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I.
INTRODUCTION

For many Georgians who are either aging or have mental illness, developmental disabilities, traumatic brain injuries and other neurological impairments or physical disabilities, the chance to live in a community setting rather than an institution represents a new lease on life. The State of Georgia is dedicated to providing services for people with disabilities and the aging population in the most appropriate, integrated settings. 

This site outlines Georgia’s Olmstead Plan, including the State’s strategies and achievements in improving the delivery of behavioral health and disability services to Georgians. This update to Georgia’s Olmstead Plan is consistent with the Voluntary Compliance Agreement between the State and the U.S. Department of Health and Human Services Office for Civil Rights to improve access to community-based services for people with disabilities. 

Georgia’s Olmstead Plan represents a partnership between individuals, their families, communities, and state agencies to combine resources to achieve real community-based solutions for Georgians.

II.
BACKGROUND

A.  History

The legacy of institutionalized care for people with mental illness and developmental disabilities is not unique to Georgia. For decades, state hospitals were the primary source of care and services throughout the United States, with many hospitals reaching maximum populations by the 1960s and 1970s. 

Over the decades, Georgia has moved from one state asylum to several state hospitals. These hospitals have served and continue to service persons with mental illness and developmental disabilities.  In Georgia, Central State Hospital in Milledgeville reached a population of nearly 13,000 patients by the 1960s – making it one of the largest institutions of its kind in the United States. Since that time, services for people with mental illness and developmental disabilities have increasingly focused on community-based solutions.

Medicaid Home and community-based services for individuals with developmental disabilities began in the late 1980s with the Home and Community-based Waiver. This waiver allowed the federal funds used to pay for institutional placement of persons with developmental disabilities to be used to purchase home and community-based services and supports with the stipulation that the average cost of a waiver not exceed the average cost of a person in institutionalized care. These services were expanded with the addition of another Home and Community-based Waiver program that was developed as a result of the closure of a facility in the late 1990s that served people with developmental disabilities.  

These two waiver programs provided the community-based services and supports that allowed for the transition of residents with developmental disabilities to the community. As a result, since 1996, Georgia has closed three institutions for individuals with developmental disabilities:

· River’s Crossing (37-bed facility for children with developmental disabilities)

· Brook Run (326-bed facility)

· Bainbridge (100-bed facility) 

The growth of Georgia’s older adult population has significantly outpaced the national average. Georgians are living longer on average and an increasing number are either elderly or have disabilities. Given the decline in family caregivers and the need for community housing and supports, Georgia faces a growing challenge in meeting the long-term care needs of older adults. 

Since the early 1980s, the Community Care Service Program (CCSP) waiver has existed to help physically and functionally impaired elderly and disabled individuals live dignified and reasonably independent lives – either in their own home or with relatives or caregivers – through various community-based services. Since many older Georgians desire to live at home or with their families for as long as possible, the Georgia General Assembly has recognized the need for a continuum of care that assures Georgians aged 60 and older have the least restrictive environment suitable to their needs. In addition, the General Assembly has recognized the need to maximize existing community social and health resources to prevent the unnecessary placement of individuals into long-term care facilities. 

In addition to the waiver programs for persons with developmental disabilities and the elderly/disabled CCSP program, Georgia has another home and community-based waiver for persons between the ages of 18 and 64 with significant disabilities (Independent Care Waiver Program, ICWP) and a Medicaid case management program (SOURCE). 

Community services for persons with mental illness are provided through a state-wide system of public and private providers funded through the Medicaid Rehabilitation Program and state funds.
B.  Olmstead v. L.C.  

The Olmstead v. L.C. case, which involved two Georgia citizens with disabilities living in a state institution, held that “undue institutionalization qualifies as discrimination” under the Americans with Disabilities Act (ADA). The United States Supreme Court issued the Olmstead v. L.C. decision on June 22, 1999, ruling that unnecessary segregation of individuals in institutions may constitute discrimination based on disability. 

The case recognized Georgia’s need to maintain a range of services to support people with a variety of disabilities, including services that are community-based. The U.S. Supreme Court’s decision suggested that a state could establish compliance with ADA if: 

· It demonstrated it had a comprehensive, effective plan for placing eligible persons with disabilities in less restrictive settings.

· It kept a waiting list, subsequently called the Olmstead List (see Section III, Georgians Affected by the Olmstead Plan, for more information), that moves at a reasonable pace given available resources and that is not controlled by any attempt to keep state institutions fully populated. 

C.  Blue Ribbon Task Force

In response to Olmstead v. L.C., the state undertook a number of initiatives to shape the development of Georgia’s Olmstead Plan. The first of these was a Blue Ribbon Task Force on Home and Community-Based Services that convened in December 1999. The task force recognized that health and human services were moving away from institutionalized care in favor of community-based services and supports that prevent early and unnecessary institutionalization. 

The Task Force, comprised of consumers, family members, advocates and professionals, presented a final report in January 2001 with the following key issues: 

· The need for community-based services 

· Barriers preventing access to existing community-based services 

· Funding recommendations based on current actual funding and limited new funding 

· Prioritization of services 

· Possible criteria for waiting lists if funding is fixed or limited 

D.  Olmstead Planning Committee (OPC)  
The Department of Human Resources (DHR), acting as the lead state agency, applied for and received a grant from the Center for Health Care Strategies that enabled the OPC to be established in 2000. This committee included: 
· Consumers of services

· Members of consumers’ families

· Advocates

· Service providers for people with disabilities

· Leaders of the DCH (i.e., Medicaid) and the Department of Human Resources (i.e., Division of Mental Health, Developmental Disabilities and Addictive Diseases; Division of Aging Services, Division of Family and Children Services, and the Office of Regulatory Services, and the Governor’s Council on Developmental Disabilities)

The 2001 Olmstead Planning Committee was charged with the following:

· Guide the Departments of Human Resources and Community Health in the development of a set of recommended action plans for implementation by the state; and

· Develop action plans that will facilitate service delivery in the most integrated setting appropriate to the needs of individuals with disabilities (children and adults with mental illness, children and adults with intellectual and developmental disabilities, and individuals with physical and other disabilities, including the elderly).
The OPC and its various workgroups met between February and October of 2001 to incorporate and extend the work of the Blue Ribbon Task Force. The Committee’s final report and recommendations, completed in November 2001, were presented to the DHR Commissioner and DCH Commissioner on January 30, 2002. 

Olmstead Planning Committee Recommendations 

The OPC’s final report included a set of recommendations for the process of identification, education, assessment, planning and movement of institutionalized individuals organized by different populations. In addition, the Committee had recommendations for system capacity and resources for housing and transportation infrastructure, service expansion, provider development and workforce development.  
The OPC was reconstituted by the Governor in 2009 by executive order and housed under the Governor’s Office. It is chaired by the Olmstead Coordinator who is appointed by the Governor.  The key functions of the OPC include:

· Approving Georgia’s Olmstead Plan.

· Soliciting and including the views of a cross-section of stakeholders 

· Addressing all issues pertinent to creating a comprehensive and effective Olmstead Plan, including: 

· Data collected by the State to assess the need for community services

· State resources for providing community services and determining how resources can be better utilized

· Determining whether the State’s policies are consistent with Olmstead goals and the Voluntary Compliance Agreement (and if not, what policy changes are necessary to meet obligations)

· Any other issues the OPC believes are important to the Olmstead Plan effort

· Reviewing regular progress reports 

· Issuing an annual Olmstead Report each December that includes:

· Solicitations for stakeholder comments and concerns 

· Assessment of the State’s community service needs

· Policy proposals

· Recommended funding for initiatives and resources

E.  Mental Health Gap Analysis

In 2004, Georgia commissioned the first Gap Analysis of its mental health delivery system. The findings of the analysis, requested by Georgia’s federally mandated Mental Health Planning and Advisory Council, were released in 2005 and included the following: 

· State spending on public behavioral health services was not keeping pace with Georgia’s population growth or demand for community-based services.

· Public behavioral health services reached less than a third of those estimated to have a serious mental illness or a serious emotional disturbance who would be eligible for publicly funded services.

· The behavioral health system struggled to serve special populations, such as transitional youth (aged 17 to 24), individuals with limited English proficiency or sensory impairment, certain minorities, and older adults, in Georgia.

· Many were not receiving the intensity of care their condition required. 

· Community providers had inadequate staffing ratios to meet the minimum needs for services.

· A fragmented infrastructure for financing, accounting and managing information did not support the goal of measuring utilization, trending and planning for system needs.

· State hospitals appeared to be overburdened trying to make up for the lack of community-based services.

· Focus groups and surveys revealed a fragmented vision for an improved behavioral health system.

The Georgia Mental Health Gap Analysis also identified areas where Georgia had excelled: 

· In 1999, Georgia obtained approval from the Centers of Medicaid and Medicare (CMS) to offer several innovative community-based services. In fact, Peer Supports was pioneered in Georgia as a Medicaid billable service that is nationally recognized. 

· At the local level, there were positive examples of innovative programming, collaboration across agencies and technologically advanced solutions that resulted in quality care and high consumer satisfaction. 

F.  Developmental Disability Gap Analysis

In 2005, Georgia became the 26th state to join the National Core Indicators (NCI) Consortium, sponsored by the Human Services Research Institute. The resulting NCI survey identified gaps in Georgia’s service delivery for people with developmental disabilities by benchmarking the State’s efforts with other NCI states. 

Georgia’s NCI developmental disability gap analysis revealed that Georgia families perceived the following gaps in community services compared to other NCI states: 

· Less involvement in their plan development

· Fewer Individual Service Plans reflecting personal preferences 

· Less participation in choosing their providers of services

· Less participation in choosing their support workers

· Less control in hiring staff

· Less understanding on how intellectual disability and developmental disability finances are spent

Georgia used the NCI results above to rewrite its Home and Community Based Waivers for Persons with Developmental Disabilities targeting the specific areas needing improvement.

