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ACRONYMS

Acronyms

o AAA- Area Agency on Aging

o ACA- Affordable Care Act

e ACL- Administration for Community
Living

e ADRC- Aging and Disability Resource
Center

e AIRS- Alliance of Information and
Referral Systems

e AOA- Administration on Aging

e AOWN- Aging Office of Western
Nebraska

e AP- Aging Partners

e BIP- Balancing Incentives Program

e BRAAA- Blue Rivers Area Agency on
Aging

e CIL- Center for Independent Living

e CM- Care Management

e CMS- Centers for Medicare & Medicaid
Services

e DBH-Division of Behavioral Health

e ENOA- Easter Nebraska Office on Aging

e EOC- Enhanced Options Counseling

e FFP- Federal Financial Participation

¢ |I&A- Information and assistance

¢ |I&R- Intake and referral

¢ |AP- Individual action plan

¢ IDD- Intellectual and developmental
disability
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e |IT- Information technology

e LTC- Long term care

e LTSS- Long term services and supports

e MAAA- Midland Area Agency on Aging

e MCO- Managed care organization

e MDS- Minimum data set

e MIS- Management information system

e MoU- Memorandum of Understanding

e NAMIS- Nebraska Aging Management
Information System

e NAPIS- National Aging Program
Information Systems

e NASUAD- National Association of States
United for Aging and Disabilities

e NENAAA- Northeast Nebraska Area
Agency on Aging

e NWD- No Wrong Door

e OC- Options Counseling

e RFGP- Request for grant proposals

e RFP- Request for proposals

e SCNAAA- South Central Nebraska Area
Agency on Aging

e SUA- State Unit on Aging

e TNoC- Trilogy Network of Care

o WCNAAA- West Central Nebraska Area
Agency on Aging
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EXECUTIVE SUMMARY

Executive Summary

LB320 established the Aging and Disability Resource Center (ADRC) Demonstration Project
Act in May 2015. The purpose of this Act was to evaluate the feasibility of establishing ADRCs
statewide. ADRCs are intended to provide information about and help access both publicly and
privately funded long term services and supports (LTSS) to all populations with disabilities.

HCBS Strategies was awarded a three-year contract to conduct an evaluation of three ADRC
pilot sites that initiated their efforts in July 2016. HCBS Strategies produced the Initial Report
on these operations at the end of 2016 and a second report in November 2017 that evaluated the
ADRCSs’ performance through September 2017. This document represents the final report and
examines data through September 2018.

HCBS Strategies’ evaluation included a review of the ADRC program operations and analyses
of available data produced by the ADRC initiative. This report discusses both components.

HCBS Strategies conducted on-site reviews of the ADRC operations in August 2016 and
September 2017 and telephone review in September 2018. The reviews indicate that all sites
were offering ADRC services in a manner consistent with the operations described in the Initial
Report. Positive findings include:

e Key operations infrastructure, such as an information management system, operations
manuals, and training materials, have been developed and are being used by ADRC staff.

e ADRC staff have been trained and have a good understanding of the work they are doing.

e The ADRCs have made progress in building relationships with other entities supporting
individuals with disabilities, especially at the local level.

e The State Unit on Aging (SUA) and the ADRC are making progress on building
infrastructure to support sustainability.

e The ADRCs have made significant progress in engaging disability partners at the local
level.

The last two reports cited a reluctance by the Area Agencies on Aging (AAAS), in which the
ADRCs are embedded, to make structural changes to more fully integrate the ADRC with other
AAA operations because the ADRC was a pilot. Now that LB 793 has made the ADRC a
permanent program, the AAAs have taken steps in this direction and have developed draft plans
to complete this integration. The most tangible of these steps is an ADRC Action Plan that
details the goals the ADRC should achieve and the tasks for doing so. Once successfully
implemented, these plans should eliminate potential overlap between ADRC services, such as
information and referral (I&R) and Options Counseling, and AAA services, notably Information
and Assistance (I&A) and Care Management. The draft ADRC Action Plan could also
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EXECUTIVE SUMMARY

transform the ADRC initiative into a No Wrong Door (NWD) system similar to the one
described in the Nebraska Long Term Care Redesign Plan.

The analyses of the ADRC data reveal the following:

e The SUA, AAAsS/ADRCs, and partner agencies have expanded the number and types of
resources that are available in the Information and Referral (1&R) database from 1,619
in September 2017 to 1,635 in September 2018.

e The ADRCs received 10,481 contacts from 7,002 individuals from October 1, 2017 to
September 30, 2018. Of these contacts, 46% received basic information, 48% received
I&R, and 6% received Options Counseling or Enhanced Options Counseling.

e From the 2017 to 2018 evaluation period, the number of ADRC contacts rose by 13%
across all contacts and 2% for unduplicated individuals.

o Much of this increase was driven by more individuals receiving only basic
information, which saw the greatest increase (1,416, 41%),

o The contacts for both Options Counseling and Enhanced Options Counseling
decreased dramatically from the previous year (282 or 36%, 98 or 68%).

e The ADRCs had 808 (8%) contacts with people age 18-60 and 682 (7%) contacts that
discussed mental health services. There were also a small number of contacts for
children and individuals with autism spectrum disorders.

e ADRC staff are developing Option Counseling Action Plans for individuals that tend to
include a variety of sources of support.

e The quality of these Action Plans is improving. Action Plans containing only person-
centered goals increased from 8% in 2017 to 21% in 2018.

The data analyses raised the following concerns:

e The ADRC data only represents a small portion of the information and counseling being
provided by the AAAs. Assistance provided under AAA I1&A and Care Management
make up the bulk of these services.

e The number of Options Counseling contacts decreased from 2017 to 2018. This is a
significant concern because Options Counseling is one of the ADRCSs’ core services.
The ADRC:s attributed this decrease to factors such as staffing issues.

e Differences in how the AAAs have structured AAA 1&A and Care Management and the
relationship of the ADRC staff to these programs makes it difficult to make comparisons
across ADRCs.

e Only 27% of Options Counseling contacts had informed consent and confidentiality of
rights documented. While this is an increase from 12% during the previous evaluation
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period, it is still a concerningly low number of individuals to receive this important
information.

e There was a 10% drop in the percentage of individuals who received the requested
follow-up in the 2017 report (99%) and the 2018 report (89%).

e The number of participant surveys was extremely small, especially for Options
Counseling, making it impossible to generate valid conclusions.

e Only 54% of individuals identified for Options Counseling or Enhanced Options
Counseling had a Plan developed. This a minor increase from the 2017 finding of 53%.

e Nearly half of the Action Plans included goals that only reiterated services.

The data analyses suggest that the ADRCs need to place a much stronger emphasis on improving
the quality of their operations and consistent data collection.
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Background

NATIONAL ADRC/NWD EFFORTS

Aging and Disability Resource Centers (ADRCSs) were initially developed as a pilot by the State
of Wisconsin in 1999. Recognizing this effort as a promising practice, the Centers for Medicare
& Medicaid Services (CMS) and the Administration on Aging (AoA), now part of the
Administration for Community Living (ACL), awarded a series of grants to states to develop
ADRCs starting in 2003.

The original ADRC efforts tended to focus on developing an entity that would act as a single-
entry point for individuals needing long term services and supports (LTSS). These single-entry
points also tried to act as a one-stop for all services and supports that individuals with disabilities
might need.

The federal requirement for the ADRCs was to serve older adults and one additional population
with disabilities, typically adults with physical disabilities. This federal vision eventually
evolved to include all populations with disabilities.

This evolution created challenges because most states had existing entities that provided ADRC-
like services to other populations, such as individuals with intellectual and developmental
disabilities (IDD). To accommodate this, the federal guidance has shifted to describing a No
Wrong Door (NWD) network that includes ADRCs and other access points for LTSS. The
Balancing Incentives Program (BIP), which was a component of the Affordable Care Act
(ACA), included NWD as one of the required components.

No Wrong Door Schematic

Exhibit 1 presents a schematic promulgated by ACL that describes the core components of a
NWD system. ACL has made available a wide array of information about NWD, including this
schematic, at https://www.adrc-tae.acl.gov/tiki-index.php.  This schematic identifies four
primary functions for the NWD system, and informed Nebraska’s efforts.

November 30, 2018 Page 5


https://www.adrc-tae.acl.gov/tiki-index.php

BACKGROUND

EXHIBIT 1: FEDERAL NO WRONG DOOR SCHEMATIC

. ily Memb: Py Local LTSS
Public
Qutreach and

Coordination with
Key Referal

1-800 #'s/211 VA Medical Center

‘eteran Directed
HCBS _

Acute Care Systems Nursing Homes

MFP/
Section Q

Sources
\_ /
s * ) ™\
Person Centered Counseling Process
Assists with any immediate LTSS needs, conducts conversation to confirm who
should be part of process, and identifies goals, strengths and preferences
Person Comprehensive review of private resources and informal supports
Centered
Counseling Facilitates informed choice of available options and the development of the

Person Centered Plan

Facilitates implementation of the plan by linking individuals to private pay
resources, and if applicable, in applying for public LTSS programs and folow-up.

As needed, facilitates diversion from nursing homes, transition from nursing
home to home, transition from hospital to home, and transition from
post-secondary school to post-secondary life.

|

Improving the Efficiency and Effectiveness of LTSS
Eligibility Process Across Multiple Public Programs:

Streamlined Leverages Person Centered Counseling staff to use information from the
Eligibility to person centered plan to help individuals complete applications for public LTSS
9 y program(s) and to help them through the entire eligibility process

Public
Programs Continually identifies ways to improve the efficiency and effectiveness of the
eligibility determination processes across the multiple LTSS programs
administered by the state, while also creating a more expeditious and seamless
process for consumers and their families
A\ 1 v
s ~
State Leadership, Management and Oversight
Must include support from the Governor and involvement from State Medicaid
Agency, State Agencies Administering programs for Aging, Intellectual and
Developmental Disabilities, Physical Disabilities and Mental/Behavioral Health
State . . . ) . .
Governancaian Must involve input from external stakeholders, including consumers and their families,
- " on the design, implementation, and operation of the system
Administration

Responsible for designating the agencies and organizations that will
play a formal role in carrying out the NWD system

Will use NWD System as a vehicle for making its overall LTSS System more
consumer-driven and cost-effective

Source: NWD website, https://www.adrc-tae.acl.gov/tiki-index.php?page=PlanningGrants.
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ADRCs represent a widespread and diverse program. Per the fact sheet promulgated by ACL,
53 states, territories and DC have ADRCs. Many of these states, such as Wisconsin and
Maryland, have established statewide ADRC networks. All states are working to define and
enhance how the ADRCs and NWD efforts work. Each state and locality must determine how
best to interpret and incorporate the ADRC/NWD requirements into operations. Because of
this, there are major differences in the structure of and functions provided by the ADRCs/NWD
networks across and within states.

NEBRASKA’S ADRC EFFORT

LB320 established the Aging and Disability Resource Center Demonstration Project Act in May
2015. The purpose of this Act was to evaluate the feasibility of establishing ADRCs statewide.
These ADRCs are intended to provide information about and help access both publicly and
privately funded LTSS to all populations with disabilities. The Act identified the following
outcomes that are driving the need for this effort:

(1) Anticipating and preparing for significant growth in the number of older Nebraskans
and the future needs of persons with disabilities, both of which will require costly long-
term care services;

(2) Improving access to existing services and support for persons with disabilities;

(3) Streamlining the identification of the needs of older Nebraskans and persons with
disabilities through uniform assessments and a single point of contact; and

(4) Creating statewide public information campaigns to educate older Nebraskans, persons
with disabilities, and their caregivers on the availability of services and support.

LB320 required the Department to establish three pilot sites that would provide one or more of
the following functions:

(1) Comprehensive information on the full range of available public and private long-term
care programs, options, financing, service providers, and resources within a community,
including information on the availability of integrated long-term care;

(2) Assistance in accessing and applying for public benefits programs;

(3) Options Counseling;

(4) A convenient point of entry to the range of publicly supported long-term care programs
for an eligible individual;

(5) A process for identifying unmet service needs in communities and developing
recommendations to respond to those unmet needs;

(6) Facilitation of person-centered transition support to assure that an eligible individual is
able to find the services and support that are most appropriate to his or her need;
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(7) Mobility management to promote the appropriate use of public transportation services
by a person who does not own or is unable to operate an automobile; and

(8) A home care provider registry that will provide a person who needs home care with the
names of home care providers and information about his or her rights and
responsibilities as a home care consumer.

The legislation limited potential pilot sites to Area Agencies on Aging (AAAs). However, the
legislation required that these AAAs coordinate with entities that support other populations with
disabilities. The legislation does not specify what this coordination should consist of. Instead,
it requires that applicants describe this in their solicitation responses.

LB 793, passed in 2018, transformed the ADRCs into a permanent program. The act
appropriates funding for FYs 2019 and 2020 with a small increase over the funding provided
during the pilot. It removes the limitation of only having three pilot sites but continues the
practice of allowing the AAAs to form partnerships. As a result of this change, all seven AAAs
who participated in the three pilot sites have their own individual subaward with the SUA. As
was the case during the pilot, West Central Nebraska AAA has chosen to opt out of this effort.
The legislation also requires that the state pursue Medicaid administrative claiming.
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Approach for the Evaluation

Exhibit 2 provides an overview of our proposed approach for the evaluation. The first year
included the formative evaluation, in which we examined emerging and planned operations and
plans for meeting the data collection requirements specified in the ADRC solicitation. This
report includes summaries of annual reviews of the ADRC operations to evaluate how the
development and refinement of operations are proceeding and analyzes data collected by the
sites.

Exhibit 2: Proposed Approach for Evaluating Nebraska’s ADRC
Initiative

Infrastructure IT
to support Client
person- Information Networking Sustainability
centered Client tracking
operations Resources

Access
Protocols

Evaluation of
Operations to

Initial Report
and Evaluation

Process and Data collection tools
outcome measures and protocols

CQl processes

Performance
Measurement

Year 1: Establis

Business Operations Analysis of process Analysis of outcome Second Report and
Review measures measures Evaluation

Year 2
Evaluation

Business Operations Analysis of process Analysis of outcome Final Report and
R measures measures Evaluation

Year 3
Evaluation
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Business Operations Review

For this report, we built upon the information that we collected as part of the first two reports.
We conducted telephone interviews with staff from all of the ADRC sites in September 2018.
During these meetings, we addressed the following:

e Review of ADRC data and Action Plans completed by the ADRC

e Overview of operations- from initial phone call to triaging level of need to providing and
recording outcomes

e Barriers and challenges to operating and building the ADRC

e Plans for operations now that the ADRC funding has been made permanent

The following exhibits describe the plans for building ADRC operations as of September 2018:

e Exhibit 3 provides a brief description of the status of the development of core ADRC
operations 1) as observed in August 2016 and included in the Initial Report and 2) as
observed during the September 2017 site visit and September 2018 conference calls. We
classified the status of plans for building the ADRC using the following categories:

o No Plans

Developing plans

Draft plans

Finalized plans

Partially implemented, but plans are in flux

Partially implemented, but plans finalized

Fully implemented

o Other
e Exhibit 4 presents a flowchart that provides an overview of the ADRC operations model
e Exhibit 5 is a table that summarizes the key components of the ADRC services

0 O O O O O

November 30, 2018 Page 10



BUSINESS OPERATIONS REVIEW

EXHIBIT 3: SUMMARY OF CURRENT AND PLANNED AAA/ADRC LTSS ACCESS BUSINESS OPERATION

Status in Status as of Status as of .
. e ra . Current Documentation and
Business Process Plans Identified in Initial Report the initial September September . ..
Standardization Notes
report 2017 2018
Fully
Implemented,
. hough .
The AAAs have implemented a though some Standardized at
. . . AAAs
statewide ADRC Advisory Council L state-level.
Infrastructure for . . - considering . . .
S and local Advisory Councils. Finalized Fully . Moving We reviewed meeting
coordinating across I I merging local .
. These councils will facilitate plans Implemented . towards greater minutes.
sites . Advisory s
collaboration among the AAAs S flexibility at
. Councils with
and with other ADRC partners. local level.
other cross-
disability
initiatives.
The AAAs have worked with the
ADRC Coordinators to develop a
formal marketing plan. It is
envisioned that this marketing
plan will be implemented once
the operations of the ADRC are
solidified. Full Full We reviewed plan and
QOutreach/Marketing Draft plans Im IemZnted Im Iem;/nted AAA specific samples of marketing
The AAAs will also be members P P materials.
in statewide and local ADRC
Advisory Councils. These councils
will help raise awareness of
ADRC effort and enhance
coordination with other State
agencies and disability partners.
The AAAs envision that they will
continue to improve Advisory Council Meeting
coordination efforts with health . . Partially minutes discuss
. . Partially Partially . L
Linkages to systems and discharge planners imp./plans imp./plans in imp./plans AAA specific coordination. ADRC staff
Pathways to LTSS statewide to decrease hospital il: fIFLx p.flpux beginning to P were able to provide
readmission through programs solidify examples during onsite
like AIMs. meetings and calls.
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Plans Identified in Initial Report

Status in
the initial
report

BUSINESS OPERATIONS REVIEW

Status as of
September
2017

Status as of
September
2018

Current

Standardization

Documentation and
Notes

They also envision strengthening
the process of responding to
individuals who are flagged in
Minimum Data Set (MDS) Section
Q! as wanting to leave a nursing
facility. The AAAs are interested
in examining how to implement
and receive reimbursement for
functions carried out by the
ADRGCs.

standardize these practices Mostl .
) P . Y Most sites that had
across agencies to the extent implemented .
. . . . fragmented intake
L possible. - Partially in many AAAs Partially
Description of Finalized . . . processes had made
imp./plans in and plans standardized L
Intake Process . .. . plans . significant progress
There is also a vision of having a flux being across all AAAs | . .
. . integrating the ADRC over
standardized tool for collecting developed for .
I i the previous year.
initial information about the others

The AAAs envision that the ADRC
intake functions will be blended
into the AAA intake functions,
rather than working in a silo. The
coordination team is working to

caller and having intake staff be
familiar with the NAPIS? data
requirements so that this
information is captured in an
efficient and effective manner.

