we hope the decizion making-process
dioesn't narmow top soon in lighs of this concem.

There is further concemn shout identifying different timeframes for completion of Cptions Comseling in
different kinds of cases. We don't want to necessarily overcomplicate things by inseming nmiltipls trmefamss,
We also want o assure that persons be medically stable prior to the provision of Optdons Counseling. Thers is
also concern that the semice should be recomized not just as 3 one-ime event ie, depending on the person,
their famuly and caregivers, and overall sitwafion, one counsaling session may not be enongh fo amive at the
most appropriate conchsion

We did identify sitestions in which we think it was not productive to trigger Options Counseling:

¢ Anvone already on A4 A services because the AAAs will already be seeing them amway

¢  Anyone who was alresdy permanently placed with a lonz-temm approval who has a shon-ternm hospital

stay

¢ Anvone who is medically fragile or has advanced dementia with no caregiver and no ability 1o pay
The group is requesting a clarifcaton on the definiton of in-home PASSE in the context of the new system.
i.e., ourenily, anyone in the hospital in observation stams or ER is considered an in-home PAS and twms the
respoasibility of the AAA. We hope that definition remains the sams.™

DA Bao

COMDVENT/QUESTION: “We reconumend an increased emphasis on impariial options counseling as the best
way to achieve better ontcomes at lowes cosis.”

RESPOMSE: We amee This is & key arpument for conflict-free case management conflict-fee assessment.

COMMENT/QUESTION: “Tt is our understanding that the same small sroup of stakesholders from the PAS
redesizn process will now be detenmining triggers for opions commseling, wsing & similar format for consensus
bl dins

RESPOMSE; Actually the process is different in this phase due to the more namow focns just on wizgers for
options counseling. W have ssked for suggestons and are compiling them for comments and then will make
decizions on what to inchade in the report to the lagizlature.

COMMENT/QUESTION: “Expand the stakeholder sroup to include consumers and providers of home and
commumity based services.”™

BESPOMSE: The Division has bean in conversations with other advocacy groups, specifically the Centers for
Independent Living Additonally, assessment snd stakeholder comments collacted from both the 1391 LTSS
report process and the Mo Wrong Dioor planning process and mformed our considerations show PASEE. We
will be confinning this enzagement with other groups and are happy to expand that if thess are specific
suggesiions.

COMMMENT/QUESTION: “Provide a definifion of options counseling and desired outcomes.™
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Summary Comments from Suggestion Options Counseling Triggers

EESPONSE: As stated af the Last meeting, we will be engaging the AAAs divectly in defining options
comseling (in line with the ACTACMS definidon and goidelines), sefting criteria. swmcome measures and
reiminrsemens

COMMENTOQUESTION: “Apply the proposed savings from the sutomation of PAS to options counseling ™

RESPOMNSE: We have already stated that is our intenfion as wall as working to secure additional fumds
dedicated to options counseling,

COMMENTQUESTION: “Our sroup has soms reservations sbout developing miggers prior to having reached
& shared agreement on what the Cptons Comseling semvice will entail, mcluding desired ontcomes, It sesmad
o ns that shonld have come first, with the mzgers falling out from thess paramesers ™

EESPONSE: We believe tmggers can be established while the semvice definifion iz being nailed down. We do
have the ACTCM5 snidelines on options counseling and we will not be defining it contrary to those
requirements. 5o, there is a definition from which we can start.

COMMENTOQUESTION: “There is further concem about identifyving different timeframes for completon of
Crpoons Counseling in different kinds of casas.™

EESPOMNSE: We recognize there conld be different timelines in different simmatons. But there mapst be definad
requirsrments for options counseling to eoonr within specific ime parsmeters. Thare st be acoomtability in
the system and so expectafons mwst be clear

COMMIENTOQITESTION: “The sroup is requesting & clarification on the definition of in-home PASSE. in the

context of the new system. s, owrently, anyone in the hospital in observaton stams or ER &= considered an in-
horne PAS and thas the responsibilicy of the AAA . We bope that definition remaine the sames. ™

FESPOMSE: Thatis not the current definition of at home PAS s the Division understands it This will be
somnething for which we will need to establish a clear definifion in conjunction with the stakesholder roups.

o1