G.  Voluntary Compliance Agreement 
In 2005, the Office of the Governor and the Department of Human Resources began negotiations with the U.S. Department of Health and Human Services Office for Civil Rights, which led to the signing of a Voluntary Compliance Agreement (VCA) on July 1, 2008, between the State of Georgia and the U.S. Department of Health and Human Services Office for Civil Rights.  

In addition to this Olmstead Plan, the State shall comply with all provisions of the attached Voluntary Compliance Agreement, [See Appendix A]

Key Planning Provisions of the Voluntary Compliance Agreement include the following: 


The appointment of an Olmstead Coordinator

· Reports directly to the Governor of Georgia 

· Receives reports from State agencies with Olmstead obligations about their Olmstead activities

· Develops and implements all Olmstead Plan objectives 

· Addresses all concerns related to the implementation of the plan 

The Assessment of Statewide Need for Community Services

The Olmstead Coordinator, DHR and DCH will collect data to estimate the need for community services in Georgia for individuals with developmental disabilities or mental illness who are currently institutionalized or at risk of institutionalization. The data will include the number of institutionalized people determined appropriate for community services, as well as the number of people at risk of institutionalization due to lack of services. The data will be published annually as part of Georgia’s Annual Olmstead Report and be used to assess the need for community services.************

Planned Transitions, Service Expansions and Special Initiatives

Georgia will facilitate the movement of individuals affected by the Olmstead Plan into community-based services. In addressing the needs of individuals affected by the Olmstead Plan, Georgia’s planning considers both people in institutions and people at risk of institutionalization. Planning takes into account available resources and Georgia’s responsibility for all people receiving publicly supported disability services. 

Georgia’s annual budgets are influenced by fluctuations in the economy, unforeseen disasters, changes in state and federal laws and regulations, and the priorities of state citizens, among other considerations. 

Revision of the State Olmstead Plan

A provision of the Voluntary Compliance Agreement requires Georgia to develop a new draft of its multi-year Olmstead Plan within seven months of the agreement’s effective date. 

This revised plan must include: 

An annual schedule of anticipated discharges of institutionalized 
individuals with developmental disabilities and mental illness 

· A comprehensive and effective plan to treat all institutionalized persons having a preference to be served in the community

· Information on obtaining and maintaining necessary community services for individuals at risk of being institutionalized.

· Approval by the Olmstead Planning Committee. 

III. 
PURPOSE AND GOALS OF THE OLMSTEAD PLAN
A.  Purpose

The purpose of the Olmstead Plan is to create a comprehensive, effective plan to assist eligible persons to live in the most integrated settings. Eligible people include people with disabilities who are living in or at risk of living in segregated or congregated settings.  

B.  Guiding Principles Governing Georgia's Provision of Home and Community Based Services

The Olmstead Strategic Plan is grounded in a set of values that were developed in 2001 and reiterated in the 2009 strategic plan.  These values govern the State of Georgia's approach to persons with disabilities of all ages. Every individual has the right to live in the most integrated setting of his or her informed choice in the community with the supports necessary to be an independent and productive citizen and will:

· be served in the most integrated and inclusive environment allowing for full participation in all aspects of the life of the community, including work.

· have opportunities to exercise meaningful, informed choices of services, providers and staff.  Service systems are timely, consistent, dependable and appropriate.

· have opportunities to choose the level of family involvement in decisions concerning his or her services or services and supports.  Eligible individuals are the focus and their choice of the level of involvement with their family and significant others in the planning, delivery and evaluation of their services is respected.

· receive the highest quality of services, provided by staff who are competent and skilled to meet his or her need.

· be provided services at the appropriate level of intensity, based on individual strengths, needs and choices, and will be designed and delivered with sensitivity to individual and cultural differences.

· be a partner with their family and the State in establishing policy and priorities for the use of public resources related to their support, taking into account the needs of persons already being served and those waiting for services. 

To the extent possible, the state intends to foster and support collaboration and partnerships with stakeholders –individuals receiving services, their families; advocacy groups; faith-based organizations; nonprofit organizations; public and private entities; and federal, state and local agencies toward fulfilling the goals of this strategic plan. 

C.  Goals

1) TRANSITION:  Move people from institutions who meet the criteria identified in the Olmstead decision. These criteria are:

· the state's treatment professionals reasonably determine that such placement is appropriate;

· affected persons do not oppose such treatment;

· placement can be reasonably accommodated, taking into account the resources available to the states and the needs of others who are receiving state supported disability services (119.S.Ct.2176, *2189).

2) DIVERSION:  Divert individuals currently living in communities and at risk for institutionalization into community integrated supports rather than institutions 

3) SYSTEM CAPACITY:  Develop providers, systems and communities to support people in community settings.

4) RESOURCES:  Create a multi-year funding plan to estimate the state dollars necessary to fund the match for Medicaid dollars to provide home and community-based services to the DD population, and to estimate the cost of supports for non-Medicaid eligible populations, and for state-funded family support, over the next five years.

5) REVIEW:  Create a practical structure for reviewing progress and challenges for ongoing implementation of the Olmstead Plan and for providing mechanisms for public input.

IV. 
GEORGIANS AFFECTED BY THE OLMSTEAD PLAN   

The integration mandate of the Americans with Disabilities Act covers the following populations which were specifically listed in the 2001 Olmstead Committee Final Report and Recommendations.

This Olmstead Plan addresses the following populations specifically, but to the extent they are not specifically addressed in this plan, the Olmstead Planning committee must update the plan to cover these populations through the annual revision due by December 2010.  

The plan to follow specifically addresses the following populations:

· Adults with DD living in state hospitals

· Children with DD in state hospitals to include those with brain injuries.

· Adults with DD living in private nursing facilities

· Adults with physical and other disabilities, including brain injury, living in state hospitals

· Adults with physical and other disabilities, including brain injury, living in private nursing facilities

· Adults with Mental Illness

· Adults with Mental Illness receiving acute services in public mental health institutions (state hospitals) for less than 60 days at a time.

· Adults with Mental Illness in private nursing facilities

· Persons with Addiction Disorders

· Persons with Co-occurring MH/AD Disorders

· Persons with Co-Occurring MH/DD Disorders

The Olmstead Planning Committee needs to update the plan to include the populations below, which are covered by the integration mandate of the ADA.

Children under 21 years of age  
· Children with DD in private ICF/DDs to include those with brain injuries.

· Children with DD in private nursing facilities

· Children with physical and other disabilities living in private nursing facilities 

· Children with DD, brain injuries, physical or other disabilities at risk of institutionalization

· Children with SED/MI in state hospitals

· Children served in PRTFs and other residential treatment centers

· Children with SED/MI in private psychiatric facilities 

· Children with SED/MI in Juvenile Justice Detention centers

Adults with Developmental Disabilities

· Adults with DD living in private institutions (ICF-DD)

· Adults with DD at risk of institutionalization

Adults with physical and other disabilities

· People with physical and other disabilities, including brain injury, at risk of institutionalization

· People with physical or other disabilities, including brain injury,  who have been placed out of state

Adults with mental illness

· Adults with MI institutionalized in jails

· Adults with MI at risk for institutionalization

· Adults with MI who have been placed out-of-state.

Older Adults (over 64 years of age)

· Older adults with disabilities currently living in institutions who are eligible for appropriate community services in the most integrated setting appropriate to their needs, who do not oppose community services and who can live safely with such services.

Several State agencies including the newly reconfigured DHS (which includes the Division of Aging and Division of Family and Children Services, the new DBHDD (which includes the Divisions of Behavioral Health and Developmental Disabilities, and DCH, (containing Medicaid) are responsible for the services and supports for those disabled Georgians who meet the above criteria. The ongoing collaboration of these agencies is necessary to further Georgia’s efforts to meet the needs of this population.  It is particularly critical that the DCH, specifically the Division of Medicaid be an active participant in all activities pertaining to the transition, diversion and placement of people with disabilities in the community, especially in light of the implications of Medicaid policy on the implementation of Olmstead.

IMPLEMENTATION PLAN

Summary of Action Items for Each Population

Individuals with Mental Illness

Individuals with Mental Illness-State Hospitals

Action Item 1: Secure and Maintain and report Accurate and Current Data 

 Action Item 2:  Assess and Document Community Supports Needed: 
Action Item 3:  Place Individuals in Integrated Community Settings with Community Supports
Individuals with Mental Illness-Nursing Homes

Action Item 4: Secure and Maintain and report Accurate and Current Data

Action Item 5: Assess Community Supports Needed 

DBHDD must collaborate and cooperate with DCH in the assessments and representatives of the community mental health service providers responsible for the provision of services to residents of nursing facilities must also participate. 

Action Item 6: Place Individuals in Integrated Community Settings with Community Supports

Individuals with Mental Illness- Residential Supports and Subsidized Housing:

Action Item 7:  Create over a five-year period at least 2000 new integrated, scattered-site and other supportive residential options to be available to individuals with mental illness, including those in state hospitals, nursing facilities and at significant risk of re-institutionalization (400 new units per year).  

Action Item 8:
Increase flexible home and community-based outreach and case management services throughout the state as needed, to those who are in institutions and those at risk of re-institutionalization.

Action Item 9: There must be an identified individual at **DBHDD (discuss with committee) and at each regional office who will be coordinators for housing and residential supports. 

Individuals with Mental Illness: Medicaid and State Funding
Action Item 10:  Increase the availability of community-based mental health services through strategic use of Medicaid funding to include development of a Mental Health Waiver.

Action Item 11:  Increase resources to transition individuals with mental illness into the community from state hospitals or nursing facilities. Funding will be available for community providers to participate in discharge planning and for expenses of transitions.  

Education, Supportive Employment, Peer Support and Transportation

Action Item 12:  DBHDD and/or DCH shall educate staff, individuals and families in state hospitals, community hospitals and nursing facilities about available community resources for discharge planning.

Action Item 13:  Provide Supportive Employment to individuals with mental illness being discharged from state hospitals, nursing facilities, and individuals at significant risk of re-institutionalization.  

Action Item 14:  Increase Funding for Certified Peer Support Programs to ensure peer support services are available to every individual with a mental illness in state hospitals, nursing facilities, or who is at significant risk of re-institutionalization.