! The MDS Section Q is a mandated federal form that is completed for all residents of a nursing facility that received Medicare or Medicaid reimbursement.

2 States are required to submit the National Aging Program Information Systems (NAPIS) State Program Reports to ACL. Nebraska’s SUA must obtain this
information from the AAAs and submit it to ACL.
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BUSINESS OPERATIONS REVIEW

Business Process

Plans Identified in Initial Report

Status in
the initial
report

Status as of
September
2017

Status as of
September
2018

Current
Standardization

Documentation and
Notes

Ability to track
individuals who

The Trilogy system is sufficient
for current practices, but an
enhanced system to collect a
wider range of metrics is desired
by both the AAAs and the State.
The State envisions
implementing an Options
Counseling module and
developing further reporting
capabilities within the Trilogy

Partially

Partially

Partially

While intake for the ADRC
is standardized and data
is being captured in the

Trilogy system, AAA 1&A is

not being captured in this
system by the AAAs. In

addition, practices for
collecting these data
appear to

Enhanced Options
Counseling or
another service

The definitions have been
incorporated into ADRC
operations.

Implemented

Implemented

across all AAAs

Draft pl i
contact the system. SUA is developing an RFP raft plans Implemented | implemented asctrir;gzrlld,z::s differ. However, the SUA
AAA/ADRC to procure a system that will issued new guidelines for
better meet their needs. coding these services that
should help alleviate this
The coordinating team will issue. The SUAis also
continue to work with the AAAs planning on procuring a
to develop the contents of the new system that
dashboard and ensure that it is integrates the AAA and
being utilized in a consistent ADRC reporting.
manner.
The ADRC effort developed
. standardized guidance regarding . .
Triage: Processes . Data in the Trilogy
L how to triage people to other . -
for determining . N . . system and discussions
agencies or within the different Fully Fully Standardized . . .
where to route . . . Draft plans during the onsite reviews
ADRC offerings (e.g., information Implemented | Implemented | across all AAAs .
people who contact . demonstrate this is
the AAA/ADRC and referral (I&R), Options occurring
Counseling (OC), Enhanced ’
Options Counseling (EOC)).
N The ADRC effort has developed
Determination of L i i
. definitions for who should refer Data in the Trilogy
who will get I&R, . . . -
Options Counselin I&R, Options Counseling, and Full Full Standardized system and discussions
P & | Enhanced Options Counseling. Draft plans v ¥ during the onsite reviews

demonstrate this is
occurring.
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Business Process

Plans Identified in Initial Report

Status in
the initial
report

Status as of
September
2017

Status as of
September
2018

Current
Standardization

Documentation and
Notes

Participant identifying
information (name and AAA)
must be entered on the
Dashboard by the close of
business on the day contact was

Data in the Trilogy system
and discussions during

Counseling Process

Training materials and
accompanying tools have been
developed for each of the
options. All options may result a
written document that
summarizes the outcomes of the
process.

Required Developing Fully Fully Standardized . .
. made. the onsite reviews
timeframes plans Implemented | Implemented | across all AAAs L
demonstrate this is
All participant information must occurring.
be entered on the Dashboard
within two business days
following the contact
Each ADRC developed
standardized staff qualifications __—
P L . . Descriptions of staff
Staff qualifications and training for each position Developing Fully Fully . .
L . . . AAA specific qualifications were
and training that align with the requirements plans Implemented | Implemented .
. provided.
in the Request for Grant
Proposals (RFGP).
The vision under the ADRC
model is to delineate and define
&R, Options Counseling, and
Enhanced Options Counseling to
improve clarity about what
Options Counseling is and when Data in the Trilogy
escrlptlpn of the it should be provided Finalized Fully Fully B system and dl'scussu')ns
LTSS Options AAA specific during the onsite reviews
plans Implemented | Implemented

demonstrate this is
occurring.
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Business Process

Plans Identified in Initial Report

Status in
the initial
report

Status as of
September
2017

Status as of
September
2018

Current
Standardization

Documentation and
Notes

The pilot sites are using the AAA
Care Management assessment as
the tool for people who receive

Data in the Trilogy

business days of contact.
e  The Individual Action Plan

(IAP) must be mailed or

emailed to the participant

Description of Enhanced O.ptions Counseling . Partially Fully Fully Standardized syftem and di.scussif)ns
under the pilot. imp./plans during the onsite reviews
assessment o Implemented | Implemented | across all AAAs .
finalized demonstrate this is
The AAAs are only collecting occurring.
high-level assessment categories
for Options Counseling and 1&R.
Data in the Trilogy
system and discussions
during demonstrate this is
The ADRC effort developed occurring.
standardized template for
written plans. Individuals ADRC Coordinators
receiving I&R are offered a reported that written
Written olan or document that summarizes the plans were offered to all
. P . referrals, which can be either Finalized Fully Partially e individuals receiving I&R,
other instructions . . AAA specific
. . emailed or mailed to them. plans Implemented | Implemented however plans are not
given to clients ; ;
uploaded into the Trilogy
Individuals receiving Options dashboard and therefore
Counseling are offered a written are unable to be
plan that identified goals and evaluated for volume or
activities. quality. Trilogy should
develop the ability to
upload I&R plans into the
system for tracking.
The ADRCs have established the . .
. . L Review of the operations
following required timelines: . .
; . manual and discussions
e &R information must be . . .
. . during the onsite reviews
. mailed or emailed to . . .
Required .. - Developing Fully Fully Standardized demonstrate this is
. participant within three .
timeframes plans Implemented | Implemented | acrossall AAAs | occurring. Unfortunately,

the Trilogy system was
not capable of tracking
these timeframes.
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Business Process

Plans Identified in Initial Report

Status in
the initial
report

Status as of
September
2017

Status as of
September
2018

Current
Standardization

Documentation and
Notes

within five business days of
the contact.

e  For I&R participants, the
satisfaction survey is sent
within two weeks of the
date of service.

e  For OC participants, the
satisfaction survey is sent
within two weeks of when
the OC case is closed.

The ADRCs are using the
Dashboard function within the

Data in the Trilogy system

To standardize processes, the
AAAs are considering staff
become AIRS-certified, an
industry standard for providing
quality I&R services.

IT f NAMIS, . Partiall . ddi i duri
.(use ° Trilogy system to track calls and . artially Fully Fully Standardized an |scu.55|ons. uring
Trilogy, and/or . . . imp./plans the onsite reviews
clients. Written plans are either . Implemented | Implemented | across all AAAs L
other IT) ; . in flux demonstrate this is
be completed using Microsoft oceurrin
Word or fillable PDF templates. g
Several taxonomy categories
were added to the database to
identify the number of resources
in a manner required by the . .
D
RFGP. The State Unit on Aging ata in the Trilogy system
. . and discussions during
(SUA) is producing reports that . .
. the onsite reviews
Approach for summarize these resources. The demonstrate this is
updating LTSS AAAs are using that information Finalized Fully Fully Standardized oceurrin
resources in the to address weaknesses within plans Implemented | Implemented | across all AAAs g
Trilogy system the database. Only one of the ADRCs

has obtained AIRS-
certification for its staff.
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Initial Contact
How may | help
you?

Intake & Triage

Explore Consumer Status:

Basic Information Long Term
*Provide basic information |\ SRS Yes—» * Why did you call the ADRC?
regarding community & Support (LTSS) *How can we help?
Needed? Ensure Confidentiapli.t
Ensure Conftidentiality

resources

eterminant:

of Next Steps
*Safety

*Disability/ADL Needs
*Financial Prescreening
*Service needs met by another agency

*Likely Medicaid eligible
*Amount of support neede
*LTSS Preference
*Age

Enhanced Options
Counseling Pilot
* Complete Care
Management Pilot
Assessment
* Complete Individual
Comprehensive Action
Plan
* Provide support over
an extended period of
time

A4

Options Counseling
* Collect more detailed
information
* Explore the reason for
Yes-p the call and consumer
preference
* Develop Individual
Action Plan
* Provide support in
accessing LTSS

1&R
* Identify referrals
* Provide information
about what to ask for
and what to expect from
the referral
* Complete I&R
Summary & email or mail

Population Sample

*Under 60 who can’t get
CM from another entity
*Over 60 receiving CM

Need more support?

to consumer
* Invitation to call back
as needed
Follow Up Consumer Follow Up Consumer Follow Up Consumer
Would you like Survey When would you Survey Schedule regular Survey
me to follow-up Experience with like me to follow Experience with follow-up times/ Experience with
with you? ADRC? up with you? ADRC? dates ADRC?
Page 17
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As shown in Exhibit 4, the ADRCs offered four tiers of services during the pilot period:

e Basic information is provided to individuals who do not require any referrals or other
counseling.

e Information and Referral (I&R) is similar to the assistance provided by the AAAs
under I&A. The major changes from AAA practices are:

o This service is available for all individuals with disabilities.

o Individuals are offered a standardized written referral plan. The referral plan is
included in Appendix 1.

o More data about the individual and the types of referrals are being tracked.

o People who would benefit from more than just referrals are receiving either
Options Counseling or Enhanced Options Counseling. Some of the individuals
who currently receive more intensive assistance under AAA I1&A may be triaged
to Options Counseling.

e Options Counseling (OC) is an intermediate service that results in a standardized
written plan that identifies the individual’s goals and the action steps necessary to meet
those goals. The most recent version of the Individual Action Plan (IAP) is included in
Appendix 1. This service is available to all populations with disabilities and their
caregivers.

e Enhanced Options Counseling (EOC) is a more intensive service that was piloted with
a limited number of individuals at two pilot sites (Aging Partners (AP) and South Central
Nebraska Area Agency on Aging (SCNAAA)). EOC was discontinued in 2018. The
ADRCs are either coding these contacts as Options Counseling or referring these
individuals to Care Management.
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EXHIBIT 5: DESCRIPTIONS OF THE ADRC SERVICES ‘

Work Domains Basic Information

Participant does not

Participant present as Wanting
Status anything more than
specific information.
Participant requests
only community
) resource or provider
Information basic information
Requests such as location,
business hours, or
phone numbers.

o Information is most
Participant commonly provided
Assistance over the telephone.
Number of Most typically only
Contacts one

November 30, 2018

Information & Referral (I&R)

Participant may be potentially
eligible for LTSS; already be
receiving Medicaid or services
through another LTSS program;
or receiving no services.

Participant seeks information
about LTSS. Information
provided may range from
simply describing a variety of
LTSS options to detailed
information about eligibility and
referral processes.

Participant indicates preference
for no or minimal assistance
with contacting community
resources and/or pursuing
potential benefits.

Contact is typically only one or
two contacts over a limited
length of time.

Options Counseling

Participant has little knowledge about
their LTSS options and limited
capability or interest in pursuing LTSS
independently.

They most likely have not received
LTSS services in the past and find
themselves at a loss of where to turn
for help.

Participants seek extensive information
and/or decision-support about LTSS
options including: how to plan for the
future; information about Medicaid and
other LTSS eligibility, application,
options, and costs; and assistance
determining their wants and needs.

Participant indicates preference or
demonstrates the need for hands-on
assistance with contacting community
resources and/or pursing potential
benefits.

ADRC services are provided on a face-
to-face basis and home visits are
common.

Contacts are multiple over a longer

period of time (typically no more than
90 days).
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Enhanced Options Counseling
(Has been discontinued)

Participants under 60 with disabilities
who are not currently eligible for AAA
Care Management from any other
LTSS program.

Participants over 60 referred to an
AAA Care Management program.

Participants seek extensive information
and/or decision-support about LTSS
options including: how to plan for the
future; information about Medicaid
and other LTSS eligibility, application,
options, and costs; and assistance
determining their wants and needs.

Participant demonstrates the need for
assistance to further explore
preferences and LTSS needs.
Participant is in need of hands-on
assistance in following through with
referrals to LTSS and following up
with selection of LTSS providers.
ADRC services are provided on a face-
to-face basis and home visits may be
required to monitor service provision.
Contacts are multiple over a longer
period of time (typically more than 90
days).
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Work Domains Basic Information

Nature of Telephone
Contacts
Assessment None
Action None
Planning
Follow Up None
Dashboard
Information: Record
Documentation AAA and designate

as a basic information

call
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Information & Referral (I&R)

Telephone, email or face-to-face
in the ADRC office

Information on Dashboard

The ‘Information & Referral
Summary’ is completed and
mailed or emailed to the
participant. Participants are also
offered a voluntary 1&R Action
Plan.

Follow-up is not needed or
minimal based on participant
preference.

Dashboard information
I&R summary
Referrals

Follow-up notes

Options Counseling

Telephone, email, face-to-face in
ADRC office or in participant’s home

Information on Dashboard

The ‘Individual Action Plan’ is
completed with the participant face-to-
face.

Follow-up is ongoing until services and
supports are secured by the participant.

Dashboard information
Consent to release/receive
information forms
Individual Action Plan
Referrals

Follow-up notes
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Enhanced Options Counseling
(Has been discontinued)
Telephone, email, face-to-face in
ADRC office and in participant’s
home

Information on Dashboard
Comprehensive assessment

The Individual Comprehensive Action
Plan is based on the person-centered
planning philosophy and done in
conjunction with the participant.

Follow-up and monitoring is on-going
until participant reaches stabilization
with LTSS provided.

Dashboard information

Consent to release/receive
information corms
Comprehensive assessment
Individual Comprehensive Action
Plan

Referrals

Follow-up notes
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PROGRESS MADE TOWARDS OVERCOMING CHALLENGES TO MEETING THE ADRC PILOT VISION
IDENTIFIED IN THE YEAR 2 REPORT

In the previous reports, we identified the following challenges to implementing the ADRC pilot
as originally conceived in the legislation and request for grant proposals (RFGP):

e Strengthening referrals to other access points to LTSS

e Clarifying and enhancing the role of the disability community within the ADRC/NWD
network

e Ensuring the ADRC brand includes all people with disabilities

We discuss the progress that has been made in each of these areas below.

The most tangible sign of progress over the past year is the Action Plan the ADRCs developed
which is included as Appendix 4. This plan could be a living document that will guide the
transition of the ADRC into a permanent program that may fulfill the NWD vision included in
the Medicaid transformation report.

STRENGTHENING REFERRALS TO OTHER LTSS ACCESS POINTS

In the Initial Report, we recommended the following should occur:

e The ADRCs should establish written agreements that include referral protocols and
cross-training with disability partners and LTSS access points.

e Referral protocols should clearly identify who should be referred to each of the access
points, how the referral should be made (including minimizing burden on the individual
needing supports), and timeframes for addressing the referrals.

e These referral protocols should be translated into workflows that are incorporated into
training and, once the ADRC is supported by a more sophisticated management
information system (MIS), automated algorithms.

In the Year 2 Report, we found that the ADRCs made progress in building relationships with
other entities supporting individuals with disabilities, especially at the local level. However, we
did not observe progress being made in translating these relationships into ongoing policies and
procedures and written agreements as recommended in the Initial Report. Some of the ADRCs
identified “turfissues” with other disability agencies as one of the challenges. These issues may
be resulting from not clearly delineating the roles of the various agencies supporting people with
disabilities.