Action Item 15:  Provide funding for necessary transportation for individuals in the community with mental illness who have been discharged from state hospitals, nursing facilities, or who are at significant risk of re-institutionalization to live successfully in the community.

Individuals with Developmental Disabilities

Action Item 1:  Assure community service delivery is in concert with the purpose and goals of this plan.  See introduction, pages [13 to 14], for the values.  

Action Item 2:  Implement procedure for conducting monthly tours for state operated developmental disability facilities to examine individual person centered descriptions, transition plans, and assessments of individuals not determined appropriate for community placements

Action Item 3:  Develop a developmental disability community training plan

Action Item 4: Train professionals in public institutions are trained to assess support needs of each individual to live in the most integrated setting using person-centered principles, not to be limited by the availability and range of existing services. 

Action Item 5:  Educate individuals and their families about most integrated services.  

Action Item 6:  Evaluate the efficiency and effectiveness of the transitions from the state hospitals to community through the QA process.

Action Item 7:  Divert children with disabilities  from institutional placement, and towards appropriate services in a permanent, loving home.
Action Item 8:  Educate parents on options other than giving up custody of their minor children in order to receive services.

Action Item 9:  Move individuals off the community waiting [planning] list:  divertt adults from institutional placement, and towards  appropriate home and community-based services.
Action Item 10:  Amend the nurse practice act with an exceptions clause to permit unlicensed direct support and personal care staff who have been properly certified to perform certain  nursing tasks and other health maintenance activities for persons with disabilities with oversight by licensed registered nurses.

Action Item 11:  Establish workable guardianship and conservatorship interagency operating procedures for people with developmental disabilities.
Action Item 12: Review existing community infrastructure and capacity to determine existing gaps in support structures for individuals transitioning from institutions and for individuals at risk of institutionalization.  

Action Item 13:  Continue development of and implement a comprehensive Quality Assurance Program

Action Item 14:  Improve data systems, collection, analysis and regular reporting that can inform programmatic and budgetary decision-making.

Action Item 15:  Attract and maintain a network of qualified and trained service providers.
Action Item 16:  Maintain an effective and competent workforce to meet the current and future needs of individuals who require community-based long-term care services. 

Adults with Physical and Other Disabilities Living in Institutional Settings

Action Item 1:  Secure, maintain and report accurate and current data for adults living in nursing facilities who would prefer to live in the community as well as accurate and current data of the Medicaid waivers and Money Follows the Person

Action Item 2:  Educate all adults in nursing facilities about community-based services.

Action Item 3: All adults living in nursing facilities will be assessed to determine what supports are needed to live in a home or community-based setting.  

Action Item 4:  Individual Community Integration Plans will be developed for all adults living in nursing facilities who meet Olmstead criteria.

Action Item 5: Move people into the Community under Individual Community Integration Plans --Waiting Lists

Action Item 6:  Address the waiting lists such that institutionalized individuals and those at risk of institutionalization receive appropriate services in a reasonable time frame.  

Action Item 7:  Provide essential assistive technology to all individuals 

as a means of maximum support to live freely within the community.  

Action Item 8:  Evaluate the efficiency and effectiveness of transitions from nursing homes to the community under the Money Follows the Person Program. The Money Follows the Person program should be used to create a quality transition/discharge process that will connect each individual on the “Transition List” list to the services needed.

Action Item 9: Case managers across the waivers should be trained to develop a Circle of Support for each individual transitioned from the institution that is built upon the Individual Community Integration Plan developed prior to discharge and transition and such COS should be an ongoing strategy employed to help the individual as needs develop and change over time.

Action Item 10:  Increase Funding for Certified Peer Support Programs so that peer supports are available to every individual with a physical disability in nursing facilities or who is at significant risk of institutionalization.

Action Item 11:  Review existing community infrastructure and capacity to determine existing gaps in support structures for individuals transitioning from nursing homes into the community.

Action Item 12:  Develop community capacity for affordable, accessible housing.  A Housing Plan should be created by March 2010 for creating at least ****** new housing units over a ********-year period designated for individuals being discharged from nursing homes or facing imminent threat of institutionalization.  
Action Item 13:  Improve data systems, collection, analysis and regular reporting that can inform programmatic and budgetary decision-making.

Action Item 14:  Attract and maintain a network of quality service providers.
Action Item 15:  Maintain an effective and competent workforce to meet the current and future needs of individuals who require community-based long-term care services. 

Action Item 16:  Connect individuals transitioning from institutions to other community services for which they may be eligible including food stamps, Vocational Rehabilitation, Benefits Navigator, Centers for Independent Living.

PLAN

V.

ADULTS WITH MENTAL ILLNESS

People with mental illness in institutions or at risk of institutionalization are covered by the Olmstead decision interpreting the Americans with Disabilities Act to require that publicly-funded services and placements be provided in the most integrated setting that is appropriate to the individual’s particular needs. The population is further defined in the Olmstead decision as individuals who could benefit from receiving services in the community rather than in a hospital facility and who wish to leave the facility for the community.  

This section of the plan will address the time frames for action steps to address unnecessary institutionalization and the risk of unnecessary re-institutionalization in state hospitals and nursing homes. The larger population of persons with mental illness at risk of institutionalization will be added at a later date. (DISCUSS WITH COMMITTEE AND SET A DEADLINE) The goal is to provide appropriate community alternatives to institutional placement to persons who can benefit from community-based services and who do not oppose community placements and services.

Individuals with Mental Illness-State Hospitals

Action Item 1: Secure and Maintain and report Accurate and Current Data 

Improve current methodology to identify the numbers, and ensure accuracy of data regarding the number of institutionalized persons in state hospitals according to the categories listed in the plan, individuals in private nursing homes, and adults at risk of re-institutionalization in either type of facility by June 2010. 
Current data as of December 2009 is in table below based on current methodology utilized by the Department.
· State hospitals (including contracts with private psychiatric facilities)

	
	Numbers in state hospitals December ‘09
	Numbers in state hospitals FY ‘09
	(data by each facility)



	More than 60 days 
	
	
	

	60 days or less 
	
	
	
	
	

	3 admissions or more


	
	
	

	Unduplicated admissions to state hospitals 
	
	
	


Action Item 2: Assess and Document Community Supports Needed

Step 1:  All existing state hospital assessments and transition plans must be amended to include a separate “supports needed to successfully live in the community” including the Person-Centered Transition Plans under the Voluntary Compliance Agreement (VCA). Individuals admitted three or more times, must have an additional amendment entitled “problems with previous placements and how they should be addressed by current discharge plan.” 

Step 2: All people confined to state hospitals must be assessed through either the VCA provisions (60 days or more in a state hospital)  or the requirements of Georgia law and regulations (all hospital admissions, including persons admitted for less than 60 days). Individual transition plans must be developed based on specific community supports needed.  

Step 3: Assessments for community supports needed must identify with specificity which supports would enable the person to leave the facility. This determination will not be constrained by whether the needed services are currently available. For example, if an individual requires an independent living residential placement with staff supervision, this should be specifically described.  In other words, the assessment criteria are “what supports are needed” and NOT whether the person is “ready” for community placement or whether the service is available.  

Step 4: Each assessment, under this plan, of any state hospital resident must have a separate, easily identified section that is entitled, “community supports and services needed.”  This section of the assessment must specify the type of service needed and whether is it available. Services to be considered shall include housing, residential supports, transportation and all community-based medical and mental health services.  If the service(s) is not available, the person’s name must be placed on a waiting list for the service needed. This data must be collected and reported to the OPC on a quarterly basis. If it is a Medicaid service, the Departments, (DBHDD and DCH) must work together to provide the service promptly.  If the individual has been admitted three or more times, each assessment must also have a separate, easily identified section entitled, “problems with previous placements and how they should be addressed by current discharge plan.” This section of the assessment must address any identified service gaps that may have contributed to the person’s admission and/or previous admissions. Identified service gaps must be reported to the Olmstead Committee on a quarterly basis. 

Step 6:  Time frame for Completion of All Amendments of Current Assessment and Discharge Plans described above:  March 1, 2010 

The data regarding specific supports as well as the number of people needing each support will be collected and will be reported to OPC quarterly (beginning June 2010). Data in this action item will be incorporated into the OPC recommendation to the annual budget request of the DBHDD.

Action Item 3:  Place Individuals in Integrated Community Settings with Community Supports
Step 1:  All hospitalized persons shall be placed in the community within 90 days of the identification of appropriate, community-based placement and services pursuant to the process and standards outlined above. Waiting lists will be maintained for housing, residential supports and care coordination or any other unavailable community mental health service. If these services are not immediately available, the person’s name shall be placed on a waiting list for the identified services. All waiting list data must be reported to OPC quarterly.

Step 2:  All mental illness waiting lists will be maintained by the hospitals and the DBHDD. The data will be utilized to describe the need for community mental health services in all categories of services. The waiting list will be part of the development of the budget request of the DBHDD and part of the Department’s collaboration with the DCH and DCA.

      Individuals with Mental Illness-Nursing Homes

Many people end up unnecessarily confined in nursing facilities because of a lack of adequate community-based mental health services. The 2001 Olmstead Plan Recommendations stated that “there may be as many as 1845 people with mental illness living in Georgia’s nursing homes. Another 500 nursing home residents are reported to have a dual diagnosis of mental illness and mental retardation.” This data was provided through the PASSR program, a pre-screening process required by federal law. The assessment process set forth in the Action Item 4 below is the primary responsibility of DCH. However, representatives of DBHDD community mental health service system must also participate.

Action Item 4: 

 Secure, Maintain and report Accurate and Current Data 

Step1. There must be a methodology in place to identify the number of persons with mental illness in nursing facilities. The state must acquire and report all Level II PASSR screens from the past five years and current data for this population by December 31, 2009. The data must be provided to the OPC on a quarterly basis.