The most recent review found that relationships with disability partners continued to flourish at
the local level. There did not appear to be much progress on formalizing these relationships
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until the ADRC was granted permanent status. Since then, the AAAs have recognized the need
to add greater structure to these relationships and capture this structure in writing. This is
reflected in Goal 8 on page 10 of the ADRC Action Plan (Appendix 4). In implementing this
goal, we encourage the ADRCs to balance the desire to have consistency statewide with
respecting the relationships that have been built locally and the differences in urban and rural
areas. In urban areas that have many agencies with a relatively large number of staff, having
clear written decision criteria about who gets referred there will help prevent confusion and
duplication. In rural areas in which the disability network includes a relatively small number of
staff, the network needs to be flexible enough to compensate for changes in the capacity of one
agency (e.g., someone going on maternity leave or a retirement). For these areas, it may be
more practical to set regular meetings with standing agenda items to determine the optimal
distribution of labor among the agencies.

Clarifying and Enhancing the Role of the Disability Community within the ADRC/NWD
Network

While LB320 required involvement of the representatives of the disability community, the
AAAs were allowed to define how the partnership should work. The ADRCs have established
both State and local Advisory Councils and their membership is included as part of Appendix
2.

In the Initial Report, we identified issues raised by the disability partners and recommended
actions to be taken to address these concerns. Exhibit 6 shows the original recommendations
followed by the actions taken by the ADRCs to remedy these concerns in Years 2 and 3.

EXHIBIT 6: PROGRESS TOWARDS AND RECOMMENDATIONS FOR ENHANCING THE ROLE OF
THE DISABILITY COMMUNITY WITHIN THE ADRC/NWD NETWORK

Recommendation in the Actions taken by the Recommendationsin  Progress in Year 3
Initial Report ADRC team the Year 2 Report

The ADRC teams

The disability partners should build off this

should be asked to train Disability partners held success and develop a
ADRC staff on working several trainings for the P Goal 6 of the Action
: ) . . set schedule that
with people with ADRC team, including . Plan addresses
it . . includes scheduled . .
disabilities. The curricula content on disability . enhancing training.
. . . core topics rather than
could include topics such etiquette.

holding trainings on

as disability etiquette. an ad hoc basis.
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Progress in Year 3

The ADRC effort should
more clearly delineate the
type of input needed from
the disability partners that
could be addressed at a
State level and clarify
when representatives from
these partners should be
included on local
Advisory Councils.

A stronger effort should
be made to include
disability partners that
represent individuals with
mental health issues.

Although there is not a
document that clearly lays
out the roles, the State
Advisory Council has
focused more on overall
program operations, while
the local agencies have
focused more on cross
training with local partners
and collaborating on
individual cases.

The disability partners
noted that this has occurred
at the local level. Some of

the disability partners

expressed concern about
mental health representation
at the State level. The
council roster includes a
representative from the

Division of Behavioral

Health (DBH), however, the
disability partners
recommended including
other individuals outside of
DBH.

The ADRC should
develop a policy that
clearly lays out the
expectations for both
the State and local
Advisory Councils.

The ADRC team
should strengthen the
efforts to have mental
health representation
on the State Advisory

Councill.

Ensuring the ADRC Brand Includes All People with Disabilities

Goal 7 of the Action
plan addresses
strengthening the
statewide Advisory
Committee. The
Action Plan should be
amended to include
each ADRC:s plans for
getting input at the
local level.

Although the
Statewide Advisory
Council includes a
representative from
DBH, she has not been
an active member. The
Action Plan includes a
comprehensive
reevaluation of the
Advisory Committee
membership with the
goal of increasing
representation for
mental health and
other groups.

The initial report recommended that the ADRC initiative should make sure the ADRC brand is
identified as supporting all populations with disabilities. This is to be included in:

e Qutreach efforts and marketing materials
e ADRC websites

November 30, 2018
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e Protocols ADRC/AAA workers use for providing &R and Options Counseling, such as:
o When someone calls, does the person answering the call identify themselves as
an ADRC worker or a AAA worker?
o Do business cards and other identifying information identify workers as part of
the ADRC or the AAA?
e Logos and other identifying information included on forms, templates, etc.

The ADRC logo and the website both clearly identify that the ADRC is for “seniors and people
with disabilities”. The agency is represented as the ADRC for individuals calling the ADRC
800 number. AAAs are answering phone calls using the AAA and ADRC name.

However, the data in the Year 2 Report and this year’s data showed that most of the call volume
is being entered as AAA 1&A and not ADRC I&R, consistent with SUA policy. The new ADRC
Action Plan appears to treat I&A and I&R as the same service. The AAAs should decide
whether to count these as I&A for NAPIS reporting, I&R for ADRC reporting, or both.

POTENTIAL CHANGES TO THE ADRC MODEL

Our discussions with staff at the pilot sites for the Year 2 Report revealed that some of the
support being offered by ADRC staff does not fit well with the categories of services included
in the original ADRC model. This support appeared to fall into two categories: 1) Extensive
assistance provided to individuals who are challenging to support; and 2) Assistance provided
to individuals who are currently being served by another agency or agencies. The ADRCs did
not refine their model to reflect this over the past year. This is understandable because, as the
ADRC initiative became permanent, the more important issue has been integrating AAA and
ADRC operations and building infrastructure to embed the ADRCs within a NWD Network.
As this work is completed the need to classify these as separate services may diminish. For
example, cases in which extensive assistance is provided to people with challenging
circumstances may be routed to Care Management.

We encourage the ADRCs to explore whether refinements to the model are still necessary after
the integration of the AAAs and ADRCs is completed.
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MEASURES
Performance on Process and Outcome Measures

The ADRC effort is collecting data that allows us to assess its performance on the following
types of measures:

e Process measures that assess how ADRC business operations are functioning (e.g.,
number of people served, timeliness)

e Outcome measures that evaluate the degree to which the ADRC is impacting outcomes
(e.g., satisfaction)

This section summarizes the performance on these measures using data from the second year of
the pilot. Exhibit 7 provides a summary of the measures, the tools used to collect data on these
measures, and the mechanisms for aggregating these data. We describe the data collection tools
immediately after the exhibit.

EXHIBIT 7: PROCESS AND OUTCOME MEASURES

Data Collection Data Aggregation
Measure A
Tool Mechanism
Process Measures

Number of Resources in the I&R database by:
* Resource type Pulling raw data from
+ Disability population(s) TNoC database database and
» Coverage area(s) extracting into s
*  Whether updated in last year
Number of people receiving ADRC services
by:
e Type of support: I&R, Options
Counseling, and Enhanced Options Trilogy Reports pulled from
Counseling Dashboard dashboard

¢ Disability population(s)
e Setting (hospital, rehab facility,
nursing facility, home, other
Follow-up:
e Number receiving

: . Trilogy Reports pulled from
e % nwhich follow-upwas done Dashboard dashboard
consistent with agreement in original
plan
Number of people informed about informed Trilogy Reports pulled from
consent and confidentiality rights Dashboard dashboard
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Data Collection Data Aggregation
Measure .
Tool Mechanism

Number of people provided eligibility Trilogy Reports pulled from

counseling and financial prescreening Dashboard dashboard

Unrtlet $eeg g%/:nee d Trilogy Reports pulled from
yp Dashboard dashboard

» Disability population(s

Outcome Measures

Individual and/or representative active in . . Extracted from fillable
Participant survey

Options Counseling process pdf
Individual and/or representative better Extracted from fillable
informed about LTSS options as result of Participant survey odf

Options Counseling process
Individual and/or representative trust ADRC :

o . Extracted from fillable
gave them objective, accurate and complete Participant survey of
information P
Individual and/or representative believes

Action Plan reflects what is important to the Participant survey Exracted from fillable

pdf

Individual and/or representative believe
ADRC service will help keep the person from Rzl BFa7E
going into a nursing facility
Degree to which plans include:
SUITES SOUIFES Off SLFpeE Extracted from fillable
Government-paid support Action plan
X . pdf
Privately paid supports
Unpaid supports

Extracted from fillable
pdf

DATA COLLECTION TOOLS
Tools for collecting data include:

e Trilogy Dashboard- The Dashboard is an electronic resource for staff to document and
track participants and referrals. For each call received by the ADRC, staff use the
Dashboard to develop a participant record and document referrals. Staff can also use the
Dashboard to search for callers that have previously contacted the ADRC.

The Dashboard consists of two primary components, the home screen and the call log.
The home screen allows staff to see cases that have been assigned to them and/or those
that require follow-up. The call log within the Dashboard is broken into four tabs:
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o Caller- Collects information about the caller and whether there is a concern
about safety.

o Consumer information- Collects information about the reason for the call, basic
demographic information about the participant, disability status, and whether the
participant has a legal representative.

o Referrals- Allows staff to search the TNoC database by taxonomy categories to
provide referrals. This screen will also note if previous referrals have been made.

o Finish call- The final point of documentation, this screen allows staff to
document the participant’s unmet need, the outcome of the call, tasks for follow-
up, and additional notes.

e Trilogy Network of Care (TNoC) Database- The TNoC database is a searchable
database of service providers that can be accessed through the Dashboard and a public
facing website (http://nebraska.networkofcare.org/aging). The database categorizes
providers by the services they provide and the areas served. Staff can obtain contact
information and agency descriptions to facilitate referrals.

e Participant Survey- The I&R and Options Counseling satisfaction surveys collect
information about the caller/participant’s interaction with the ADRC and suggestions for
improvement. Feedback areas include adequacy of the information provided, clarity of
the next steps that will need to be taken, and whether the interaction will allow the
participant to stay within the community. The survey can be delivered by email or mail.
The survey is included in Appendix 1.

e Individual Action Plans (1APs)- IAPs are fillable PDFs (also available as an automated
form within the Trilogy system) that documents the participant’s person-centered goals,
action steps, funding sources, and progress towards the goal. There are different versions
of the 1APs for Options Counseling and Enhanced Options Counseling. The most recent
IAPs are included in Appendix 1.

FINDINGS

This section provides summaries of the analyses of the process and outcome measures described
in Exhibit 7.

Process Measures

Process measures provide a snapshot of several key characteristics of the ADRC, such as the
public’s knowledge about the ADRC, market penetration, and overall utilization. These
measures include:
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e The number and types of resources to which a participant may be referred

e Contacts that the ADRC received or initiated

e The number of contacts that resulted in a request for follow-up and the timeliness of that
follow-up

e Whether individuals received information about informed consent and confidentiality
rights

e Whether individuals received eligibility counseling and prescreening for services and
supports

e The extent and type of unmet need for individuals contacting the ADRC

Number and Types of Resources Included in the I&R Database

ADRC staff, ADRC participants, and potential participants can search the TNoC Resource
Database to identify resources across the State and within their communities. This I&R database
is divided into searchable taxonomy categories that allow users to search for several
characteristics, such as service type and populations served.

The SUA, AAAS/ADRCs, and partner agencies have expanded the number and types of
resources that are available in the database over the past year. The database now contains 1,635
different agencies that provide statewide or regional coverage, up from last year’s total of 1,619.
These resources cover 52 programs, services, supports, and other resource taxonomy categories
and are searchable across 18 LTSS and other populations.

Exhibits 8-10 provide an overview of the resources available within the database as of
September 30, 2018. The identified resources are broken down by AAA service region,
including resources for the AAA region not participating in the pilot, West Central Nebraska
Area Agency on Aging (WCNAAA). Resources are counted for the AAA region if they either
1) serve the entire State or 2) serve the specific region.

Exhibit 8 summarizes the resources available by AAA region. Because statewide resources are
included in the counts for each region and some resources serve more than one region, the
unduplicated counts for resources is significantly less than the totals across regions. Therefore,
we do not include a total across AAAs and only include unduplicated counts.
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EXHIBIT 8: NUMBER OF RESOURCES AVAILABLE BY REGION

Number of Resources in

Region
Database

. Aging Partners 372
éil)nugpPartners Blue Rivers 266
Midland 263

Northeast Eastern NE 436
Nebraska Group | Northeast NE 436
South Central South Central NE 338
Nebraska Group | Western NE 269
AAA Not in Pilot, WCNAAA 180
Statewide 123

Total Unduplicated Resources 1,635

Number and Type of Resources by Taxonomy Category

Exhibit 9 summarizes the types of resources included in the database by AAA site, including
the AAA not participating in the ADRC pilot, WCNAAA. Cells that are highlighted in yellow
indicate that there are no resources in the database for that category in the AAA region. The
ADRC Action Plan does include a component to regularly review the database to update and
add resources.

The most common resources were:

e Assisted Living Facilities (284)

e Congregate Meals/Nutrition Sites (206)
e Nursing Facilities (206)

e Community Clinics (193)

e Leisure Activities/ Recreation (171)

o I&R (162)

e Home Delivered Meals (146)

e Home Health Care (136)
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EXHIBIT 9: RESOURCES IN THE 1&R DATABASE BY RESOURCE TYPE AND REGION ‘

AAA
Aging Partners Group Northeast South Central Notin | Unduplicated
Nebraska Group  Nebraska Group .
RFP & Taxonomy Category couth 5\;"’: E"t“—"tby
P:rgti:egrs Rlia\lll::s Midland Ea;c: i NortNhEeast C:nlfcral We'\sl';ern Ceni?’al S
NE NE

Respite Care 1 1 1 1 1 1 1 1 1
Guardianship Assistance 12 9 11 11 12 12 11 10 25
Caregiver/Care Recipient 10 5 5 7 6 7 8 5 19

Support Group

Crisis Intervention 4 4 3 5 4 5 4 2 15

Early Child Education 5 5 5 5 5 5 5 5 5

Special Education 2 2 2 2 2 2 2 2 2

Postsecondary Institutions 1 1 1 1 1 1 1 1 1
Career Counseling 3 3 3 7 4 4 5 3 11
Supported Employment 21 20 19 27 21 30 19 19 43
Vocational Rehabilitation 27 22 29 41 26 37 29 21 85
Utility Assistance 6 7 5 10 5 7 7 5 17

HCBS Waiver Program 1 1 1 1 1 1 1 1 1
Mental Health Support Services 13 6 7 19 9 11 5 4 40
Assisted Living Facilities 53 17 30 70 54 29 22 16 284
Community Clinics 23 24 19 20 61 33 26 1 191
Hospitals 20 11 8 28 30 15 11 1 117

Hospice Care 15 14 4 20 6 16 5 0 76
ICF-IDD 2 7 3 4 2 2 1 1 15
Nursing Facilities 34 20 19 42 a4 23 20 11 206
Home/ C°“;$;‘:‘;2 Based DD | 4, 7 11 | 22 9 10 11 6 46
Assistive Technology 8 5 6 13 6 11 8 4 29
Adult Day Programs 12 3 4 8 9 9 1 1 47
Rehabllltastlec;\r:i/cz:bllltatlon 11 13 7 27 13 17 3 6 54
Public Assistance Programs 10 9 10 10 10 11 10 9 16
Social Skills Training 8 8 11 16 10 19 11 7 40
Independent Li‘ving Skills 11 7 9 20 7 15 9 6 38

Instruction
Centers for In(dctlasendent Living 1 1 2 2 1 ) 3 0 9
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the contacts as I&R than basic information, while the other two coded substantially more
contacts as Basic Information rather than 1&R.

SCNAAA had the highest proportion of overall (86), I&R (71), and Options Counseling (12)
contacts per 10,000 residents. ENOA had the largest proportion of Basic Information contacts
(43), while Aging Partners (AP) had the lowest proportion of total contacts per 10,000 residents
(24). This is shift from the 2017 evaluation, in which MAAA reported the highest proportion of
total (76) and basic information (28) contacts per 10,000 residents. However, the 2017 findings
of Aging Partners having the lowest proportion of total contacts (32) per 10,000 residents and
SCNAAA having the largest proportion of I&R (41) and Options Counseling (11) contacts per
10,000 residents are consistent with the 2018 findings.

All of the ADRCs except for SCNAAA had substantial decreases in the number of Options
Counseling contacts. AP had an 82% drop. BRAAA went from reporting 36 in 2017 to none
and ENOA dropped from 354 to only one. In contrast, SCNAAA’s Options Counseling contacts
nearly tripled. Aging Partners was the only ADRC still reporting more than one Enhanced
Options Counseling contacts and they also had a substantial drop (44 this year vs. 69 last year).

Comparison of ADRC and AAA Contacts Across Services

During our interviews with the AAAs in September 2018, we discussed the AAA and ADRC
access processes. Those discussions suggested that most of the differences across the ADRCs’
contacts may be caused by differences in how the AAAs record AAA I&A activities versus
ADRC activities. All the AAAs are recording 1&A outside of the Trilogy Dashboard and these
numbers are not reflected in Exhibit 15. The AAAs that are reporting more ADRC Basic
Information and 1&R contacts tend to be those that did not have separate 1&A staff prior to the
ADRC. In these AAAs, a much greater volume of the calls that are coming into the AAA are
being routed to the ADRC. In AAAs with designated 1&A staff, fewer of these calls are being
routed to the ADRCs and recorded in the database.