Action Item 5: Assess Community Supports Needed:

Step 1:  All existing nursing facility assessments must be amended to include a separate list of “supports needed to benefit from community placement and services” section and a Person-Centered Transition Plan.  

Step 2:  Every person with a mental illness in a nursing facility must be assessed and an appropriate discharge plan must be developed.

Step 3:  Assessments for community supports needed must identify which supports would enable the person to leave the nursing facility. This determination should not be constrained by whether the needed services are currently available. For example, if an individual requires an independent living, residential placement with staff supervision, this should be specifically described.  In other words, the assessment criteria are “what supports are needed” and NOT whether the person is “ready” for community placement or whether the service is available.  

Step 4:  Each assessment, under this plan, of any nursing home resident must have a separate, easily identified section that is entitled, “community supports and services needed.”  This section of the assessment must specify the type of service needed and whether is it available. Services to be considered shall include housing, residential supports, transportation and all community-based medical and mental health services.  If the service(s) is not available, the person’s name must be placed on a waiting list for the service needed.  If it is a Medicaid service, the Departments (DBHDD and DCH) must work together to provide the service promptly.

Step 5:  These amendments must be completed for all current nursing facility residents with mental illness and be incorporated into the assessment process for all new admissions as part of the standard assessment process.

Step 6:  Time frame for completion of amendments to existing assessments of persons with mental illness in nursing facilities with separate “community services and supports needed” section: June 30, 2010.

Step7:  Incorporate the “supports needed” separate section in assessment for new admission: June 30, 2010
Action Item 6: Place Individuals in Integrated Community Settings with Community Supports

Step 1: Persons who were placed in a nursing facility with a primary diagnosis of a mental illness who choose to be placed in the community will be transitioned within 90 days of the identification of appropriate, community-based placement and services pursuant to the process and standards outlined above. Waiting lists will be maintained for housing, residential supports, care coordination or any other unavailable community mental health service. If these services are not immediately available, the person’s name shall be placed on a waiting list for the identified services.  

Step 2:  All waiting lists will be maintained by the DBHDD. The data will be utilized to describe the need for community health services in all categories of services. The waiting list will be part of the development of the budget request of DBHDD and part of the Department’s collaboration with the DCH and DCA. This data will be provided to the OPC on a quarterly basis.
Step 3:  Time-Frame for Creation and Maintenance of Waiting Lists for Mental Health Community-Based Services, including services not operated by the state: To begin immediately, with a review each 30 days by Olmstead Coordinator. 

Individuals with Mental Illness- Residential Supports and Subsidized Housing

On this tenth anniversary of the Olmstead decision, Georgia has the opportunity to become a model state for providing community-based services for adults with mental health disabilities who are currently residing in state hospitals.  These community-based services will include a significant increase in residential living options with appropriate supports.  Such a high quality community based system will reduce both repeat admissions to state hospitals and the length of stay of individuals who have had difficulty being discharged.  It will address many of the concerns raised in the recent investigations by the Department of Justice, the Office of Civil Rights, and the media.  Most importantly, it will create a new life of opportunity and freedom for Georgia citizens who have had to stay too long in our mental health institutions.

Action Item 7:  Create over a five-year period at least 2000 new integrated, scattered-site and other supportive  residential options to be available to individuals with mental illness, including those in state hospitals, nursing facilities and at significant risk of re-institutionalization (400 new units per year).  

Need:  The need for additional housing has been identified as the top reason for successful discharges by the DBHDD (G 5 report).  An increase in the availability of quality supportive housing will directly correspond to a decrease in the number of repeat admissions and the length of stay of individuals in state hospitals and nursing facilities.

Step 1:  Create a supportive housing taskforce with the precise goal of creating 2000 new integrated supportive housing units over a five-year period.  The taskforce should include the following people:

· DCH representative with Medicaid expertise

· DCA representative with supportive housing expertise

· DHS

· DBHDD representative with mental health services and housing expertise

· Expert on supportive housing

· Two representatives from supportive housing providers

· Social worker from a state hospital  

· Individual with expertise in obtaining health funding from foundations

· Certified Peer Specialist

· Two Georgia Legislators

· Two Mental Health Advocates

· Two Individuals with mental illness diagnoses 

A substantial increase in the number of quality supportive housing can only come through a coordinated effort and plan by the new DBHDD, DCH, DHS, and DCA. The taskforce will create a plan that will involve obtaining resources from HUD, SAMHSA, charitable foundations, Medicaid, CMS the Georgia Legislature, and cost savings from the state hospitals. The taskforce should seek input and guidance from SAMHSA and the Corporation for Supportive Housing.  

Step 2:  The taskforce should identify all possible HUD programs that may be used to help finance integrated supportive housing and the requirements and limitations for each program, including whether such programs can provide services to individuals discharged from state hospitals and what, if any, support services are required.  It should also identify all other funding sources for housing, including state funds and private funding. Quarterly reports to OPC of grant applications and result of applications.

Step 3:  The taskforce will identify all possible Medicaid, SAMHSA, and state funding that can be used for optional supports in the new housing.  It should gain a full understanding of the types of services, how such services coordinate with the residential setting, the length of time such services are provided, and how such services are funded.  Providers have raised concerns that they cannot get commitments for funding support services for the length of time they need in order to commit to building supportive housing and therefore they are avoiding applying for funds for providing supportive housing.  The taskforce needs to fully understand this issue and create and implement strategies for overcoming this barrier.  The taskforce should gain an understanding of the best practices for offering support services, including different levels of supports and ensuring that services are optional.  Such services should be applied for by June 2010.

Step 4:  The taskforce will create a plan for gradually reallocating budget requests for funding from state hospitals to supportive housing over a five-year period.  Since an increase in available supportive housing units should result in a decrease in the number of repeat admissions and the length of stay of individuals, there should be cost savings in the state hospitals.  By June 2010, there should be a plan for the reallocation of budget requests over the following five years from a portion of the state hospital budgets to supportive housing.  

Step 5:  Monitor and apply for housing choice vouchers (Section 8 vouchers) that were made available in the Omnibus Appropriations Act 2009 for non-elderly families with disabilities transitioning out of nursing facilities and state hospitals. 

Step 6:  Publish by June 2010 a plan outlining all of the above and any other steps necessary to create the 2000 new units of supportive housing.

Step 7:  The 2000 units recommended are the minimal amount of units needed based on best estimates from available data. A comprehensive assessment of the need for supportive housing must be done of all individuals with mental illness in mental health hospitals, nursing facilities and those at significant risk of re-institutionalization.  Additional supportive housing must be made available to meet the assessed need. 

Action Item 8:
Increase flexible home and community-based outreach and case management/ care coordination services throughout the state to individuals who are in state hospitals and nursing facilities and those at risk of re-institutionalization. Community based services should be included within the development of a mental health waiver.

Need:  Community-based case management/ care coordination is a critical component for certain individuals to access appropriate supports and services in order to successfully live in the community.  
Step 1:  An assessment will be completed to determine the number of individuals with mental illness who need community-based case management/ care coordination services from each nursing facility and state hospital as well as those at risk of re-institutionalization.  

Step 2: DCH and DBHDD will work together to increase the availability of community-based case management/care coordination services using Medicaid and other state funding. 

Step 3:  Community-based case management/care coordination services should be available statewide by July 1, 2011.  

Action Item 9: There must be an identified individual at the **DBHDD (discuss with committee) and at each regional office who will be coordinators for housing and residential supports..

Need:  Increased housing is a key need for individuals with mental illness who are at state hospitals, nursing facilities, or who are at significant risk of re-institutionalization.  DBHDD has within its implementing statute that housing is a purpose of the department.

· Coordinator(s) would need to interact with DCA, housing authorities, municipalities, and providers to increase housing and rental subsidies stock.

· Coordinator(s) would need to work within department, DCH, CSBs, and regions to ensure supportive services through MH waiver.

· Coordinator(s) would need to work with state hospitals, nursing facilities, and providers to identify needs and priorities for supportive housing.

· Coordinator(s) would need to identify funding opportunities and identify barriers to supportive housing
· Coordinator(s) would need to work with department and across agencies to create long-term and short-term budget goals for supportive housing and gain firm understanding of possible cost savings.
Individuals with Mental Illness: Medicaid and State                                       Funding
.

Action Item 10:  Increase the availability of community-based mental health services through strategic use of Medicaid funding to include development of a Mental Health Waiver.

Need:  The Medicaid Rehabilitation Option (MRO) is the main Medicaid program providing community mental health services. This is an optional service, which means that Georgia can designate which parts of MRO it chooses to provide.  Based on the community-supports needed assessments set forth in this plan, the department with community input will determine the array of supports and services necessary and with DCH will revise the state Medicaid plan.  The goal of these revisions will be to cover as many supports and services as possible, the rest will be covered by state funds.  The Departments will look to other states that have been successful in funding community-based supports through Medicaid. Unlike hospital based services, which must be completely funded by the state, MRO services are matched by the federal government, which can pay 65% to 70% of the services.  

Medicaid waivers have served as a critical resource for individuals with other disabilities to receive services in the community rather than in an institution.  Medicaid waivers are available for individuals with mental illness and are currently implemented in other states with successful outcomes for participants. Georgia must develop and obtain a MH waiver that will provide funding for long-term supports in the community. Services should include but not be limited to: supported housing, case management/ care coordination services, supported employment and transportation. Development of this waiver by June 2010 will include participation by MH advocates, MH consumers and other appropriate representatives.
Step 1:  MRO services and providers should be increased to meet the needs of those being discharged from state hospitals or those facing a risk of re-institutionalization by Fiscal Year 2011.

Step 4:
DCH will apply for a mental health waiver for people with mental illness in nursing facilities and a separate mental health waiver with services not limited to persons in nursing facilities by October 1, 2010 

Action Item 11 Increase resources to transition individuals with mental illness into the community from state hospitals or nursing facilities. Funding will be available for community providers to participate in discharge planning and for expenses of transitions.

Need:  The state of Georgia has recognized through its Money Follows the Person (MFP) program that there are expenses and planning necessary for successful transitions into the community.  This includes coordination with community providers, setting up housing, planning for medical treatment, and ensuring a circle of support.  At this time, such a program does not exist for individuals with mental illness in nursing facilities or state hospitals.  The only funding available at this time is “Community Transition Planning,” which allows community providers to be reimbursed for participation in discharge planning from state hospitals and other institutions.  

Step 1:  DBHDD shall undertake an additional assessment to better understand what coordination is needed between community providers and state hospitals and nursing facilities in discharge planning, what barriers exist to such coordination, and what actions can be taken to ensure necessary coordination takes place.

Step 2:  DBHDD shall create policies to ensure that best practices are used in discharges and transitions from state hospitals and nursing facilities into the community.

Step 3:  DBHDD shall request additional funding through budget requests, Medicaid, SAMHSA, and other resources to ensure that best practices are funded for transitions and discharges.

Education, Supportive Employment, Peer Support and Transportation

Action Item 12:  DBHDD and DCH shall educate social workers and individuals and families in state hospitals, community hospitals, nursing facilities about available community resources for discharge planning.

Need:  It is critically important for treatment teams, particularly social workers, to have a full and accurate understanding of what services are available and what resources are available in the community.  
Step 1:  DBHDD shall create an inventory of all mental health service providers in each county and all supportive housing providers who provide supportive housing to individuals with mental illness. (March 2010) This list will be available via internet, Behavioral Health Link, Aging and Disability Resource Connections, at regional offices, state hospitals and nursing facilities.

Action Item 13:  Provide Supportive Employment so that it is available to individuals with mental illness being discharged from state hospitals, nursing facilities, and individuals at significant risk of re-institutionalization.  

Need:  Supportive employment is one of the best and most important programs for many individuals who are transitioning out of state hospitals and nursing facilities to move toward self-sufficiency and increased self worth.  

Step 1:  Assess need for supportive employment for those being discharged from state hospitals.

Step 2: Ensure supportive employment is included in MH waiver

Action Item 14:  Increase Funding for Certified Peer Support Programs so that peer supports are available to every individual with a mental illness in state hospitals, nursing facilities, or who is at significant risk of re-institutionalization.

Need:  Georgia is a recognized leader in the country for providing successful peer supports but has failed to increase funding for this invaluable program 

Step 1:  Assess need for additional peer supports throughout state.

Step 2:  Assess cost of increasing peer supports to meet identified needs.

Step 3:  Support increased funding for peer support programs.

Action Item 15: Provide funding for necessary transportation for individuals in the community with mental illness who have been discharged from state hospitals, nursing facilities, or who are at significant risk of re-institutionalization to live successfully in the community.

Need:  Transportation is a key problem with individuals with mental illness receiving the services and medical treatment they require.  The lack of transportation has a direct correlation with repeat admissions to state hospitals and nursing facilities.

Step 1:  Assess need for transportation for individuals with mental illness who have been discharged from state hospitals, nursing facilities, or who are at significant risk of re-institutionalization.

Step 2:  Assess cost of increasing transportation to meet need.

Step 3; Ensure sufficient funding for transportation is included in MH 

waiver.

Community-Based Addiction Treatment and Recovery Service Needs

Accessibility to a range of addiction treatment and recovery services is essential to good care for persons with substance use or co-occurring mental health and substance use disorders.  Treatment must be readily available.  Additionally, these programs and services should begin with the acknowledgement that no single treatment is appropriate for all individuals, and that matching treatment settings, interventions and services to each individual is critical to success.  Treatment programs should provide assessment for HIV/AIDS, Hepatitis B & C, tuberculosis and other infectious diseases.

Transitions between levels of care are often where consumers of addiction drop out of care.  While in the state psychiatric hospitals, consumers need access to 12-step recovery groups, including “Double-Trouble in Recovery” groups, individual and group counseling provided by a certified addiction counselor, and connection to certified peer specialists that have experience and training in addiction and co-occurring MH/AD disorders.  Early re-interventions are important for substance-abusing clients, and relapse prevention strategies should be emphasized at all stages of treatment.  

Services should include:

· Medical Detoxification is only the first stage of addiction treatment and is rarely sufficient to achieve long-term abstinence or success.  There should be a range of detox services to meet the needs of local communities to serve their citizens, thus acknowledging that not all detox must be in medical detox as is the case in most of the State today.  

· Social Detox, also known as ‘ambulatory detox’ should be available to appropriately-assessed individuals and should be linked to outpatient and intensive outpatient services for continuing care.

· Residential Services should include intensive residential (in-patient), as well as recovery residence models that will serve persons with addiction and co-occurring MH/AD disorders.  Gender-specific services must be available commensurate with the community’s needs as well, including programs for women and women with dependent children.

· Treatment and Recovery strategies for Rural Communities should be defined and provided.  These should include web-based programs and support and telemedicine services.

· Recovery Centers (new service definition for AD) located in communities that support micro-enterprise development, job skill training, vocation/education opportunities, 12-step support groups, psycho-educational groups on addiction and outreach, faith-based and/or spirituality-based recovery services, recovery coaching, and volunteer services.

Youth Specific Addiction Specialty Services

· Intensive Family Interventions 

· Behavioral Supports in schools

· Peer Services (Clubhouse Model, sober schools)

· Crisis Stabilization Programs

· Residential Services

· PRTF Waiver, including intensive outpatient and outpatient services that are addiction treatment-specific

· Continuing Care (recovery support w/ recovery coaches)

In some areas of Georgia, consumers also have access to specialty services, including:

MH Adult Specific Specialty Services

· Assertive Community Treatment 

· Psychosocial Rehabilitation (Day treatment) 

· Mobile Crisis Services

· Crisis Stabilization Programs

· Residential Services

· Supported Employment 

· Peer Services

MH Youth Specific Specialty Services

· Intensive Family Interventions 

· Behavioral Supports 

· Peer Services

· Crisis Stabilization Programs

· Residential Services

· Mobile Crisis Services

· PRTF Waiver

Georgia’s system of community behavioral health services is being developed as a recovery focused, community based, peer supported system with a goal of reducing the inappropriate reliance on hospital level care. When consumers need acute care services they should be able to receive them in community settings as close to home as possible. The Georgia Crisis and Access Line is a point of entry where consumers can receive telephonic triage which triggers an appropriate referral across the spectrum of care from mobile crisis intervention to a routine appointment within 7 days depending on the services available in the consumer’s area.  Create a link between GCAL and the Georgia Association of Recovery Residences (GARR).  Referrals to GARR-certified recovery residence programs should be made by GCAL when appropriate.  
VI.  
INDIVIDUALS WITH DEVELOPMENTAL DISABILITIES

Action Item 1:  Assure community service delivery is in concert with the purpose and goals of this plan.  See introduction, pages [13 to 14], for the values.  

Action Item 2:  Implement procedure for conducting monthly tours for state operated developmental disability facilities to examine individual person centered descriptions, transition plans, and assessments of individuals not determined appropriate for community placements.  (VCA, Article 2, Sec III, A)
Step 1:  Treatment teams from state facilities will participate by telephone in each tour

Step 2:  Create the Developmental Disabilities Olmstead List.  (VCA, Article 2, Sec. I, A. & BHDD policy 6805-302)

· Include all individuals with developmental disabilities residing in institutions who do not oppose being transitioned to the community

· Individuals who indicate a desire to live in the community are considered to have the highest priority for community placement

· Individuals who are unable to communicate their preference should have the perspective of family or other representative considered regarding their desire to live in the community

· Children are considered a priority for transitioning to the community

Step 3:  Create the Developmental Disabilities Transition List.  (BHDD policy 6805-302
· Specify individuals whom BHDD plans to discharge to the community within the fiscal year

Step 4:  Train professionals in public institutions to assess support needs of each individual to live in the most integrated setting using person-centered principles, not to be limited by the availability and range of existing services.   (BHDD policy 6101-101)

Person-centered description:  The Olmstead Plan requires that a Person Centered Description (PCD) be developed for every person on the Developmental Disabilities Olmstead List. The PCD identifies the individual’s preferences, strengths, capacities, needs and desired outcomes. This information is used with a transition plan that includes the anticipated discharge date from the hospital.  (BHDD policy 6101-101)
****[Sue suggests deleting 5,6,7,8, as they are general requirements of the VCA] ******

Step 5:  Report to The Office of Civil Rights the list of all individuals with Developmental Disabilities on the Olmstead List(s).  VCA, Article 1, Sec. II, A.
Step 6:  Provide Olmstead Coordinator with monthly progress report.  (needs to be included in BHDD policy 6805-302)

Step 7:  Develop a draft of a multi-year Olmstead Plan to be updated annually by December 1. The Plan should include:

Step 8:  The Olmstead Planning Committee approves of the multi-year plan, and meets regularly to review goals and State’s Annual Olmstead Report. (VCA, Article 1, Section IV, E.)

Action Item 3:  Develop a developmental disability community training plan; on-going and state-wide (VCA) crosswalk. (VCA, Article 2, Sec. IV, E.)
Step 1:  The training plan is developed for all staff with transition planning and community services placement responsibilities, and should include:

· information on all community service programs available in the state,

· the scope of each service program,

· the rules and procedures for such services,

· eligibility requirements,

· how to apply for and access such services,

· emergency procedures

Step 2:  Submit plan with accompanying materials to Office of Civil Rights for comment within 6 months after execution of the VCA.

Action Item 4: Train professionals in public institutions to assess support needs of each individual to live in the most integrated setting using person-centered principles, not to be limited by the availability and range of existing services. 

Step 1:  Require all institutional direct support personnel to be Direct Support Professional Certified.   (by when? Implementation of this step needs to be evaluated in terms of costs and availability of certified staff to hire)

Step 2:  Establish an expert team that can address unique support challenges to discharge that will be available to all individuals transitioning to the community.

Need:  There are individuals with developmental disabilities in the state hospital system with complex behavioral and medical needs that must be addressed appropriately in order for them to transition successfully to the community.  Assessing, locating and coordinating the resources necessary in their community may require expertise that each region may not have readily available.  The state needs to identify such experts, and establish a mechanism or process to contract with them to figure out the supports for these individuals, and potentially train providers, so that they may move to the community.