A similar situation appears to be occurring for ADRC Options Counseling and AAA Care
Management. As noted in the operational review, the AAAs have different policies for who is
routed to AAA Care Management versus ADRC Options Counseling and these policy
differences help explain the difference in data.

The SUA recognized the discrepancies in how AAAs were coding I&A contacts and Care
Management hours, and on July 1, 2018 released a taxonomy to create greater standardization
in how the AAAs and ADRCs code this information. The AAA and ADRC contact data from
after the release of this updated taxonomy are provided in Exhibits 17 and 19 and discussed
further below.
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Comparison of ADRC Total Contacts and AAA I1&A Contacts

To estimate the total number of contacts, including both traditional AAA and ADRC contacts,
we obtained data from the SUA on AAA I&A. Exhibit 16 provides a breakdown of the total
ADRC and the AAA 1&A contacts. Exhibit 17 provides a comparable breakdown of these
contacts before and after the implementation of the new taxonomy.

EXHIBIT 16: AAA I&A AND ADRC CONTACTS BY REGION
All ADRC AAA I&A
AAA Pilot F—— Contacts Total Agency Contacts

Region Category Region Contacts/ Contacts/
Total Total

. Total Contacts/ 10000
Population Contacts 10000 Contacts 10000 Contacts Residents

Residents Residents
Aging
. 391,618 925 14,400 368 | 15,325 391
Aging Partners
Partners E!“e 73,282 276 38 2,896 395 3,172 433
Group vers
Midland 130,916 959 73 2,642 202 3,601 275
Northeast Efter" 808,222 4,295 53 9,419 13,714
Nebraska Northeast
Group NE 205,999 1,739 4,782 232 6,521 317
South South
Qe Central 179,660 1,545 7,026 391 8,571 477
NE
Nebraska
Western
Group \E 113,081 742 66 16,210 16,952
Pilot Area Total | 1,902,778 | 10,481 55 57,375 | 302 | 67,856 357

EXHIBIT 17: MONTHLY AVERAGE AAA 1&A AND ADRC CONTACTS BY REGION BEFORE AND
AFTER THE JULY 1 IMPLEMENTATION OF THE NEW TAXONOMY

All ADRC AAA I&A Total Agency

. Contacts Contacts Contacts
AAA Pilot
) : . Avg. Avg. Avg.
Region Category Region Timeframe Avg. Monthly Avg. Monthly  Total Avg. = Monthly
Population Monthly | Contacts/ Monthly Contacts/  Monthly  Contacts/
Contacts 10000 Contacts 10000 Contacts 10000
Residents Residents Residents

90.8 2.3 1,441.9 36.8 1532.7 39.1

October 2017-

. i J 2018
Aging A 391,618 une
Partners | 2Tners July- 36.0 4743 | 121 510.3
G September 2018 ’ ’ : .
ﬁ!“e 73,282 October 2017- 16.7 23 | 2386 | 326 255.2 34.8
ivers June 2018

November 30, 2018 Page 39



PERFORMANCE ON PROCESS AND OUTCOME
MEASURES

All ADRC AAA I&A Total Agency
. Contacts Contacts Contacts
AAA Pilot A
) ) ) vg. Avg. Avg.
Region Category Region Timeframe Avg. Monthly Avg. Monthly  Total Avg. = Monthly
Population Monthly Contacts/ Monthly | Contacts/ Monthly Contacts/
Contacts 10000 Contacts 10000 Contacts 10000
Residents Residents Residents
July-
September 2018 42.0 5.7 249.7 34.1 291.7 39.8
October207 | 753 | 58 | 2172 | 166 | 2926 | 223
Midland 130,916 July-
September 2018 93.7 7.1 229.0 17.5 322.7 24.6
October 2017-
351.6 4.3 861.0
Ee:zstern 808,222 Jur]ili(_nS
mogtheist September 2018 377.0 4.7 556.7
epbraska
Grou October2017-- | 1357 | 63 | 4619 | 224 | 5926 | 288
P Northeast June 2018
NE 205,999 Jaly-
September 2018 187.7 - 208.3 10.1 396.0 19.2
October 2017-
South June 2018 123.2 6.9 606.7 33.8 729.9 40.6
South Central 179,660 July
NE -
Central September 2018 145.3 8.1 522.0 29.1 667.3 37.1
Nebraska October 2017-
Group Western June 2018 58.6 5.2 1,687.0 1,745.6
NE 113,081 July-
September 2018 71.7 6.3 342.3 30.3 414.0 36.6
October 297 | 8468 | 45 |[55142| 290 | 63610 | 33.4
Pilot Area Total | 1,902,778 Taly-
S i 953.3 5.0 2,582.3 13.8 3,355.7 18.6
eptember 2018

The total number of AAA I&A contacts from October 1, 2017 to September 30, 2018 was
57,375, which is approximately 5.5 times higher than the number of ADRC basic information,
I&R, OC, and EOC contacts. This is consistent with the 2017 evaluation finding that AAA I&A
contacts were nearly 7 times greater than the number of total ADRC contacts. However, after
the implementation of the updated taxonomy, the difference between the number of ADRC and
AAA I&A contacts shrank by 51% so that the AAA I&A contacts were just 2.7 times greater
than ADRC contacts.
dropped for most of the AAAs, however this change is being most driven by Aging Partners and
AOWN. The standard deviation in the average number of monthly 1&A contacts across AAAS
dropped from 48 to 11. While the three-month sample is a relatively short period of time, these
data suggest the taxonomy updates are resulting in more consistent coding of 1&A across AAAS.

After the implementation of the taxonomy, the number of contacts
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The Aging Office of Western Nebraska (AOWN) had the largest overall number of AAA I&A
contacts (16,210, 28% of all I&A contacts) and the highest number of contacts per 10,000
residents (1,433). Because the proportion of AOWN contacts per 10,000 residents is over 1,000
more than the next AAA (SCNAAA with 477 per 10,000 residents), we have concerns about
the data reported to the State. The State explained that AOWN reports combined contacts for
the AAA and the senior centers that they operate, which may explain this discrepancy. However,
this discrepancy appears to be corrected after the implementation of the taxonomy, where
AOWN had the fourth most monthly I&A contacts (342.3, 13%), down from the outlier 1,687
(31%) monthly contacts that were documented during the initial nine months of the evaluation
period prior to the taxonomy updates.

Beyond AOWN, across the entire evaluation year, Aging Partners (AP) had the greatest number
of I&A contacts (14,400, 25% of all I&A contacts) and Blue Rivers (395) and SCNAAA (391)
had the most contacts per 10,000 residents. After the implementation of the taxonomy, ENOA
had the largest number of I1&A contacts (1670, 22%), followed closely by SCNAA (1,566, 20%)
and AP (1,423, 18%).

Across all AAAs participating in the ADRC pilot, there were a total of 67,856 ADRC and AAA
contacts. AOWN (16,952, 25%) and AP (15,325, 23%) had the largest proportion of total
contacts, and AOWN had the largest number of contacts per 10,000 residents (1,499). When
looking at the change in overall contacts during the three months after the implementation of
the taxonomy, the reduction of variability of monthly contacts per 10,000 residents across the
AAAS/ADRCs following the implementation of the taxonomy indicates that the taxonomy is
providing additional clarity for coding calls. However, a major concern was that Aging Partners
experienced a drop of over 1,000 contacts per month from the first nine month of the evaluation
period (1,532.7) and the three months after the implementation of the taxonomy (510.3).
Because other agencies experienced slight changes of less than 300 monthly contacts, we
encourage the State and ADRC Coordinators to explore with AP why this change after the
implementation of the taxonomy was so dramatic.

ADRC Options Counseling and AAA Care Management

As we noted in the operational review, the AAAs had different practices for who was routed to
AAA Care Management versus to ADRC Options Counseling. Exhibit 18 presents information
on both services for the entire evaluation year, while Exhibit 19 presents information for the
three-month period after the release of the new taxonomy. Note that because Enhanced Options
Counseling was phased out prior to this period, we have only included Options Counseling
contacts in this exhibit.
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Unfortunately, because the ADRCs record Options Counseling using contacts as the unit of
service and AAAs record Care Management using hours, we could not combine the numbers,
nor is it possible to make direct comparisons.

EXHIBIT 18: ADRC OPTIONS COUNSELING CONTACTS AND AAA CARE MANAGEMENT HOURS

BY REGION

) Aging Partners 391,618 63 2 15,179 388
ginugppart“ers Blue Rivers 73,282 0 3,292
Midland 130,916 63 5 3,842 293
Northeast Eastern NE 808,222 1 13,585
Nebraska Group | Northeast NE 205,999 127 6 7,330 356
South Central South Central NE 179,660 230 3,569
Nebraska Group | Western NE 113,081 58 5 3,479 308
Pilot Area Total | 1,902,778 542 3 50,276 264

EXHIBIT 19: ADRC OPTIONS COUNSELING CONTACTS AND AAA CARE MANAGEMENT HOURS

BY REGION AFTER THE JULY 1, 2018 IMPLEMNTATION OF THE NEW TAXONOMY

Optio
Pop O . 0000 Ot 0000

Aging Partners 391,618 0 4,024 103
Aging Partners Group Blue Rivers 73,282 0 938

Midland 130,916 1 0 988 75

Eastern NE 808,222 0 3,731
Northeast Nebraska Group  [Temremene 205,999 49 2 1,865 | o1
South Central Nebraska South Central NE 179,660 120 1,063 59
Group Western NE 113,081 6 1 915 81

Pilot Area Total | 1,902,778 | 497 3 13,524 71
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AAA Care Management is a dramatically larger program than Options Counseling (50,276
hours versus 542 contacts for ADRC Options Counseling and Enhanced Options Counseling
combined over the entire evaluation period, 13,524 hours vs. 497 ADRC Options Counseling
contacts for post-taxonomy period). Generally, when weighted by the population in the region,
the volume of Options Counseling and the volume of Care Management appeared to be inverted,
with those AAAs that offered more ADRC Options Counseling tending to provide less Care
Management. These data must be interpreted cautiously given the discrepancies in how the
AAA:s triage people to Care Management and Options Counseling; differences in how Care
Management dollars are spent; and difference in the AAAs record the data. However, they
highlight the need for greater standardization across AAAs in who is assigned Care Management
versus Options Counseling.

While no significant changes to Care Management were noted before and after the
implementation of the taxonomy, there was a significant reduction in one of the ADRCs’ core
services, Options Counseling, when compared to the data from the previous report. In the
previous report, Options Counseling and Enhanced Options Counseling comprised 922 (10%)
of the contacts, while this year they made up just 542 (5%). Even after the implementation of
the taxonomy (Exhibit 19), Options Counseling contacts for all agencies except NENAAA and
SCNAAA continued to fall. Particularly problematic are the findings that:

e MAAA and AP each reported 63 OC contacts during the first 9 months of the evaluation
period, and after the implementation of the taxonomy MAAA only reported one contact
and AP had none

e AP, BRAAA, and ENOA reported no OC contacts during the final three months of the
evaluation period

e BRAAA reported no OC contacts and ENOA reported only one during the entire
evaluation period

We analyzed the data to assess whether the reduction in Options Counseling could be explained
because these contacts were being counted as Care Management. However, the total number of
Care Management hours reported dropped by 25% from 2017 to 2018. These numbers dropped
for all the AAAs except for South Central, which also reported higher numbers for ADRC
Options Counseling.

Staff turnover appears to have contributed to the drop in ADRC Options Counseling and
Enhanced Options Counseling. The ADRC Coordinators reported that four of the seven sites
experienced staff turnover and one had an Options Counselor out for several weeks on maternity
leave. This includes AP and MAAA shifting their Options Counselors to other positions within
the AAA.
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It is possible that some of the participants were triaged to another program in the AAA, such as
waiver programs, or to a partner agency. These contacts were not provided as part of the
evaluation analyses and therefore may account for some of the drop. Regardless of the
explanation, the finding that Options Counseling contacts fell by over 40% is problematic. We
recommend that SUA and ADRC Coordinators work with the ADRCs to better understand why
this drop occurred and to provide training and support to ensure that this core service is more
appropriately utilized moving forward.

Requests for and Timeliness of Follow-Up to ADRC Contacts

As part of each contact, ADRC staff document whether the participant requested that someone
from the ADRC follow-up with her or him and the timeframe in which follow-up should occur.
Exhibit 20 provides an overview of the number of individuals who requested and received
follow-up and whether the follow-up occurred within the timeframe that was identified.

Overall, 13% of individuals who contacted the ADRC requested follow-up. There were
substantial differences in the percentage of people requesting follow-up across the AAAs
ranging from .4% to 34%.

The percentage of individuals coded as requesting follow-up dropped from 23% in last year’s
report to 13% this year. The drop was observed across all of the ADRCs. For example, the
percentage dropped from 67% for NENAAA last year to 34% this year while BRAAA dropped
from 18% to .4%.

The variability and low rates of follow-up emphasize the need for continued training on this
issue.

There was a 10-percentage point drop in individuals who received the requested follow-up from
last year (99%) to this year 2018 (89%). During discussions with the AAAs, staff reported that
while multiple follow-up attempts may be made, the remaining individuals are those who cannot
be contacted. We encourage the State and ADRC Coordinators to further explore why follow-
up is not consistently occurring and/or documented across all ADRC sites.

People generally received follow-up within the timeframe that they requested, these numbers
were also not as good as last year’s. Overall, 61% of the individuals who received follow-up
received it within the requested timeframe (as opposed to 69% last year); 92% received follow-
up within seven days of their requested timeframe (down from 95%); and 99% within 30 days
(same as last year). While not as concerning as the overall drop in the number of Options
Counseling contacts and follow-ups, these numbers also suggest that program operations have
deteriorated.
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EXHIBIT 20: PEOPLE REQUESTING AND RECEIVING FOLLOW-UP BY REGION

Aging Aging Partners 115 12% 103 90% 71 69% 97 94% 103 | 100%

Partners Blue Rivers 1 |o04% | 1 [100%]| 1 [100%| 1 [100%| 1 | 100%
Group Midland 246 | 26% | 207 | 84% | 104 | s0% | 179 | s6% | 201 | 97%
Northeast | gastern NE 64 1% 62 | 97% | 26 | 42% | 49 | 79% | 61 | 98%
Nebraska

Group Northeast NE | 597 | 34% | 530 | 89% | 324 | 61% | 492 | 93% | 528 | 100%
20”?‘ | SN‘;“th Central | 195 | 129% | 180 | 94% | 153 | 85% | 178 | 99% | 179 | 99%
entra

2:’;;5"3 Western NE 178 | 24% | 152 | 85% | 80 | 53% | 136 | 89% | 151 | 99%

Statewide | 1393 13% | 1235 89% 759 61% 1132 | 92% | 1224 | 99%

Callers Receiving Information about Consent, Rights, and Eligibility

The original ADRC legislation required that the ADRCs track whether individuals calling the
ADRC received information about informed consent and confidentiality of rights and whether
they received eligibility counseling and financial prescreening to help them understand their
service options.

Exhibit 21 provides a summary of the number contacts that received informed consent and
confidentiality of rights information for Options Counseling. In the Year 2 report we provided
percentages for individuals received I&R and Options Counseling, however, during this
evaluation period the State established that only Options Counseling requires informed consent
and confidentiality of rights. Therefore, we have limited our findings in this category to Options
Counseling contacts.

Exhibit 22 displays I&R and Options Counseling contacts that received eligibility counseling
and financial prescreening. This table excludes basic information because it is very unlikely that
individuals would receive this information if they were calling with a simple question.

Receiving Informed Consent & Confidentiality of Rights Information

Exhibit 21 shows that only 27% of Options Counseling contacts had documented discussions
around informed consent and confidentiality rights (an increase from 12% last year). There was
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substantial variation in these numbers across the sites. Aging Partners was the only agency to
provide this information to more than half of Options Counseling callers (51%).

These continuing low numbers are concerning. We encourage additional training to ensure that
a greater proportion of individuals understand this information during the process.

EXHIBIT 21: PEOPLE RECEIVING INFORMED CONSENT & CONFIDENTIALITY OF RIGHTS BY
REGION

Region Total # of # of OC/EOC Calls % of OC/EOC Calls
g OC/EOC Calls Receiving IC& CR | Receiving IC & CR
. Aging
Aging Partners 63 32 51%
Partners | pjue Rivers 0 0 0%
Group  I'\iidiand 63 14 22%
Northeast | Eastern NE 1 0 0%
Nebraska | Northeast .
Group NE 127 5 4%
South South
Central Central NE 230 61 27%
Nebraska | Western 53 0 0%
Group NE
Statewide 542 112 21%

Receiving Eligibility Counseling and Financial Prescreening during ADRC Contact

Exhibit 22 shows that 73% of the individuals contacting the ADRC (excluding basic
information) had documented eligibility counseling and financial prescreening. The eligibility
counseling and financial prescreening count includes individuals who declined eligibility
counseling and those already enrolled in Medicaid. While this number represents a substantial
improvement over last year when this was reported for only 34% of individuals, this number
should be close to 100%
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EXHIBIT 22: PEOPLE RECEIVING ELIGIBILITY COUNSELING & FINANCIAL PRESCREENING BY
REGION

Total##of #of IRR % of I&R

0,
Total #ofI&R %of IR Total# g /‘E’L | C//:(f) . l&R& & &
# of Calls Calls of iy " OC/EOC OC/EOC  OC/EOC
I&R  Receiving | Receiving OC/EOC Receiving Receivin Calls Calls Calls
Calls EC&FP EC&FP Calls EC & FPg EC & Fpg Receiving Receiving Receiving
IC&CR EC&FP EC&FP
o reme | 694 669 96% 63 61 97% 697 730 96%
Partners ﬁ:ﬂ:rs 88 32 36% 0 0 0% 88 32 36%
Group
Midland | 497 450 91% 63 62 98% 560 512 91%
Northeast Ea;te”‘ 861 103 12% 1 0 0% 862 103 12%
Nebraska Northeast 3 . .
Group \E 1,102 638 58% 127 9 76% 1,107 734 60%
Central Central | 1,277 | 1217 95% 230 226 98% 1,338 1443 96%
NE
Nebraska
G peem | se1 502 89% 58 56 97% 619 558 90%
Statewide | 5,080 | 3611 71% 542 501 92% 5,622 4112 73%

There was a large variance, with four sites doing well with rates of 90% or higher and the rest
being at 60%, 36% and 12%. We recommend additional training and enhanced monitoring of
performance on these items for the poor performing sites, such as adding to the monthly reports.

Tracking Unmet Need

At the end of each contact, ADRC staff can document any needs that could not be addressed by
the ADRC or through a referral to another agency. We have broken the areas of unmet need into
25 categories which can be collapsed into four higher-level categories:

e LTSS/LTSS Funding

e Housing Assistance

e Financial & Benefits Assistance
e Other

Exhibit 23 tabulates unduplicated responses for each unmet need item by the following
populations: 1) older adults, 2) individuals with physical disabilities, and 3) all other populations
and population unknown.
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Overall, 3% of the all individuals identified at least one unmet need, down from 8% in the
previous evaluation report. LTSS/LTSS Funding was most frequently identified as an unmet
need (2%) followed by financial benefits (.9%), other (.8%), and housing assistance (.4%). We
strongly suspect an increase in available LTSS is not responsible for this 2/3 drop in reported
unmet needs. We offer two possible explanations for this decline. One, ADRC staff may have
become more knowledgeable about available resources and were better able to identify potential
services that might meet participants’ needs. Two, this decrease reflects a deterioration in

coding.
EXHIBIT 23: UNMET NEEDS BY POPULATION ‘
All O
Old P POp o
0 0 Ad 0 ' 0
Adult Day Services 5 2 7
Assistive Technology 20 3 10 33
Care Transitions 15 2 23
Home/Vehicle Modifications 3 8 8 19
LTSS/ LTSS Homemaker/Chore Services 33 7 14 54
Funding LTC/LTSS Funding 12 3 8 23
Men_tal Health & Substance Use 4 6 10
Services
Personal Care 58 13 34 105
Respite Care 7 2 4 13
All LTSS/LTSS Funding unmet need contacts 157 38 92 287
o . .
% of population contacts mentlc?nlng LTSS/LTSS 3.6% 3.4% 1.1% 2.0%
Funding unmet need
Housing Housing Assistance 20 11 20 51
Assistance Utility Assistance 4 4
All Housing Assistance unmet need contacts 24 11 20 55
o - - -
% of population contacts r_nentlonlng Housing 0.5% 1.0% 0.2% 0.4%
Assistance unmet need
Benefits Assistance 15 4 8 27
Financial & | Employment 1 1
Benefits Financial Assistance 26 3 28 57
Assistance i
Health Insurance Counseling & 18 4 16 33
Enrollment
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All Other
Unmet Needs Category D::';E:?;Ls Populsa:tlons
Unknown

Prescription Drug Assistance 1 1

All Financial & Benefits Assistance unmet need 61 1 52 124
contacts

% of population contacts mentioning Financial & 1.4% 1.0% 0.6% 0.9%
Benefits Assistance unmet need e =0 0 =0

Caregiving Support 3 1 4 8

Dental Care 1 1 2

Elder Abuse/Exploitation 1 4 5

Food Assistance 10 1 4 15

Other Legal Services 4 4

Transportation 35 4 16 55

Veteran's Assistance 1 1

Youth Transition Services 2

Other 16 2 8 26
All Other unmet need contacts 67 9 42 118
% of population contacts mentioning Other 1.5% 0.8% 0.5% 0.8%
unmet need =20 =0 =20 S0

Total Number of Unmet Need Contacts

Total Percent Total Contacts with Unmet Need

The higher-level category (e.g., LTSS/LTSS funding) total reflects the number of unduplicated
individuals who reported an unmet need within the given population and category. A participant
may be identified for an unmet need in multiple high-level categories, therefore the total unmet
need contacts reflects the total unduplicated count for the population and may be greater than
the sum of the categories.

In addition to documenting services and referrals that the person receives, it is also helpful to
document needs that are not currently able to be met by the LTSS system. This 1) allows the
State to understand where additional funding and programs may be needed to support
individuals with LTSS needs and 2) identifies areas where staff training may be necessary to
better understand available resources. Ongoing training should include training on the unmet
need categories and how unmet need is used to inform the need for new services. Staff should
understand that they are the first line in identifying gaps in the system and should be providing
the State with data to support service requests.
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Outcome Measures

To determine participant satisfaction with the services that the ADRC provides, each agency
distributes a survey to individuals who receive I&R and OC/EOC. These voluntary surveys may
be completed online or via mail and provide feedback on areas including if the participant was
better informed about services and supports; if the referrals they received were helpful; and if
the interaction helped them stay out of a nursing facility. Additionally, surveys capture who is
completing the form, such as the individual receiving services or a family member, and allow
for narrative feedback. These surveys allow the agencies to understand what they are doing well
and how they can improve as they enhance ADRC operations.

In addition to the surveys, we have reviewed the Options Counseling IAPs that were developed
by staff from October 1, 2017 to September 30, 2018. This section discusses the type and
contents of the plans, including the supports that were identified and whether person-centered
goals were incorporated.

I&R Participant Survey

The I&R Survey is sent to individuals who received I&R through the ADRC. Exhibit 24
provides a count of the surveys that were received across the regions, the percentage of all
surveys attributable to each agency, and the percentage of all I&R contacts that resulted in a
completed survey. The ADRCs revised their sampling methodology for this evaluation period
to offer to email the survey to 100% of I&R consumers if they receive an emailed I&R summary
and 50% if they receive a mailed summary. The actual percentage received were 3% this year,
up from 2% last year, however, last year the ADRCs did not start distributing these surveys until
February. During last year’s evaluation period, on average the AAAs received 15 surveys per
month. Despite recommendations in the previous evaluation to increase the number of surveys
received, the average monthly number of surveys fell to just over 13 per month.

These response rates are so low that it is hard to argue that they are a valid sample. In addition,
more than half the sample came from a single ADRC. The low percentage of surveys returned
enhances the potential for survey bias, in which people who have very good or very bad
experiences being more likely to return a survey than those with a response that falls somewhere
in between. We recommend increasing training and oversight to increase the percentage of
surveys received.

There were substantial differences in the number of surveys received relative to the number of
I&R contacts, ranging from a high of 8% to a low of 0%. However, this is consistent with the
2017 evaluation report where there was a range of 0% to 4%. NENAAA had the highest number
of surveys received with 83. AOWN did not receive a survey response, while BRAAA received
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one. Only two agencies had an increase in the number of surveys received; NENAAA (33 in
2017 t0 83 in 2018) and MAAA (10, 12). Because NENAAA received 50 more surveys in 2018,
we recommend that the ADRC Coordinators work with NENAAA to discuss how similar
enhancements can be made statewide.

EXHIBIT 24: 1&R SURVEY RESPONSES BY REGION

% of Surveys

#
Surveys
Received

Total Total I&R  Received as
Surveys Contacts % of I&R
Received Contacts

Aging Office of Western Nebraska (AOWN) 0 0% 561 0%
Aging Partners (AP) 11 7% 694 2%
Blue Rivers Area Agency on Aging (BRAAA) 1 1% 88 1%
Eastern Nebraska Office on Aging (ENOA) 17 11% 861 2%
Midland Area Agency on Aging (MAAA) 12 8% 497 2%
Northeast Nebraska Area Agency on Aging (NENAAA) 83 53% 1,102 8%
South Central Nebraska Area Agency on Aging (SCNAAA) 34 22% 1,277 3%

Exhibit 25 provides a summary of the responses received across the items. Items address the
participant’s experience with the I&R he or she received and include:

2A- | am better informed about options for services and supports
2B- | was given objective, accurate, and complete information

e 2C- The referral(s) were helpful

e 2D- I was clear on how to contact the referral(s) and what to ask for

Survey responses are provided on a 5-point Likert scale, ranging from strongly disagree (1) to
strongly agree (5). All items received an average score of 4.25 or higher, which falls between
agree and strongly agree and is consistent with the 2017 evaluation report findings. An agency-
specific breakdown of the responses can be found in Appendix 3.
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EXHIBIT 25: 1&R SURVEY ITEM RESPONSE SUMMARY

2A- Better 2B- Given obj., 2D- Clear on who
. 2C- Referrals
Response informed about accurate, to contact/what
. . were helpful
services/ supports complete info to ask
1 Strongly Disagree 3% 3% 3% 4%
2 Disagree 3% 3% 3% 2%
3 Neither Agree nor Disagree 3% 3% 7% 6%
4 Agree 43% 40% 36% 39%
5 Strongly Agree 48% 52% 50% 49%
# Responses Received 156 156 143 140
Average Score 4.29 4.35 4.25 4.25

The surveys that were received strongly suggested that participants believed that I&R was
helpful with 91% believing they were better informed about their services and supports; 92%
believing they received objective, accurate, and complete information; 86% reporting the
referrals were helpful; and 88% reporting they were clear about who to talk to and what to ask
when following up on a referral.

Exhibit 26 presents the survey responses received by survey respondent type (e.g., the
participant, a caregiver). Because respondents could select more than one option, for example a
respondent could be both a family member and legal representative, the total for the column
(175) exceeds the number of surveys received (158).

More half the responses came from the person receiving I&R. More than 30% came from a
family member.

EXHIBIT 26: I&R SURVEY RESPONDENT SUMMARY

Individual Completing the Survey # Overall Responses % of Responses

Person plan was made 82 52%
Caregiver 19 12%
Legal Representative 7 1%
Agency Representative 6 4%
Family Member 48 30%
Other 13 8%

In addition to the survey questions, respondents were given the opportunity to provide
comments. These comments were almost entirely positive, and included comments such as:

e |t was awesome. It has been a crazy few days filled with a lot of questions on what to do
with my dad. The information Erin provided was amazing on how to begin the process
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and how the process would work. She was compassionate and answered every question.
She provided a valuable service.

e Our family has been in contact with SCNAAA several times in the past 2 years. They
are always very helpful and have great information. They are a great service in our
community!

e The Staff was very professional and helpful. Afterwards there was a little confusion on
our end but the entire team was very interested in making sure we understood that our
questions and concerns were addressed and answered.

e Hayley did a fantastic job helping us find respite care for my mom. Dad had to go into
the hospital and we needed immediate care for my Mom and were overwhelmed with the
process. Hayley came over, made a ton of calls for us, and helped us find a place for my
Mom to go. She was a huge blessing to my family!

e ADRC is an amazing resource and they have help guide and support our older aging
patients. The support with a caring manor and offer hope to our rural community. They
have helped my own father and many of our patients from the Avera Crofton Clinic.

There was also constructive feedback about how the agencies could improve operations,
including:

e Advertise more! Get your name out there so that family members know who to contact
to seek help to find retirement living options for loved ones.

e Onthe current website, it stated that you have to make an appointment first before being
seen. | called and found out that wasn't the case. Documents were emailed to me for my
review. | did meet with a consultant at ADRC who was very helpful in explaining the
details of their program. I didn't qualify for any assistance. Since | moved to Nebraska
from another state, qualifications are different because of their earned income.

Options Counseling Participant Survey

The voluntary Options Counseling Participant Survey is distributed to individuals who received
OC or EOC from the ADRCs. The survey provides feedback on areas including if the participant
was better informed about services and supports; if the referrals they received were helpful; and
if the interaction helped them stay out of a nursing facility. Additionally, surveys capture who
completed the survey, such as the individual receiving services or a family member, and allow
for narrative feedback.

Exhibit 27 provides a summary of the surveys received across the regions. Unfortunately, there
were only 15 surveys completed, which is not a large enough sample from which to draw
conclusions. The ADRCs increased the percentage of surveys sent from 50% to 100% of
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participants receiving OC and all receiving EOC during this evaluation period. In total, there
were 15 surveys submitted. During last year’s evaluation period there were also 15 completed
surveys, however surveys were not distributed until February 2017. During last year’s
evaluation period, on average the AAAs received just under 2 surveys per month, which was a
concerningly low number. Despite recommendations in the previous evaluation to increase the
number of surveys received, the average monthly number of surveys fell to just over one per
month. We strongly encourage the ADRC Coordinators to work with the AAAS to ensure that
there is a dramatically higher rate of return on the surveys or cease doing satisfaction surveys
altogether. While we present summary findings, the sample size is not sufficient for drawing
any conclusions.

Only 3% of people receiving OC or EOC completed a survey, which, largely because of the fall
in OC and EOC contacts during the 2018 evaluation period, is an increase from the 2017
evaluation report of 1%. We strongly recommend that the ADRC effort increase its efforts to
obtain more complete surveys. Of the 15 OC surveys that were received, NENAAA (7, 47%)
had the highest number of submissions. BRAAA and MAAA did not receive a survey response.
While three agencies (NENAAA, ENOA, and AOWN) had an increase in surveys, the greatest
increase from NENAAA with three additional completed surveys does not indicate that any
AAAs made significant changes to the surveying practices.

EXHIBIT 27: OC SURVEY RESPONSES BY REGION ‘

% of Total
Surveys
Received

Total OC/EOC
Contacts

# Surveys
Received

Surveys
Received as %
of OC Contacts

Aging Office of Western Nebraska (AOWN) 2 13% 58 3%
Aging Partners (AP) 3 20% 63 5%
Blue Rivers Area Agency on Aging (BRAAA) 0 0% 0%
Eastern Nebraska Office on Aging (ENOA) 1 7% 1 100%
Midland Area Agency on Aging (MAAA) 0 0% 63 0%
Northeast Nebraska Area Agency on Aging (NENAAA) 7 47% 127 6%
(Ssogl:clg‘;z?tral Nebraska Area Agency on Aging 5 13% 279 1%
Total 15 100% 541 3%

Exhibit 28 provides a summary of the responses received across the items. Items address the
participant’s experience with the Options Counseling he or she received and include:

e 2A- 1 am better informed about options for services and supports
e 2B- | was given objective, accurate, and complete information
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e 2C- I was actively involved in developing my Individual Action Plan (IAP)
e 2D- My IAP reflects what is important to me

e 2E- Before | contacted the ADRC | was considering going into a nursing facility or other
institution as an option

e 2F- My IAP will help me stay in my home or community setting

Survey responses are provided on a 5-point Likert scale, ranging from strongly disagree (1) to
strongly agree (5). All items, except for 2E- considered going into a nursing facility, received
an average score of 4.2 or higher, which falls between agree and strongly agree and is consistent
with the 2017 evaluation report findings. An agency-specific breakdown of the responses can
be found in Appendix 3.

EXHIBIT 28: OC SURVEY ITEM RESPONSE SUMMARY ‘

2'A- Better 2B- G.lven 2C- Actively 2D- IAP 2.E- 2E- IAP will
informed obj., . . reflects Considered .
involved in . .. help stay in
Response about accurate, ) what is going into
. developing . home or
services/su | complete important NF before .
community
pports
1 Strongly Disagree 0% 0% 0% 0% 15% 0%
2 Disagree 0% 0% 0% 0% 8% 8%
3 Neither Agree nor Disagree 0% 0% 7% 8% 38% 23%
4 Agree 27% 40% 36% 31% 8% 15%
5 Strongly Agree 73% 60% 57% 62% 31% 54%
# Responses Received 15 15 14 13 13 13
Average Score 4.7 4.6 4.5 4.5 3.3 4.2

Although the feedback about Options Counseling was overwhelmingly positive (there were no
negative responses to any of the items), these results should not be used to gauge the actual
effectiveness of the program given the extremely small number of surveys.