Step 3:  Use the Supports Intensity Scale as the primary assessment tool to establish the support needs of individuals transitioning to the community from the state institutions.

Step 4:  Develop policies and practices at the hospitals to encourage integration in the community such as memberships, faith affiliations, employment, etc.

Action Item 5:  Educate individuals and their families about most integrated services.  (VCA, Article 2, Sec. I, G.)
Step 1:  Create an education/outreach campaign with components which shall include one-on-one education by people who have been institutionalized and/or are a current consumer of disability services and are free from a conflict of interest in order to insure that people living in congregate settings have the opportunity to hear possibilities about integrated community living options.

Step 2:  Facilitate hands-on education and visits outside of the institution to the community to experience community living including overnight visits if requested;

Step 3:  Ensure that education is an ongoing process recognizing that some people will be open to the information today, others in a few months, and others in a few years once they see it worked for others;

Step 4:  Make adequate resources available to support the educational/outreach effort including resources to support peer support and "hands on experience.

Step 5:  Design and implement an education program to assure professionals are knowledgeable of the arrays of community services available and are competent to refer to needed services.

Step 6:  Design a public education campaign that updates the public on how services are provided in Georgia and who they contact for more information.

Step7: Expand availability of Aging and Disability Resource Connections to all counties in Georgia. 
Action Item 6:  Evaluate the efficiency and effectiveness of the transitions from the state hospitals to community through the QA process.

Step 1:  Provide transition plans and policy to OCR for review

Step 2:  Review a sample of DD transition plans biannually

[Comment from Sue re: 7 and 8:  there is no parallel section for children with mental illness]

Action Item 7:  Divert children with disabilities from institutional placement, and towards appropriate services in a permanent, loving home. 

Step 1:  The state shall declare a moratorium on the placement of any child under the age of 21 in a nursing facility.  (Need to evaluate the unintended impact of a moratorium.  If funding is not available to support extensive medical care in a community home, will this result in a child being sent to another state to get care?)
Step 2:  DCH shall identify children in both in-state in private ICF-DDs in Georgia, and children who are Georgia citizens in out-of-state nursing institutions, and work with BHDD to create individual planning and transition plans for those children to move to permanent, loving families in the community.

Step 3:  Continue to move the remaining children from the state institutions to permanent, loving families in the community, under the Children’s Freedom Initiative.

Step 4:  Require DFCS to develop working relationships with the DD system in order to prevent nursing facility and ICF-DD placement for children.

Action Item 8:  Educate parents on options other than giving up custody of their minor children in order to receive services.

Step 1:  Establish that the priority of the state shall be to maintain the established home of the child. 

Step 2:  Coordinate permanency planning regulatory changes between DFCS, BHDD and DCH to eliminate barriers to children staying in their homes; the policy shall pertain to both biological parents and foster parents.

Action Item 9: Move individuals off the community waiting [planning] list:  diver adults from institutional placement, and towards appropriate home and community-based services.   

Need: Currently, the DBHDD, Division of Developmental Disabilities maintains the Planning List.  It is disaggregated by region, by short term (priority) and long term needs, and by particular services, such as comprehensive services, supported employment,  respite, residential support, family supportt, etc.  The planning list has fluctuated between 6,000 and 8,000 services needed in the past 3 years.  It is estimated that 1100 individuals come on to the planning list each year; at least 700 of those are children exiting the school system who will need services and supports in the community, and the rest may be adults with developmental disabilities whose caregivers (usually aging parents) have become too old or disabled themselves to continue the care.  (This demographic is probably significantly underestimated and is projected to rise dramatically as the baby boomer generation ages).  If the resources appropriated to the list do not exceed at least 1100, the list will grow.     

Step 1:  Create a new, 5-year multi-year funding plan to estimate resources required to address the anticipated need to prevent institutionalization of individuals at risk, and to keep a waiting list moving at a reasonable pace. 

Step 2:  Work with the Director of the Division of Developmental Disabilities and the Commissioner of the DBHDD to develop annual budget requests to the Georgia Legislature to support the Olmstead Plan.

Step 3:  Expand the availability of Aging and Disability Resource Connections (ADRC) statewide.

Action Item 10:  Amend the nurse practice act with an exceptions clause to permit unlicensed direct support and personal care staff who have been properly trained to perform certain nursing tasks and other health maintenance activities for persons with disabilities, with oversight by licensed registered nurses.

Step 1:  Repurpose anticipated savings from more efficient nursing practice and support to transition more persons to the community.

Step 2:  Review the provision of nursing services and health maintenance activities in the COMP waiver and the Medicaid State Plan and amend the COMP waiver as needed to ensure efficiency and access.
Action Item 11:    Establish workable guardianship and conservatorship interagency operating procedures for people with developmental disabilities.

Need:  Persons with developmental disabilities have the same civil rights as any other citizen unless they are adjudicated incompetent by a court.  Many parents of adults with developmental disabilities think that they must assume guardianship of their son or daughter, without realizing that this removes their right to vote, and make other decisions.  There are many ways that parents can assure financial protection and assistance with medical decision making without completely assuming guardianship.  Likewise, the state must assure  reasonable guardianship and conservatorship interagency operating procedures for adults with developmental disabilities who do not have family involved in their lives.
Step 1:  Propose legislation to modernize guardianship and conservatorship policy and practice.

Step 2:  Prepare material to educate providers, consumers and their family members on guardianship and conservatorship rights and responsibilities.

Action Item 12: Review existing community infrastructure and capacity to determine existing gaps in support structures for individuals transitioning from institutions and for individuals at risk of institutionalization.  (VCA, Article 1, Sec. III.)
Step 1:  The state shall review all transportation policies and review and modify policies and practices that prevent individuals taking full advantage of existing transportation resources.

Step 2:  Research all resources available for new transportation funding, including federal funds, ARRA, New Freedom Initiative, etc.

Step 3:  Fully utilize the transportation service option in the NOW waiver by leveraging the Integrated Transportation System state dollars in the NOW waiver.

Step 4:  Develop community capacity for affordable, accessible housing.

· Track availability of the new (Housing Choice, formerly Section 8) vouchers released under HUD.  1000 will specifically be for individuals transitioning from nursing homes and institutions to the community, and the other 3000 can be used by Public Housing Authorities to provide housing for non-elderly persons who are living in the community, but who are at risk of institutionalization.

· Identify public and private funding sources to assist participants with disabilities in covering the costs of structural alterations and other accessibility features needed to stay in their homes

· Provide housing search assistance

· Provide assistance to owners and landlords interested in making units accessible to persons with disabilities

· Track the availability of stimulus funds that will be available to every Public Housing Authority for capital improvements, and advocate to use these dollars to augment state of the art accessibility features in public housing.

· Encourage the public housing authorities in Georgia to apply for the competitive stimulus funds that are available for PHAs to provide housing for persons with disabilities under the new NOFA, and encourage partnerships between service providing agencies and PHAs.  (Deadline August 21st, 2009)

· Explore the availability of HOME tenant-based rental assistance dollars which may be available to help persons with disabilities transition from institutions to the community.  

Step 5 : Development of support services such as family support, behavioral support, communication support, and medical support

· Continue to advocate for increased appropriations for state-funded family support dollars which can be used to offset the waiting list for persons needing lower level supports.

· Expand and formalize, and resource the structure to make behavioral support consultations and services available across the state as needed

· Amend nurse practice to accommodate the delivery of health maintenance activities (see Action item 10)

Action Item 13:  Continue development of and implement comprehensive Quality Assurance Program.

Step 1:  Expand the Quality Assurance contract to cover all developmental disability services, including those provided in the state hospitals and including hospital transitions.  The elements of a quality assurance system include: 

· The development of organizational culture focused on quality improvement

· Investment in infrastructure

· Data integrity

· Quality management staff with analytic capacity

· Ability to collect individual client-level encounter data

· Useful and user-friendly reports

· Consumer, family, and other advocate involvement

· Provider collaboration

· Quality framework based on values

· Identification of and focus on core measurements

· Continued development based on existing measures

Action Item 14:  Improve data systems, collection, analysis and regular reporting that can inform programmatic and budgetary decision-making.

Step 1:  Implement coordinated data system in the Division of Development Disabilities that enables a consistent approach to ongoing monitoring and oversight both at the systems level and the individual level.

Action Item 15:  Attract and maintain a network of qualified and trained service providers.  

Step 1:  Implement mandatory orientation training, service standards training, policy and system change training, and training on evidence-based practices.

Step 2:  Support non-traditional service provision, including informal caregiver network and supports. 

Step 3:  Conduct and analyze service gap analyses to determine current service capacity and direction for future growth.

Step 4:  Gather and disseminate information on innovative national approaches to long-term services and supports.

Action Item 16:  Maintain an effective and competent workforce to meet the current and future needs of individuals who require community-based long-term care services. 

Step 1:  Develop a recruitment and retention work plan that also includes strategies for enhancing compensation for direct support workers through the development of career pathways, diversification and specialization.

Step 2:  Develop a training work plan that incorporates the Direct Support Professionals Certificate Program in the Tech schools and the College of Direct Support as a backup for providers who do not have access to the DSP certificate curriculum.

Step 3:  Incorporate best practice on cultural diversity and competency in the career development and training work plan

Step 4:  Complete the work begun to gain National Credentialing for the Direct Support Professionals Certificate program 

VII.   
INDIVIDUALS WITH PHYSICAL AND OTHER DISABILITIES 

           LIVING IN INSTITUTIONAL SETTINGS

Who is covered?

This category of people includes adults with physical disabilities including people who are deaf or hearing impaired or have traumatic brain injury as well as thousands of older Georgians with disabilities sometimes referred to as the frail elderly.  Some individuals need minimal assistance to remain in the community while others need more significant supports.  Currently, Georgia’s long-term care system relies primarily on nursing facilities to provide assistance for this population.  According to the 2008 Nursing Home Data Compendium, published by the Centers for Medicare and Medicaid Services, there were 65,302 nursing facility residents in Georgia in 2007 (the latest data available).   Of these residents, approximately 14 % were under the age of 65, according to the 2008 Nursing Home Compendium.    

Currently, state policy requires nursing facility personnel to provide each newly admitted resident, or the resident’s representative, with a booklet containing information about Medicaid waivers.  This policy is simply not adequate because the resident often either does not receive the information or does not understand it.  Also, meaningful information about community–based alternatives to a current nursing home resident must include practical assistance in contacting these programs and applying for them, if that is the resident’s wish.

The following sections address Adults with Physical Disabilities 

No children under 18 should receive disability services in nursing homes.

________________________________________

 Adults with physical and other disabilities 

.

This section includes not only those adults with physical disabilities, but also people with brain injuries and other disabilities. The Americans with Disabilities Act applies to people who have a disability as defined under that law and is not based on age.  Therefore, the U.S. Supreme Court’s interpretation of the ADA’s integration mandate applies to people with disabilities of all ages, including the more than 54,000 people with disabilities age 65 and older living in Georgia’s nursing facilities (2008 Nursing Home Data Compendium, published by the Centers for Medicare and Medicaid Services) who are receiving some form of publicly funded services. .  According to the CMS’s 2008 Nursing Home Data Compendium, in 2007 there were approximately 9,273 individuals living in Georgia nursing facilities who were younger than 65 years of age.

Action items for assessing community service needs for adults with physical and other disabilities living in nursing facilities and placement of these individuals in the community:
The following sections of the plan detail action steps for adults living in nursing facilities as well as those at risk of institutional placement.

Action Item 1:  Secure, maintain, and report accurate and current data of adults living in nursing facilities who would prefer to live in the community as well as accurate and current data of the Medicaid waivers and Money Follows the Person. The most recent data included on the CMS website shows that 5,947 Georgians in nursing facilities expressed or indicated a preference to return to the community.  Of these, approximately 2,400 are over the age of 65.
Step 1:  DCH should conduct an assessment of all individuals living in nursing facilities to determine if they would prefer to live in the community.  A list of these individuals shall be maintained by DCH and reported monthly. This information can be accessed through the CMS website at: http://www.cms.hhs.gov/MDSPubQ1andResRep/. While data from this MDS is useful, many nursing facility residents, especially older adults, are not asked whether they want to return to the community or simply do not understand the possibilities of receiving support at home. Therefore, in addition to identifying the quantity of people who have expressed a desire to leave the nursing facility, as evidenced in the MDS Q1a, the more general number of people must also be tallied, recorded, and updated regularly. This information must be reported to the OPC on a quarterly basis.
Step 2: DCH will report monthly on the status of the Independent Care Waiver Program (ICWP) to include the following information:

· Current Number of Clients on the waiver

· Current Clients on waiting list

· Institutionalized and Non Institutionalized

· Level of Current Clients, and waiting list clients

· Number of Individual Screenings

· Number of Discharges from CCSP

· Number of Applications Denied and Reasons and Primary Diagnosis Code

Step 3: DCH will report monthly on the status of the CCSP waiting list.

· Current Number of Clients on the waiver

· Current Clients on waiting list

· Institutionalized and Non Institutionalized

· Level of Current Clients, and waiting list clients

· Number of Individual Screenings

· Number of Discharges from CCSP

· Number of Applications Denied and Reasons and Primary Diagnosis Code

Step 4: DCH will report monthly on the status of the Money Follows the Person Program (MFP) The most recent data included on the CMS website shows that 5,947 Georgians in nursing facilities expressed or indicated a preference to return to the community. 

· Current Number of Identified MFP Clients

· Current Number of Clients Transitioned

· Current Number of Clients waiting transition

· Where were Clients Transitioned to

· Number of MFP Clients that returned to Institution and Reason

Deadline:
Data must be made available no later than January 1, 2010.
Action Item 2:  Educate all adults in nursing facilities about community-based services.

Unfortunately, most people living in nursing facilities do not know about – or do not fully understand -- the availability of community-based services.  Currently, state policy requires nursing facility personnel to provide each newly admitted resident, or the resident’s representative, with a booklet containing information about Medicaid waivers.  This policy is simply not adequate because the resident often either does not receive the information or does not understand it.  Also, meaningful information about community-based alternatives to a current nursing home resident must include practical assistance in contacting these programs and applying for them, if that is the resident’s wish.
Step 1:  DCH and DHS shall establish and implement an education campaign for adults with physical and other disabilities and their families about more integrated services.  This education effort must reach every nursing facility resident and must use self-advocates and/or peer supporters – not nursing facility personnel -- as the messengers of the information. Interested residents must be provided with individualized counseling regarding community alternatives by someone well-versed in nursing facility transitions and knowledgeable about serving people with challenging services needs in the community.  The education campaign should include stories and pictures or videos of successful transitions back into the community.

The information and access to individualized counseling and self-advocates/ peer supporters must be provided upon admission to the nursing facility and at regular intervals (at least quarterly) thereafter.  

Step 2:  DCH and DHS shall create a budget to fund this education campaign and shall request appropriations to fund the budget.  

Step 3: DCH and DHS shall report to the Olmstead Planning Committee and the public on at least a quarterly basis the number of community education events, the number of people attending, and the number of individuals counseled regarding community alternatives.

Deadline:

Education campaign must be designed and ready for implementation by February 1, 2010.

All current residents must be educated about the availability of community supports by June 1, 2010. 

Action Item 3: All adults living in nursing facilities will be assessed to determine what supports are needed to live in a home or community-based setting.  

Need:  All nursing facility residents must be assessed upon admission and every quarter thereafter to determine the “supports needed to benefit from community placement and services.”  Assessments for community supports needed must identify which supports would enable the person to leave the nursing facility and live successfully in the community in the least restrictive environment.  This determination should not be constrained by whether the needed services are currently available.  Furthermore, the needs assessment profile should indicate “what supports are needed” rather than whether the person is “ready” for community integration.   Because nursing facility staff are generally not knowledgeable about community alternatives to nursing facility care, the community supports assessment of each nursing facility resident should be performed by an entity other than nursing facility staff.

.
Step 1:  DCH should create an assessment to be used quarterly for all nursing facility residents.  The assessment should be called  “supports needed to benefit from community placement and services.”  It should be modeled after the Person-Centered Transition Plans under the Voluntary Compliance Agreement.  DCH should solicit and accept public comments on the assessment.  The assessment must identify with specificity which supports would enable the person to leave the facility. This determination should not be constrained by whether the needed services are currently available.  Services to be considered shall include housing, Medicaid Waivers, Money Follows the Person, personal supports, peer supports, nursing care, physical therapy, occupational therapy, medical care, mental health services (if applicable), and transportation.  Assessments should begin being conducted no later than March 1, 2010.  

Step 2: Each person who is assessed ready to live in the community and who wishes to live in the community must be placed on a “Ready for Community” list maintained by DCH.  

Step 3:  DCH shall create and implement an appeal process by March 1, 2010 for any person who is not placed on the “Ready for Community” list.  The appeal process must include the right to an administrative appeal to the Office of State Administrative Hearings.  It also must include a notice that is provided to any individual not placed on the list explaining the appeal process, the right to appeal, and providing telephone numbers and information about legal services organizations and the Georgia Advocacy office.  DCH should solicit and consider public comments on the notice and appeal process.

Step 4: DCH will use Money Follows the Person or other funding to create a quality transition/discharge process that will connect each individual on the “ready for Community” list to the services needed. Individuals should meet with community service providers prior to discharge to arrange and discuss services in the community. All services should be ready and provided at the time of discharge.

Step 5: If a service(s) is not available, the person’s name must be place on a waiting list for the service needed. 

Step 6:  DCH will collect data regarding the need for each support. This data will be used to create annual budget requests from DCH.

Action Item 4:  Individual Community Integration Plans will be developed for all adults living in nursing facilities who meet Olmstead criteria.

Need:  A quality plan for how an individual will return to living in the community should be created for each individual who will transition back into the community.  A plan is necessary in order to ensure that all necessary services and supports are available for the individual so the individual can live in the least restrictive environment.
Step 1:  DCH or a qualified provider shall develop an Individual Community Integration Plan using a person-centered planning approach.  The Plan shall be created by persons trained and experienced in developing such plans, for the adults on the “Ready for Community” list.  DCH or a qualified provider shall also develop Individual Community Integration Plans for any individual who wishes to transition into the community but who is not on the “Ready for Community” list.  

The Individual Community Integration Plans shall have explicit places to consider the following services (as well as others determined appropriate):  housing, Medicaid Waivers, Money Follows the Person, personal supports, peer supports, nursing care, physical therapy, occupational therapy, medical care, day services, respite, education. Supported employment, mental health services (if applicable), and transportation.  It should also have a place to consider who will provide necessary services, the costs of necessary services, and who will pay for the necessary services.  

Step 2:  DCH or a qualified provider shall conduct a Community Integration Planning meeting with each person on the “Ready for Community” list as well as any person who wishes to be integrated into the community but whose name is not on the “Ready for Community” list.  The Planning Meeting should include the individual, any family or other individuals the individual would like to have present, any representative the individual would like to have present, community providers who would provide services may be included in the plan, the ombudsman for the nursing facility, and the nursing facility social worker.  An Individual Community Integration Plan should be created at the planning meeting and a hard copy should be given to the individual at the end of the meeting.  If Money Follows the Person is being provided to the individual, then the Money Follows the Person transition coordinator and transition plan can be used instead of the Community Integration Plan as long as all needs of the individual are met and all services are planned.  

Step 3:  All individuals on the “Ready for Community” list should have a Community Integration Plan by June 1, 2010.  All individuals who wish to transition back into the community but who are not yet on the list should have a Community Integration Plan by September 1, 2010.  For those individuals not yet on the “Ready for Community” list but for whom a Community Integration Plan is created, an updated Community Integration Plan should be done at the time the individual is placed on the “Ready for Community” list.