A core goal of the ADRC is to support individuals with LTSS needs with remaining in the
community rather than entering an institution. Nearly 40% of the individuals completing the
survey agreed that they were considering going into a nursing facility and only a quarter
appeared to have ruled this out as an option. However, the limited number of surveys prevents
us from making any conclusions.

Exhibit 29 provides a summary of the individuals who completed the OC survey. Respondents
could select more than one option, for example if the respondent was a family member and legal
representative, therefore there were 21 item responses although there were only 15 completed
surveys. Of the 21 total item responses, over three quarters were completed by the person the
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plan was made for (40%) or a family member (40%). Legal representatives and caregiver each
comprised 27% of the responses, and agency representative made up the remaining 7%.

EXHIBIT 29: OC SURVEY RESPONDENT SUMMARY ‘

Person plan was made 6 40%
Caregiver 4 27%
Legal Representative 4 27%
Agency

Representative 1 %
Family Member 6 40%
Other 0 0%

In addition to the Survey questions, respondents could provide comments. This feedback was
entirely positive, and included the following comments:

e | consider Carol Sinner and Mandy Fertig messengers from God. | was facing a
financial burden by having my husband staying at (NAME REDACTED PRIVACY) Care
Center. They welcomed me and suggested (NAME REDACTED FOR PRIVACY) Care
Center in (REDACTED FOR PRIVACY) because my husband is a veteran. Carol made
numerous calls to help us. This was Thursday and on Wednesday my husband was in
the new facility. | love these gals and appreciate all they did for us.

e Erin Davis and Cortney Swanson are so helpful and very efficient. When they say they
are doing something, they do not procrastinate. Thank you both so much!

Review of Options Counseling Action Plans

To understand the quality of plans that were developed during the OC process, we reviewed
each Action Plan that was developed between October 1, 2017 and September 30, 2018. Exhibit
30 summarizes the number of Options Counseling contacts that occurred, the number of Options
Counseling sessions that were initiated in the Trilogy Options Counseling module, and the
number of 1APs that were completed.

Statewide, 88 plans were completed. NENAAA had the highest number of completed plans (27)
followed by Midland (26). Blue Rivers did not complete a single plan, and Aging Partners and
ENOA each completed only one. Of greater concern was that of the 163 OC/EOC contacts, only
106 (65%) had an OC planning session initiated, and only 54% of the 163 individuals received
a plan. This is a slight increase from the 2017 evaluation finding that 59% of participants

November 30, 2018 Page 56



PERFORMANCE ON PROCESS AND OUTCOME

MEASURES

identified as OC or EOC had a planning session initiated and is only a minor increase from the
53% of individuals who received a plan after being identified for OC or EOC. We encourage
the ADRC Coordinators to work with staff to ensure that when a participant is identified as
requiring Options Counseling that the appropriate module in the Trilogy system is used and that
a Plan is completed in or uploaded to the Trilogy system.

EXHIBIT 30: NUMBER OF ACTION PLANS COMPLETED BY REGION FROM OCTOBER 1, 2017
TO SEPTEMBER 30, 2018

0
% %

Identified oC Identified = OC/EOC

Identified % OC
for OC Sessions

Pilot Group asOCor Session for OC Plan that Have Result
EOC Started that Start Developed .
: Plan in Plan
Session
Developed
AP 18 1 6% 1 6% 100%
Aging Partners BR 0 0 0% 0 0% 0%
MAAA 44 38 86% 26 59% 68%
ENOA 1 1 100% 1 100% 100%
NE Nebraska
NENAAA 50 32 64% 27 54% 84%
SCNAAA 30 18 60% 17 57% 94%
SC Nebraska
AOWN 20 16 80% 16 80% 100%
163 | 106 | es% | et | sax | e

While there were fewer plans produced, the plans that were developed were stronger than last
year. The Action Plans are structured so that they first list the participant’s person-centered goals
(a participant can have more than one goal). The plan then lists the action steps necessary to
achieve the goals. These steps should identify: what the step is; who will provide the support;
how much support will be provided; and when the support will be provided. In developing these
action steps, ADRC staff should identify a variety of support sources to meet the individual’s
goals. This includes looking beyond government supports and incorporating family and friends
(unpaid supports) and community services into the plan. For each goal that is developed, staff
identify the sources of support that will be used to achieve the goal and classify these support
sources into one or more of the following categories:

e Government paid

e Privately paid

e Unpaid

e Consumer self-support
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Exhibit 31 provides an overview of the types of support within each of the plans. Exhibit 32
summarizes the number of goals included in the plans and whether the goals are truly person-
centered.

Rows 2-5 of Exhibit 31 display the percent of plans that include at least one goal that identifies
each type of support. Plans may include more than one goal, and goals may utilize more than
one source of support. For example, if an individual’s goal is to attend church, he/she may utilize
support in getting ready for church from both staff paid by Medicaid (government) and family
(unpaid) and use a church-sponsored transit van for transportation (unpaid). This goal would
include two sources of support, government and unpaid.

85% of the plans identified a support source that was funded by a government program. Privately
paid supports were identified in 56% of the plans, consumer self-support in 70%, and unpaid
supports in 75% of the plans. As discussed above, in the development of plans, staff are
encouraged to consider options beyond government funds. Staff appear to be improving in this,
as the number of plans that included government-paid supports decreased from 94% in 2017 to
85% in 2018.

The number of plans using all four sources of support increased from 12% in the 2017 evaluation
to 36%. This indicates that staff are helping individuals use their own funds and unpaid sources
of support to meet their needs. Only 13% of the plans included just one support source, which
is an improvement from the 2017 finding of 42%. About one third included three types of
supports (only 22% in 2017). MAAA the highest proportion of using 3 or more support sources
(77%) across their 26 plans.

EXHIBIT 31: ACTION PLAN SOURCES OF SUPPORT BY REGION ‘

Aging Partners Grou Northeast South Central State
Sources of Supports e P Nebraska Group Nebraska Group Total
included in Action South
Plans Aging Blue Midland Eastern  Northeast Central
Partners Rivers NE \[3
Total number of plans 1 0 26 1 27 17 16 88
Gover“tme”t‘pa‘d 100% | 0% | 100% | 0% | 78% | 8% | 81% | 85%
suppor
Privately paid supports 0% 0% 50% 0% 67% 65% 44% 56%
Unpaid supports 0% 0% 92% 100% 85% 88% 19% 75%
Consumer self-support 0% 0% 58% 0% 67% 100% 75% 70%
1 Support Source 0% 0% 31% 100% 4% 0% 6% 13%
2 Support Sources 100% 0% 8% 0% 7% 0% 31% 11%
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Aging Partners Grou Northeast South Central State
Sources of Supports 8ing P Nebraska Group Nebraska Group Total
included in Action South
Plans Aging Blue Midland Eastern  Northeast Central
Partners Rivers NE NE
3 Support Sources 0% 0% 23% 0% 41% 24% 31% 30%
4 Support Sources 0% 0% 54% 0% 30% 35% 25% 36%

Exhibit 32 summarizes the number goals within a plan and whether the goals were person-
centered. While plans may have only one goal for individuals who have very specific and limited
needs, a person-centered plan is likely to have more than one goal.

EXHIBIT 32: NUMBER OF ACTION PLAN GOALS AND WHETHER GOALS WHERE PERSON-
CENTERED BY REGION

Aging Partners Grou Northeast Nebraska South Central State
ging P Group Nebraska Group Total

Number and Content of

Goals in Action Plans Aging Blue . Eastern Northeast South Western
; Midland Central
Partners Rivers NE NE NE NE
Total number of plans 1 0 26 1 27 17 16 88
Average # of Goals 1.0 0.0 4.2 1.0 2.2 2.7 2.4 2.8
1 Goal 100% 0% 0% 100% 15% 0% 6% 8%
2 Goals 0% 0% 0% 0% 63% 29% 56% 35%
3+ Goals 0% 0% 100% 0% 22% 71% 38% 57%

Plans only with goals that

. . 100% 0% 62% 100% 59% 6% 38% 47%
reiterate services

Plans with goals that
reiterate services and have 0% 0% 35% 0% 30% 41% 50% 36%

person centered goals
Plans only with person
centered goals

0% 0% 4% 0% 11% 53% 13% 17%

The average number of goals per plan increased from 2.2 in the 2017 evaluation to 2.8. The
number of plans that had three or more goals increased from 50% in the 2017 evaluation to 57%,
with MAAA (27 plans, 100%) and SCNAAA (17 plans, 71%) having the highest proportion of
their plans within this category. 8% had only one goal, with ENOA and AP each having their
one plan fall into this category, while 35% had two goals.
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In addition to looking at the number of goals, we also looked at the degree to which goals
reflected a person-centered goal versus a goal that simply reiterated a service. For example, “I
want case management” or “I want to be clean” were classified as reiterating a service. Examples
of person-centered goals include “I want to cope with the death of my spouse” or “I would like
to attend college”.

In the final three rows of Exhibit 32, we classify the plans into the following categories:

e Plans only with goals that reiterate services
e Plans with goals that reiterate services and have person centered goals
e Plans only with person centered goals

Statewide, 47% of plans contained only goals that reiterated services, while 17% contained only
person-centered goals. One agency, South Central (53%), had a majority of their plans include
person centered goals, which shows improvement, as no agencies met this metric in the 2017
evaluation.

The 17% of plans containing only person-centered goals was a significant increase from 8% in
the 2017 evaluation, however the State and ADRC Coordinators should explore options for
providing agencies with person-centered training so that staff gain experience developing
person-centered goals. Many plans included person-centered goals but also included goals such
as “I want Medicaid” or “I want homemaker services”. Plans should:

e Continue to move towards utilizing multiple sources of support, including family and
other unpaid supports, to decrease reliance on government funded LTSS.

e Contain a majority of goals that are either person-centered or person-centered with some
that reiterate services.

e Provide detailed action steps so the individual and other supports can immediately act.

Evolving the ADRC from a Program to a Network

In the Initial Report, we discussed the need for the ADRC to evolve into a NWD network. The
Nebraska Long Term Care Redesign Plan by Mercer, in collaboration with the National
Association of States United for Aging and Disabilities (NASUAD), reinforced this need. In
the Year 2 Report, we discussed the implications of this report and the strengths and challenges
of the ADRC initiative in meeting the requirements for a NWD network as envisioned in the
redesign plan.

The Year 2 Report also identified that several challenges the ADRC faces could be alleviated
by transitioning the pilot into a NWD network. This year, we found that the following noted
challenges remained:
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e The perception that the ADRC was invading the turf of other agencies by serving people
younger than age 60: A NWD initiative could more clearly identify the roles and
responsibilities of all agencies that are part of the network.

e Disability partners see the ADRC initiative as a AAA program: A NWD network
initiative could allow these agencies to see themselves as full partners.

e The data being collected by the ADRC initiative only reflects a fraction of the assistance
and counseling that is being provided to people with disabilities: A NWD network could
standardize data collection across agencies and provide a picture of the total amount of
support being provided.

e The ADRC effort has limited ability to streamline access to LTSS: A NWD network
initiative would include (and in some cases, be led by) State agencies. This could allow
for major changes in access processes that could make the system much more efficient.

Integrating and expanding the ADRC into a larger network is a major thrust of the Action Plan
included in Appendix 4. The plan sets goals for clarifying the roles of the disability partners
and more strongly integrating them into a network. The ADRCs should consider enhancing the
Action Plan’s ability to facilitate the transition of the ADRCs into a NWD network by adding
the following tasks:

e Standardizing data definitions across disability partners to allow the development of
reports that show all I&R and Options Counseling provided.

¢ Include disability partners in efforts to draw down Medicaid administrative match and
use this funding as an incentive for participation in the network.

e Work with State agencies to determine ways to streamline access to supports and
minimize duplication. These efforts could include standardizing and integrating
assessment tools and refining workflows so that the network serves as a front door for
services overseen by the State.

Integrating AAA and ADRC functions

In the first two reports, we identified that a central challenge to establishing the ADRC as a
permanent program was to clarify the role of the ADRC versus the AAA. We phrased the
following questions, “Is the ADRC another AAA program or subsidiary? Or is the ADRC a
paradigm or different way of doing business that will transform all or some of the AAA
operations?”

Our September 2017 site visit revealed that for most of the AAAs, the ADRC was operating as
another AAA program, which created problems with duplication of services between the AAA
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I&A and the ADRC I&R and the AAA Care Management and the ADRC Enhanced Options
Counseling.

The Year 2 report recommended that the AAAs identify all functions the AAA provides
(including those that are part of the ADRC pilot) that should be part of the ADRC or NWD
network and integrate them to eliminate redundancies and clarify who should receive what
services and supports. In the past year, the AAAs have begun to adopt many of the
recommendations we made in that report:

e The AAAs have been making progress establishing protocols so that all calls for
assistance go through an integrated process that screens and triages individuals to the
most appropriate service. Completing this process is Goal 9 of the ADRC Action Plan.

e The AAAs are moving towards integrating AAA I&A and ADRC I&R staff, though, as
the data shows, there is substantial room for improvement.

e The AAA and the ADRC services are being integrated into a tiered level of service. In
addition to combining I&A and I&R, the ADRCs are eliminating Enhanced Options
Counseling and rethinking how to assign people to Care Management so that it does not
duplicate Options Counseling. We recommend that this restructuring of Care
Management be more clearly included in the Action Plan (Goal 9 only discusses creating
a screening protocol that includes Care Management).

e The AAAS/ADRCs have become more flexible about providing these services to
younger adults.

Developing a Sustainability Plan that Minimizes the need for Additional State Funding

In the Initial Report, we discussed how offering person-centered Options Counseling to all
individuals potentially in need of LTSS would likely require increased funding because: 1) there
are gaps in the current system (e.g., little funding to provide counseling to non-Medicaid eligible
younger adults with disabilities) and 2) person-centered Options Counseling likely requires
more time and resources than traditional AAA I&A. In that report, we recommended the
creation of a sustainability plan that:

e Projected the potential need for the ADRC services and created estimates of the costs to
provide these services. These estimates would identify the gap between the available
funding and the needed funding.

e Developed sustainable and diverse sources of funding, including:

1. Existing funding: The plan should identify existing funding, such as Older
Americans Act Title 111, AAA Care Management, and local funding that can be
integrated into the ADRC effort.
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2. Medicaid administrative claiming: Many of the activities performed by the ADRC
could qualify for matching funds (likely at a 50/50 rate) through Federal Financial
Participation (FFP) because they could be considered as Medicaid-related. For
example, Medicaid FFP pays for more than one-third of the funding for Wisconsin’s
ADRCs. The existing funding, including the AAA Care Management spending
(which is all State funds), could be used as match for these programs.

3. Other funding opportunities: The ADRC initiative should explore capitalizing on
the infrastructure being built for this effort to secure additional sources of funding.
By standardizing and strengthening operations across AAAS, enhancing quality
management and oversight, and adopting a person-centered approach, the AAAs are
in a stronger position to obtain contracts and/or engage in common marketing for
funding opportunities, such as:

e Medicaid-managed care Choice Counseling — Under CMS’ managed care
rules, states must offer independent Choice Counseling to individuals
considering or enrolled in Medicaid managed care. The AAAs will be in a
stronger position to pursue this opportunity either for existing or future
Medicaid managed care. This will be especially important if the State folds
more LTSS into managed care.

e Hospital transition — CMS has enacted rules that create incentives to reduce
re-hospitalizations and proposed rules that require enhanced person-centered
discharge planning. The AAAs acting as ADRCs should explore developing
contracts to supply enhanced discharge planning and/or transition support
after a discharge.

4. Private pay: — The ADRCs could offer Enhanced Options Counseling and ongoing
case management as a private pay service.

In addition, we recommended that the ADRCs establish relationships and collect data to justify
State investment. This would include developing measures that could demonstrate that the
ADRC saves the State money by:

e Preventing or delaying the use of Medicaid LTSS by assisting people in developing
plans for meeting these needs using their own resources.

e Demonstrating that the ADRCs are reducing burden on State agencies or other programs
funded by the State. For example, as part of their intake and routing processes, the
ADRC:s could establish processes that more accurately target assessments for Medicaid
waivers, reducing the number of unnecessary assessments. This would save the State
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money and prevent individuals from having to go through assessments that result in
denials.

During this year’s review we found that little progress had been made with developing
sustainability plans until the ADRC was established as a permanent program. Since that time,
the following steps have been taken:

e Individual ADRCs have begun to think about the additional staffing they will need to
meet the demand they expect to receive.

e The SUA has begun the process of securing a contractor to support the development of
administrative claiming infrastructure.

e The SUA and the AAAs met with representatives from Medicaid on administrative
claiming and Medicaid assigned a point-of-contact for this effort.
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Summary of the Recommendations

The ADRC initiative has established standardized operations that are being followed by each of
the sites. Staff at these sites are generally following the agreed upon models. We recommend
making the following changes to enhance current ADRC operations by:

e Informing Callers of Their Rights and Documenting Eligibility Counseling and
Financial Prescreening- Only 27% of Options Counseling contacts had informed
consent and confidentiality of rights documented. While this is an increase from 12%
during the previous evaluation period, this is an important component as the process
proceeds past basic information, and the ADRC Coordinators should work with staff to
ensure they are clear about the information to provide. While 73% of individuals
received some sort of eligibility counseling, based on our conversations with staff we
expected that this number would be significantly higher given the tasks that ADRC staff
described performing. We recommend that staff are trained to document this information
for each encounter.

e Increasing the Number of I&R and OC Surveys- To increase the number of I&R and
OC surveys completed, we recommend increasing sampling, training on when to provide
the survey, and monitoring of the number of surveys received.

e Increasing the Number of Contacts Documented as Options Counseling that
Receive a Plan- Only 54% of individuals who were documented as receiving Options
Counseling had an IAP developed, and only 65% had an Options Counseling session
initiated in Trilogy. The ADRC Coordinators should ensure that there are clear
guidelines for when an 1AP should be complete and should provide tracking of Options
Counseling contacts and IAPs completed within the monthly reports.

e Refine ADRC Service Categories to Address Support that Does Not Fall within
Existing ADRC Service Definitions- In the 2017 report we identified two new potential
ADRC services: 1) Extensive assistance provided to individuals who are challenging to
support and are not receiving assistance from another agency; and 2) Assistance
provided to individuals who are currently being served by one or more other agencies.
We encourage the SUA and the ADRCs to explore whether refinements to the model are
still necessary after the integration of the AAAs and ADRCs is completed.

e Adding the Ability to Capture I&R Plans within Trilogy- We saw no examples of
I&R plans. If they are being created, staff are using paper forms that are not uploaded
or integrated within the Trilogy automated system. The ability to upload and track I&R
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plans will be another crucial measure to determine the outcome and effectiveness of I&R
interactions.

The ADRC initiative has strengthened its relationship with its disability partners, especially at
the local level. We recommend enhancing these relationships by:

e Strengthening and Clarifying the Roles of the Advisory Councils- Similar to the 2017
review, disability partners shared that the local Advisory Councils are streamlined and
productive, while the purpose of the State Advisory Council meetings are less clear and
can be redundant with the local meetings. The State should develop a written policy that
more clearly sets expectations for both the State and local Advisory Councils. These
policies should help members understand their roles and opportunities to provide
feedback.

e Streamlining Meetings with Local Partners- The Disability Partners shared that they
saw tremendous value in the local Advisory Committee meetings, however suggested
that many other meetings with similar membership and relevant discussions are often
occurring. They suggested to enhance coordination and participation by merging these
meetings. We would encourage the ADRC Coordinators to work with the ADRC staff
to determine the best path to streamline these local meetings.

e Formalizing Partnerships with Community Partners- While we did see evidence of
the ADRC working collaboratively with disability partners, we did not observe progress
being made in the previous reports’ recommendation of translating relationships with
disability and other community partners into ongoing policies and procedures and
written agreements. These written agreements can be policies for cross-training and who
and how to refer that are reviewed and agreed upon by all parties impacted. Eventually
it would be helpful to have the agreements captured in a contract or updated
Memorandum of Understanding (MoU) or a similar document.

We recommend that the ADRC initiative enhance staff training by:

e Continuing the Development of Standardized Training Topics- While there has been
some progress in developing regular trainings for AAA staff, we encourage that the
ADRC Coordinators continue to work with the AAAs/ADRCs to identify additional
areas for training. Training topics that should receive special focus include:

o Development of person-centered plans and goals

o Tracking follow-up in Trilogy

o How to provide and track discussions around informed consent, confidentiality
rights, and eligibility counseling

o Tracking unmet need in Trilogy
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Training could also be enhanced by:

e Clarifying the Differences Between Options Counseling and Care Management-
During our interviews with the AAAs in September 2018, the triage to Options
Counseling or Care Management varied from site to site, with the majority not having a
standardized process. For example, several agencies said that the triage depends on the
intensity and duration of the support provided, while others said that the services that are
requested are the only factor in this triage. Additionally, we saw that there was a 36%
decrease in the number of Options Counseling contacts in this report when compared
with the 2017 report. This suggests that while the differences between I&R and Options
Counseling are clearer, one of the core services of the ADRC, Options Counseling, is
decreasing and may be being counted as care management. As the ADRC becomes
further integrated with the AAAs, the operations will need to be clarified to avoid
redundancies and ensure callers are triaged appropriately.

e Supplementing Training with Intra- and Inter-agency Peer Review of Action Plans-
During the September 2017 HCBS Strategies site visit, we recommended that ADRC
staff meet regularly to review Action Plans and the development of person-centered
goals. These reviews could occur within and across agencies. Staff at all agencies said
that they felt this would be valuable. We repeat this recommendation in this report.

We recommend that the ADRC program evolve into a component of a larger NWD network
consistent with the vision included in the Long Term Care Redesign Plan. Achieving this vision
will involve the following changes:

e Expanding the Relationships with the Disability Partners into a No Wrong Door
Network- This task will includes strengthening the network to include State agencies
and more central roles for the disability partners.

e Expand Sustainability Efforts Including Medicaid Administrative Claiming- The
ADRC sustainability plans should be expanded to include funds available from and for
other components of the NWD network.
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Appendix 1: Current ADRC Tools

Current versions of tools that have been developed for the ADRCs can be found in the ADRC
Forms Manual below and include:

e ADRC Forms Manual
e ADRC Operations Manual
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APPENDIX 2: ADRC ADVISORY COUNCIL

STRUCTURE AND MEMBERSHIP
Appendix 2: ADRC Advisory Council Structure and Membership

This Appendix provides membership, attendees, and structure of the Statewide Advisory
Council.
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ADRC Statewide Advisory Committee

Agency

Representative

E-mail

AARP

Jina Ragland

jragland@aarp.org

Arc of Nebraska

Edison McDonald

edison@arc-nebraska.org

Brain Injury Alliance

Peggy Reisher

peggy@biane.org

DD Council

Kristen Larsen

kristen.larsen@nebraska.gov

Developmental
Disabilities Division

Tony Green

tony.green@nebraska.gov

DHHS-Lifespan

Sharon Johnson

sharon.J.Johnson@nebraska.gov

Respite/DPFS

Disability Rights Brad Muerrens brad@drne.org

Nebraska

Division of Jude Dean jude.dean@nebraska.gov

Behavioral Health

Early Development

Julie Docter/

laurie.miller@nebraska.gov

Network Laurie Miller

Easter Seals Angie Howell ahowell@ne.easterseals.com
Independence Irene Britt ibritt@cilne.org

Rising

League of Human

Mike Schafer

mschafer@leagueofhumandignity.com

Dignity Kathy Kay kkay@leagueofhumandignity.com

Legislature/NASP Kate Bolz bolznasp@gmail.com

Medicaid Kathy Scheele kathy.scheele@nebraska.qov
Karen Houseman | karen.houseman@nebraska.gov

Munroe-Meyer Mark Smith msmitha@unmc.edu

NCBVI Larry Roos Larry.roos@nebraska.gov

NCDHH John Wyvill john.wyvill@nebraska.gov

PTI Nina Baker nbaker@pti-nebraska.org

Statewide Ind. Kathy Hoell kathy@nesilc.org

Living Council

VR Keri Bennett keri.bennett@nebraska.gov
AAA Directors Cheryl Brunz

Rod Horsley

Connie Cooper

Casey Muzik

8.8.18
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ADRC Statewide Advisory Committee

Randy Jones
Zoe Olson
Dennis Loose

SUA Reps Cynthia
Brammeier
Doug Bauch
Amy Hochstetler
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APPENDIX 3: REGIONAL ANALYSIS OF THE I&R AND

OC PARTICIPANT SURVEYS

Appendix 3: Regional Analysis of the I&R and OC Participant
Surveys

Appendix 3 Exhibits 1-4 provide a regional analysis of the following items from the I&R
Participant survey:

e 2A- | am better informed about options for services and supports

e 2B- | was given objective, accurate, and complete information

e 2C- The referral(s) were helpful

e 2D- I was clear on how to contact the referral(s) and what to ask for

EXHIBIT 1- I&R ITEM 2A RESPONSE SUMMARY BY REGION

Response BRAAA ENOA MAAA NENAAA SCNAAA ‘
Strongly Disagree
Disagree
Neither Agree nor Disagree
Agree

Strongly Agree

# Responses Received

Average Score

EXHIBIT 2- I&R ITEM 2B RESPONSE SUMMARY BY REGION

Response BRAAA ENOA MAAA NENAAA SCNAAA
Strongly Disagree
Disagree
Neither Agree nor Disagree
Agree

Strongly Agree

# Responses Received |

Average Score

EXHIBIT 3- I&R ITEM 2C RESPONSE SUMMARY BY REGION

Response AOWN AP BRAAA ENOA MAAA  NENAAA SCNAAA
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APPENDIX 3: REGIONAL ANALYSIS OF THE I&R AND

OC PARTICIPANT SURVEYS

Strongly Disagree 0% 0% 6% 0% 5% 0%
Disagree 0% 0% 12% 0% 3% 3%
Neither Agree nor Disagree 0% 0% 12% 25% 5% 9%
Agree 18% 0% 29% 0% 52% 15%
Strongly Agree 82% 100% 41% 75% 35% 73%

# Responses Received 0 11 1 17 4 77 33
Average Score 0 4.8 5.0 3.9 4.5 4.1 4.6

Response BRAAA ENOA MAAA NENAAA SCNAAA
Strongly Disagree
Disagree
Neither Agree nor Disagree
Agree

Strongly Agree

# Responses Received

Average Score

Appendix 3 Exhibits 5-10 provide a regional analysis of the following items from the OC
Participant survey:

e 2A- | am better informed about options for services and supports

e 2B- | was given objective, accurate, and complete information

e 2C- | was actively involved in developing my Individual Action Plan (IAP)
e 2D- My IAP reflects what is important to me

e 2E- Before | contacted the ADRC | was considering going into a nursing facility or other
institution as an option

e 2F- My IAP will help me stay in my home or community setting

EXHIBIT 5- OC ITEM 2A RESPONSE SUMMARY BY REGION

Response BRAAA ENOA MAAA NENAAA  SCNAAA
Strongly Disagree 0% 0% 0% 0% 0%
Disagree 0% 0% 0% 0% 0%
Neither Agree nor Disagree 0% 0% 0% 0% 0%
Agree 0% 0% 0% 57% 0%
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Neither Agree nor Disagree

Strongly Agree

APPENDIX 3: REGIONAL ANALYSIS OF THE I&R AND

OC PARTICIPANT SURVEYS

5 Strongly Agree 100%

# Responses Received 2

Average Score 5.0

100% 100% 43% 100%
3 1 7 2
5.0 5.0 4.4 5.0

Response
Strongly Disagree

ENOA MAAA NENAAA

SCNAAA

Disagree

Agree

# Responses Received

Average Score

Response
Strongly Disagree 0%

Disagree 0%

Neither Agree nor Disagree 0%

Agree 0%

Strongly Agree 100%

# Responses Received | 2

Average Score 5.0

AP ENOA MAAA NENAAA @ SCNAAA
0% 0% 0% 0%
0% 0% 0% 0%
0% 0% 17% 0%
33% 0% 67% 0%
67% 100% 17% 100%
3 1 6 2
4.7 5.0 4.0 5.0

EXHIBIT 8- OC ITEM 2D RESPONSE SUMMARY BY REGION

Response
Strongly Disagree 0%

ENOA MAAA NENAAA

SCNAAA

Disagree 0%

Neither Agree nor Disagree 0%

Agree 0%

Strongly Agree 100%

0% 0% 0% 0%

0% 0% 0% 0%

0% 0% 20% 0%
33% 0% 60% 0%
67% 100% 20% 100%
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APPENDIX 3: REGIONAL ANALYSIS OF THE I&R AND

OC PARTICIPANT SURVEYS

# Responses Received 2 3 0 1 0 5 2
Average Score 5.0 4.7 5.0 4.0 5.0

EXHIBIT 9- OC ITEM 2E RESPONSE SUMMARY BY REGION

SCNAAA

Response BRAAA' ENOA MAAA NENAAA

Strongly Disagree

Disagree

Neither Agree nor Disagree
Agree

Strongly Agree

# Responses Received

Average Score

Response
Strongly Disagree
Disagree
Neither Agree nor Disagree
Agree

Strongly Agree

# Responses Received

Average Score
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Appendix 4. ADRC Action Plans
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ADRC Action Plan: Draft 10/1/18

Nebraska Aging and Disability Resource Center (ADRC) Mission: The mission of the NE ADRC is to support seniors, persons with disabilities, their
families and caregivers by proving useful information, assistance, and education on community services and long-term care services and
support options while at all times respecting the rights, dignity and preferences of the individual.

Nebraska ADRC Target Population: Eligible individual means a person “who has lost, never acquired, or has one or more conditions that affect his
or her ability to perform basic activities of daily living that are necessary to live independently.” (LB 793)

ADRC Partnerships: The Nebraska Association of Area Agencies on Aging (NE4A) of which Aging Office of Western Nebraska, Aging Partners,
Eastern Nebraska Office on Aging, Blue Rivers Area Agency on Aging, Northeastern Nebraska Area Agency on Aging, South Central Nebraska Area
Agency on Aging, and Midland Area Agency on Aging are members has established partnerships with the following organizations (ADRC Disability
Partners) serving individuals with congenital and acquired disabilities:

e Munroe-Meyer Institute at UNMC

e Nebraska VR

e Disability Rights Nebraska

e League of Human Dignity

e Easterseals Nebraska

e Brain Injury Alliance of Nebraska

e Arc of Nebraska

Additionally, NE4A contracts with Fritz & O’Hare Associates to serve as ADRC Project Coordinators.

Overview

The Nebraska ADRC Action Plan is designed to advance the NE ADRC pilot created in 2016 legislation (LB320) to permanent status, as promulgated
in 2018 legislation (LB 793). The experience, lessons learned, work teams, procedure documentation (ADRC Operations Manual, ADRC
Dashboard Manual, ADRC Forms Manual) and agency-specific protocols developed during the NE ADRC pilot project will be built upon to
further develop the NE ADRC.

Of utmost importance is the LB 793 requirement to “establish a partnership with one or more lead organizations that specialize in serving persons

with congenital and acquired disabilities.” To that end, the NE4A has established a partnership with the agencies (ADRC Disability Partners)
listed above.
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ADRC Action Plan: Draft 10/1/18

An ADRC Leadership Team (AAAs, Disability Partners, Project Coordinators) are jointly developing this NE ADRC Action Plan and what follows is the
work accomplished as of October 2018. The Leadership Team will continue to refine and revise the Action Plan in upcoming months and begin
work on goals/actions steps as soon as possible.

Definitions

ADRC: “A community-based entity established to provide information about long-term care services and support and to facilitate access to
options counseling to assist eligible individuals and their representatives in identifying the most appropriate services to meet their long-
term care needs.” (LB 793)

ADRC Leadership Team: AAA Directors, Disability Partners, Project Coordinators

ADRC Statewide Advisory Committee: Committee established to provide on-going advice and support to the ADRC; membership inclusive of
state agencies, advocacy organizations, AAA Directors, and disability partners

Community Resources/Services: Resources and services available at the local level

Dashboard: Software program administered by the State Unit on Aging (SUA) used to record consumer information and ADRC service
delivery

Disability Partners: Agencies who have signed on as ADRC partners-Disability Rights Nebraska, Easterseals Nebraska, Munroe Meyer
Institute, Brain Injury Alliance, Nebraska VR, League of Human Dignity, Arc of Nebraska

Local providers: providers of aging and disability services at the local level

Options Counseling: “A service that assists an eligible individual in need of long-term care and his or her representatives to make informed
choices about the services and settings which best meet his or her long-term care needs and that uses uniform data and information
collection and encourages the widest possible use of community-based options to allow an eligible individual to live as independently as
possible in the setting of his or her choice.” (LB 793)

Abbreviations

AAA: Area Agency on Aging

ADRC: Aging and Disability Resource Center

I&R: Information & Referral

NE4A: Nebraska Association of Area Agencies on Aging
SUA: State Unit on Aging
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ADRC Action Plan: Draft 10/1/18

ADRC Goals

Goal 1: Consistent language that clearly identifies AAAs and Disability Partners as part of the ADRC is developed and documented.
Estimated Completion Date: 2/1/19

Goal 2: An ADRC model integrating Disability Partners into the delivery of ADRC services (Information & Referral, Options Counseling-
currently being delivered solely by AAA) is created.

Estimated Completion Date: 4/1/19

Goal 3: ADRC Statewide Advisory Committee continues to provide advice and support on ADRC operations and outcomes.
Estimated Completion Date: 5/1/19

Goal 4: Current outreach plans and efforts for educating consumers, caregivers, state and local providers, and advocacy organizations
on ADRC services are built upon to include Disability Partners.

Estimated Completion Date: 7/1/19

Goal 5: The ADRC online resource listing is accurate and up-to-date.
Estimated Completion Date: 7/1/19

Goal 6: Disability Partner & AAA staff providing ADRC services are trained in the consistent and uniform delivery of ADRC services.
Estimated Completion Date: 9/1/19

Goal 7. The ADRC is financially stable, including pursing Medicaid administrative claiming.
Estimated Completion Date: 9/1/19

Goal 8: Disability Partners perform ADRC functions and/or services as identified in their individualized contracts with NE4A.
Estimated Completion Date: 10/1/19
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ADRC Action Plan: Draft 10/1/18

Goal 9: Individuals are seamlessly and confidentially referred to local providers and community resources/services through Disability
Partners & AAAs.

Estimated Completion Date: 10/1/19

Goal 10. All calls coming to AAAs route through a unified process.
Estimated Completion Date: 10/1/19

Goal 11. ADRC service documentation (on the dashboard, I&R Plans, and Action Plans) is complete, accurate, and timely.
Estimated Completion Date: 10/1/19

Goal 12: ADRC materials are accessible to all individuals in alternate formats and languages.
Estimated Completion Date: 11/1/19

Goal 13: Referral sources such as hospital discharge planners and nursing home social workers utilize ADRC services to assist
consumers. Estimated Completion Date: 1/1/20
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ADRC Action Plan: Draft 10/1/18

ADRC Milestones & Timeline
Figure 1 ADRC Milestones & Timelines

10/1/2019
Disability
Partners
5/1/2019 Deliver 1/1/2020
2/1/2019 Statewide 7/1/2019 0/1/2019 ADRC Train Discharge 7/1/2020
Partner Advisory Online . ) Services Planners & Medicaid
Language Committee Resource ~_Orentation (G7,8,9,10) Social Workers Administrative
Created (G1) Expanded (G3) Updated (G5) 1raining (G6) (G12) Claiming (G13)
|
|
4/1/2019 7/1/2019 10/1/2019 1/1/2020 4/1/2020
1/1/2019 7/1/2020
4/1/2019 7/1/2019 11/1/2019
Integrated Expanded ADRC
ADRC Outreach (G4) Materials
Model Revised (G11)

G=Goal Created(G2)
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ADRC Action Plan: Draft 10/1/18

Goal 1: Consistent language that clearly identifies AAAs and Disability Partners as part of the ADRC is developed and documented. Estimated
Completion Date: 2/1/19

Action Steps Lead Timeline Obstacles State Guidance
Needed

Develop Language Reflecting ADRC Partners
1.1 Explore ADRC language other states are using when ADRC Leadership Team 1/1/19

referring to AAAs and Disability Partners
1.2 Discuss the language as it relates to the incorporation ADRC Leadership Team 2/1/19

of Disability Partners into the delivery of ADRC services
1.3 Adopt language ADRC Leadership Team 2/1/19
Document Language
1.4 Document language and include in ADRC Operations ADRC Project Coordinators 7/1/19

Manual

Goal 2. An ADRC model integrating Disability Partners into the delivery of ADRC services (Information & Referral, Options Counseling-
currently being delivered solely by AAA) is created.
Estimated Completion Date: 4/1/19

Action Steps Lead Timeline Obstacles State Guidance
Needed

Research Other States

2.1 Research other states to identify how agencies ADRC Leadership Team 1/1/19
delivering disability services and aging services are
integrated in the delivery of ADRC services.

2.2 Discuss results with ADRC Leadership Team. ADRC Leadership Team 1/1/19
2.3 Develop model integrating the delivery of ADRC ADRC Leadership Team 3/1/19
Services with AAA & Disability Partners
2.4 Present model to SUA ADRC Leadership Team 4/1/19 X
Document Model
2.5 Document developed model in the ADRC Operations ADRC Project Coordinators 7/1/19
Manual
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ADRC Action Plan: Draft 10/1/18

Goal 3: ADRC Statewide Advisory Committee continues to provide advice and support on ADRC operations and outcomes.
Estimated Completion Date: 5/1/19

Action Steps Lead Timeline Obstacles State Support
Needed

Recruit Consumers for ADRC Statewide Advisory Committee Membership
3.1 Develop list of potential consumer representatives ADRC Leadership Team 2/1/19
3.2 Contact potential consumer representatives Project Coordinators 3/1/19
3.3 Inservice consumer representatives Project Coordinators 5/1/19
Determine New Meeting Schedule/Location
3.4 Discuss current quarterly meeting schedule & decide upon ADRC Leadership Team 2/1/19

meeting schedule going forward
3.5 Discuss potential meeting locations & decide upon location ADRC Leadership Team 2/1/19  Meeting Room

going forward Costs

Goal 4: Current outreach plans and efforts for educating consumers, caregivers, state and local providers, and advocacy organizations on
ADRC services are built upon to include Disability Partners.

Estimated Completion Date: 7/1/19

Action Steps Lead Timeline Obstacles State Support
Needed
Form ADRC Outreach Team
4.1 Develop Charter for Outreach Team ADRC Leadership Team 3/1/19
4.2 Seek membership for Outreach Team including representatives | Project Coordinators 4/1/19 X

from SUA, Statewide Advisory Committee, Disability Partners,
Consumers, AAAs
Implement Outreach Team According to Charter
4.3 Build upon Outreach Plan to include state and local events ADRC Outreach Team 5/1/19
such as presentations at conferences, meetings and
distribution of printed materials and website postings
4.4 Develop printed material and distribute at state and local level | ADRC Outreach Team 6/1/19 | Limited funding
4.5 Implement Outreach Plan ADRC Outreach Team 7/1/19
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ADRC Action Plan: Draft 10/1/18

Action Steps Lead Timeline Obstacles State Support
Needed
4.6 Track outreach events & report to ADRC Leadership Team Project Coordinators 7/1/19
Goal 5: The ADRC online resource listing is accurate and up-to-date.
Estimated Completion Date: 7/1/19
Action Steps Lead Timeline Obstacles State Support
Needed
Review Online Resource Listing
5.1 Develop protocol for reviewing online resource listing Quality Assurance 3/19
Team
5.2 Implement protocol for reviewing online resource listing AAAs & Disability 4/19
Partners
5.3 Monitor online resource listing reviews Quality Assurance Ongoing
Team
5.4 Submit changes to SUA AAAs & Disability Ongoing
Partners
Document Protocol
5.5 Document protocol in existing Operations Manual 7/19

Goal 6: Disability Partner & AAA staff providing ADRC services are trained in the consistent and uniform delivery of ADRC services.

Estimated Completion Date: 9/1/19

Action Steps Lead Timeline Obstacles State Support
Needed
Increase Membership to Current ADRC Training Team
6.1 Seek representatives from SUA & Disability Partners to join the | Project Coordinators 3/1/19 X
existing ADRC Training Team
Develop Orientation Training Plan
6.2 Establish core competencies for staff delivering ADRC services | ADRC Training Team 4/1/19
6.3 Review current orientation training opportunities being ADRC Training Team 4/1/19

provided at agency level

Page 8 of 14



ADRC Action Plan: Draft 10/1/18

Action Steps Lead Timeline Obstacles State Support
Needed
6.4 Research additional training opportunities ADRC Training Team 5/1/19
6.5 Develop ADRC orientation training requirements ADRC Training Team 6/1/19
6.6 Train Staff as Needed Project Coordinators 9/1/19
6.7 Document orientation requirements in existing ADRC ADRC Training Team 7/1/19
Operations Manual
Goal 7: Disability Partners perform ADRC functions and/or services as identified in their individualized contracts with NE4A.
Estimated Completion Date: 10/1/19
Action Steps Lead Timeline Obstacles State Support
Needed
Determine Core Functions/Services to be Completed by Disability Partners
7.1 Discuss core functions (training, Quality Assurance, Consumer | ADRC Leadership Team 3/1/19
Review, I&R Database, Outreach, etc.) each individual
Disability Partner will perform
7.2 Discuss ADRC services (I&R & OC) each Disability Partner will ADRC Leadership Team 3/1/19
perform
7.3 Discuss Disability Partners’ service delivery and core function ADRC Leadership Team 3/1/19 X
role with SUA
Establish Protocols-Cross-Referrals, Documentation, Work Flow
7.4 Develop protocols for cross-referrals between Disability ADRC Leadership Team 7/1/19
Partners delivering ADRC services & AAAs
7.5 Develop protocols for documentation (Dashboard & forms) ADRC Leadership Team 7/1/19
requirements for Disability Partners delivering ADRC services
7.6 Develop service delivery work flow incorporating Disability ADRC Leadership Team 7/1/19
Partners into the current ADRC work flow
Determine Funding Scale
7.7 Determine Payment Scale for Service Delivery by Disability NE4A & Disability 8/1/19

Partners
Train Staff

Partners
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ADRC Action Plan: Draft 10/1/18

Action Steps Lead Timeline Obstacles State Support
Needed
7.8 Train Disability Partner and AAA staff on work flow and Project Coordinators 9/1/19
protocols
7.9 Train Disability Partner staff on ADRC delivery of services & Project Coordinators 9/1/19 X
documentation requirements (Dashboard & forms)
7.10 Provide Disability Partners with training on ADRC functions | Project Coordinators 9/1/19

(Quality Assurance, Consumer Review, I&R Database,
Outreach, etc.) so they can fulfill their roles in participating
more fully in the ADRC

Documentation

7.11 Revise existing ADRC Operations manual to reflect changes 10/1/19
to work flow

Service Delivery

7.12 Disability Partners begin delivering ADRC services and Disability Partners 10/1/19

functions

Goal 8: Individuals are seamlessly and confidentially referred to local providers and community resources/services through Disability
Partners & AAAs.

Estimated Completion Date: 10/1/19

Action Steps Lead Timeline Obstacles State Support
Needed

Revise Referral Protocols & Confidentiality Practices as Needed-AAAs
8.1 Strengthen existing protocols for referrals to local providers AAAs 3/1/19

and community resources
8.2 Review confidentiality practices AAAs 3/1/19
8.3 Revise protocols & practices as needed AAAs 5/1/19
Revise Referral Protocols & Confidentiality Practices to Include ADRC Referrals as Needed-Disability Partners
8.4 Strengthen existing protocols for referrals to local providers Disability Partners 5/1/19

and community resources
8.5 Review confidentiality practices Disability Partners 5/1/19
8.6 Revise protocols & practices as needed Disability Partners 7/1/19
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ADRC Action Plan: Draft 10/1/18

Action Steps Lead Timeline Obstacles State Support
Needed

Establish MOUs with Local Providers & Community Resources/Services Providers As Needed

8.7 Identify common referral sources AAAs & Disability 5/1/19
Partners

8.8 Meet with common referral sources to determine if formal AAAs & Disability 6/1/19

agreement is necessary Partners

8.9 Develop formal agreement, if needed AAAs & Disability 10/1/19

Partners
Goal 9. All calls coming to AAAs route through a unified process.
Estimated Completion Date: 10/1/19
Action Steps Lead Timeline Obstacles State Support
Needed
Develop Unified Process for Taking all Calls-AAAs
9.1 Create a work flow chart for incoming calls with written AAAs 3/1/19
explanation

9.2 Train all staff on work flow chart AAAs 5/1/19

Develop/Implement Screening Protocol for I&R, Options Counseling & Care Management Based on SUA Taxonomy-AAAs

9.3 Research other states’ screening tools Quality Assurance 5/1/19
Team

9.4 Research AAA current practice Quality Assurance 5/1/19
Team

9.5 Review SUA taxonomy & guidance Quality Assurance 5/1/19 X
Team

9.6 Develop screening tool Quality Assurance 7/1/19
Team

9.7 Train staff on screening tool AAAs 9/1/19

9.8 Document in ADRC Operations Manual and Forms Manual Project Coordinators 10/1/19

Develop/Implement Protocol for Transferring Calls from AAAs to Disability Partners

9.9 Review case scenarios to determine which calls to route to ADRC Leadership Team 7/1/19

Disability Partners
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ADRC Action Plan: Draft 10/1/18

Action Steps Lead Timeline Obstacles State Support
Needed
9.10 Discuss specialty areas of Disability Partners ADRC Leadership Team 7/1/19
9.11 Determine which calls will be transferred to which ADRC Leadership Team 7/1/19
Disability Partners
9.12 Develop protocols on transferring calls Quality Assurance 8/1/19
Team
9.13 Train staff on protocols AAAs & Disability 9/1/19
Partners
9.14 Implement transferring calls to Disability Partners AAAs & Disability 10/1/19
Partners
9.15 Document protocols in ADRC Operations Manual Project Coordinators 10/1/19

Goal 10. ADRC service documentation (on the dashboard, I&R Plans, and Action Plans) is complete, accurate, and timely.
Estimated Completion Date: 10/1/19

Action Steps Lead Timeline Obstacles State Support
Needed
Develop workable internal process to monitor service documentation (Dashboard & Action Plans)-AAAs
10.1 Review how service is currently internally monitored & AAAs 5/1/19
revise as needed
10.2 Discuss with SUA what additional Dashboard reports are AAAs 5/1/19
available to assist in Dashboard monitoring
10.3 Document monitoring process AAAs 7/1/19
Develop workable internal practices for collection and monitoring of ADRC service documentation-Disability Partners
10.4 Train Disability Partner staff on Operations, Dashboard & Project Coordinators 9/1/19 X
Forms Manuals SUA
10.5 Develop internal monitoring process for service Disability Partners 9/1/19
documentation
10.6  Discuss with SUA what Dashboard reports are available to Disability Partners 9/1/19 X
assist in Dashboard monitoring
10.7 Document monitoring process Disability Partners 10/1/19

Review Action Plans for Person-Centered Planning, Completeness, Appropriateness of Service
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ADRC Action Plan: Draft 10/1/18

Action Steps Lead Timeline Obstacles State Support
Needed
10.8 Continue review of Action Plans and include Action Plans Quality Assurance Ongoing
created by Disability Partners Team
10.9 Provide feedback to ADRC staff on Action Plans Quality Assurance Ongoing
Team
Goal 11: ADRC materials are accessible to all individuals in alternate formats and languages.
Estimated Completion Date: 11/1/19
Action Steps Lead Timeline Obstacles State Support
Needed
Establish Standards for ADRC Materials
11.1  State defines and develops specific standards for ADRC SUA 7/19 X
materials (i.e. different languages, accessible to visually and
hearing impaired)
Develop ADRC Materials
11.2 ADRC materials are developed in different languages SUA 11/1/19 | Funding X
11.3 ADRC materials are developed in accessible formats SUA 11/1/19 | Funding X

Goal 12: Referral sources such as hospital discharge planners and nursing home social workers utilize ADRC services to assist consumers.

Estimated Completion Date: 1/1/20
Action Steps Lead Timeline

Obstacles State Support
Needed

Train Hospital Discharge Planners & Nursing Home Social Workers on ADRC Services
12.1  Develop a work group with members from AAAs, Disability = ADRC Leadership Team 9/1/19
Partners, hospital discharge planners & nursing home social

workers
12.2 Develop training options Work Group 11/1/19
12.3  Provide training to discharge planners and social workers in | AAAs & Disability 1/1/20
local areas Partners
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Goal 13. The ADRC is financially stable, including pursing Medicaid administrative claiming.

Estimated Completion Date: 7/1/20

Action Steps Lead Timeline Obstacles State Support
Needed

Develop SUA Infrastructure
13.1 Hire contractor for technical assistance SUA 4/1/19 X
13.2 Hire internal position-Federal Aid Administrator SUA 4/1/19 X
13.3  Hire Business Analyst for Reporting SUA 4/1/19 X
13.4  Obtain CMS Approval SUA 1/1/20 X
Develop AAA Infrastructure
13.5 Meet with MLTC staff on FFP process AAAs 2/1/20 X
13.6  Train AAA staff on FFP AAAs 3/1/20
13.7 Submit information on FFP to MLTC staff AAAs 4/1/20 X
Develop Disability Partners Infrastructure
13.8 Meet with MLTC staff on FFP process Disability Partners 5/1/20 X
13.9 Train Disability Partner staff on FFP Disability Partners 6/1/20
13.10 Submit FFP to MLTC Staff Disability Partners 7/1/20 X

Seek Other Funding Opportunities
7.10 Research potential funding opportunities

7.11 Pursue other funding opportunities as appropriate

ADRC Leadership & Ongoing | Limited resources

SUA

ADRC Leadership & Ongoing | Limited funding

SUA available; Limited
resources to write
grants
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