Step 4:  DCH shall use Money Follows the Person or other funding to create a quality transition/discharge process that will connect each individual on the “Ready for Community” list to the services needed.  Individuals should meet with community service providers prior to discharge to arrange and discuss services in the community.  All services should be ready and provided at the time of discharge.  Funding should also include additional personal support hours and transition coordination during the first three months out of the nursing facility.  This 90 day transition period is when individuals, especially those living alone, are the most vulnerable to problems and concerns from the transfer that can result in re-institutionalization.  A re-evaluation of needed services should occur three months after the transfer and then every three-six months after that.

Step 5:  If a service(s) is not available, the person’s name must be placed on a waiting list for the service needed. 

Step 6:  DCH shall collect data regarding the need for each support.  This data should be used to create annual budget requests from DCH.

Action Item 5: Move people into the Community under Individual Community Integration Plans --Waiting Lists

All nursing homes residents shall begin to transition to the community within 60 days of the identification of appropriate, community-based services, including, if needed, residential supports. This does not mean that the person will necessarily move out of the nursing facility in that 60-day period if more time is needed to assure a responsible transition. Individuals will be placed on waiting lists for all services that are not immediately available, including residential supports and care coordination.  (see Step 4 of Action Item 4) These waiting lists are in addition to the waiting lists for individual waivers or any other individual programs. The purpose of these waiting lists is to identify the individual services needed by current nursing home residents so each can receive disability services in an integrated community setting rather than in a nursing home. 

The DCH will maintain all waiting lists. The data will be utilized to describe the need for community based disability services for persons with physical disabilities in all categories of services.  The waiting lists will be part of the development of the budget request of the DCH and part of the DCH’s collaboration with the DCA. 

Creation, Coordination, and Maintenance of Waiting Lists for all Community-based services for nursing home residents, including services not operated by the state: to begin immediately, review each 30 days by Olmstead Coordinator. 
Action Item 6:  Provide adults living in nursing facilities with community-based supports so they can be in the most integrated setting.  Community-based supports include, but are not limited to, housing, Medicaid Waivers, Money Follows the Person, personal supports, peer supports, nursing care, physical therapy, occupational therapy, medical care, mental health services (if applicable), and transportation.  These also include other non-service supports, including assistive technology and durable medical equipment.

Action Item 7:  Address the waiting lists such that institutionalized individuals and those at risk of institutionalization receive appropriate services in a reasonable time frame.  
Georgia currently has the following Medicaid waivers for individuals with physical disabilities:

· Independent Care Waiver/Traumatic Brain Injury (ICWP/TBI)

· Community Care Waiver Program (CCSP)

· Service Options Using Resources in Community Environment (SOURCE)

These Medicaid waivers have served as a critical resource for individuals with disabilities to receive services in the community rather than in an institution

Step 1:  Create a new, 5 year multi-year funding plan to estimate resources required to address the anticipated need to prevent institutionalization of individuals at risk and transition currently institutionalized individuals into the community, and to keep the waiting lists moving at a reasonable pace. 

Step 2:  Work with the Directors of the DCH, Department of Human Resources and the Area Agencies on Aging to develop annual budget requests to the Georgia Legislature to support the Olmstead Plan.

Step 3:  Expand the availability of Aging and Disability Resource Connections (ADRC) statewide.  The ADRC was established as a single point of entry, often called Gateway, for entry in the service system.

Step 4:  Create a Taskforce for each waiver, by February 1, 2010 to review each of the waiver programs in order to determine the number of individual waiver slots needed, the services provided, the application and assessment process.  The Taskforce should comprise members from the following groups:

· DCH

· AAA

· Service Provider

· Consumers with physical disabilities

· CIL’s

· Waiver Case Managers (biased toward community placement)

Step 5:  Review the services provided in the individual waiver programs and expand the services within the programs to ensure the necessary services are available to meet the needs the targeted populations:

ICWP/TBI

· Expand day support programs for the TBI program

· Expanding residential placement or CLA’s for TBI

· Increase the number of neurobehavioral facilities/TBI

· Expand the availability of specialized providers/TBI

· Improved training and policy updates for case managers

· Train case mangers specifically in providing necessary services for TBI

· Increase the availability of environmental modifications

· Increase the availability of attendant care hours for those that need it

· Review and increase reimbursement rates and establish benefits (i.e. paid sick leave, mileage and health insurance) for direct support professionals

· Improve training of direct support professionals

CCSP and SOURCE
· Increase number of attendant care hours available for those that need it

· Improve the quality and availability of adult day programs

· Review and increase reimbursement rates and establish benefits (i.e. paid sick leave, health insurance and mileage) for direct support professionals

· Improve training of direct support professionals 

Step 6:  Review application and assessment process for each of the waivers to eliminate unnecessary barriers to being found eligible for services.  Poor assessments during the application process and inappropriately trained individuals in the determination stage of the assessment delay improvement and hinder appropriate placement.


ICWP

· Eliminate the requirement of family and community support for eligibility

· Eliminate denials based on an individual’s need for 24/7 care.  Consider all residential options (such as shared living situations) that could reduce costs of care.  To the extent a proposed waiver plan exceeds the allocated budget amount for the waiver, DCH should explore with the individual how the individual will be served in the least restrictive environment with supports other than the waiver, including state funds, in order to comply with the ADA and Olmstead. 

· Eliminate the requirement of locating residential placement prior to approval

· Eliminate the age cap

CCSP
· Eliminate cost share. Equalize income eligibility standards for all HCBS programs with those of nursing facilities.

SOURCE
· Provide for assessments in NH
Step 7:  Amend the nurse practice act with an exceptions clause to permit unlicensed direct support and personal care staff who have been properly trained to perform certain nursing tasks and other health maintenance activities for persons with disabilities, with oversight by licensed registered nurses.

· Repurpose anticipated savings from more efficient nursing practice and support to transition more persons to the community
Step 8:  Review the appeal process for all waiver programs to ensure the process is fully accessible to residents of nursing facilities.  Provide education to all residents of their right to an administrative appeal to the Office of State Administrative Hearings, how the appeals process works, telephone numbers and information about legal services organization and the Georgia Advocacy Office.  Provide assistance as necessary for those who require assistance in accessing the appeals process (i.e. blind, illiterate; those for whom English is their second language) DCH should solicit and consider public comments on the notice and appeal process.  The location of any hearing should be held at a location that is practical and accessible to nursing facility residents.
Action Item 8:  Evaluate the efficiency and effectiveness of transitions from nursing homes to the community under the Money Follows the Person Program. The Money Follows the Person program should be used to create a quality transition/discharge process that will connect each individual on the “Ready for Community” list to the services needed.  .

Step 1:  Establish a Taskforce to develop legislative strategy to make Money Follows the Person a permanent nursing home transition and diversion process by including it in the State’s annual budget.  The Taskforce should include:

· Legislators

· DCH

· CMS

· AAA’s

· People with physical disabilities

· CIL’s

Step 2:  Provide the current transition model to the SILC or other appropriate agency for review.

Step 3:  Provide appropriate training for transition coordinators

Step 4:  Develop a process for educating nursing home social workers, residents, family members and physicians on the Money Follows the Person and insure that training and education is ongoing.

Action Item 9: Case managers across the waivers should be trained to develop a Circle of Support for each individual transitioned from the institution that is built upon the Individual Community Integration Plan developed prior to discharge and transition.  Such COS should be an ongoing strategy employed to help the individual as needs develop and change over time. 
Action Item 10:  Increase Funding for Certified Peer Support Programs so that peer supports are available to every individual with a physical disability in nursing facilities or who is at significant risk of institutionalization.

Need:
Georgia is a recognized leader in the country for providing successful peer supports. Peer supports, though, are not available to everyone who needs it.  

Step 1:  Assess need for additional peer supports throughout state.

Step 2:  Assess cost of increasing peer supports to meet need.

Step 3:  Make budget request for increased peer supports.

Step 4:  Educate nursing facility residents on the use of peer supporters.

Step 5:  Provide an updated list of certified peer supporters to those transitioning from nursing homes to the community and to those at risk of institutionalization.

Action Item 11:  Review existing community infrastructure and capacity to determine existing gaps in support structures for individuals transitioning from nursing homes into the community.

Need:  Transportation is a key problem for individuals with physical disabilities in receiving the services and medical treatment they require.  There needs to be a full spectrum of transportation services is needed to meet the various needs of persons with physical disabilities.  While there is certainly a lack of accessible, affordable public transportation which prevents those with physical disabilities from fully integrating into the community, there is also a need for affordable accessible door-to-door transportation services.  Some people with physical disabilities may not be able to utilize public transportation even when it is available, affordable, and physically accessible, for example, as a result of a medication condition (e.g. heat/cold sensitivity).  Others may live in areas where there happens to be no public transportation readily available.
Step 1:  The State shall review all transportation policies and review and modify policies and practices that prevent individuals from taking full advantage of existing transportation resources.

Step 2:  The State should research and review all resources available for new transportation funding including federal funds, ARRA, New Freedom Initiative, etc.
Step 3:  Assess need for transportation for individuals with physical disabilities who have been discharged from state hospitals, nursing facilities, or who are at significant risk of institutionalization.

Step 4:  Assess cost of increasing transportation to meet need.

Step 5:  Make budget request for necessary funding for transportation.

Housing was not mentioned in the Olmstead decision, however, one of the biggest barriers for those wishing to leave an institution and often to those at risk of institutionalization is safe, affordable, accessible housing.  Community based services can only work well when the need for housing is met.  This housing must be integrated into the community, affordable and accessible.

Barriers to Overcome:  There are several barriers to overcome in creating new units of safe, affordable and accessible housing for individuals being discharged from nursing home or at imminent of nursing home placement.  

· People with disabilities are disproportionately poor – many relying on SSI benefits to meet their needs.  Many housing programs do not target those with very low income.  It takes, on average, over 104% of SSI to rent a one-bedroom apartment in Georgia.
  Rent subsidies need to be deep.

· Most of the State’s housing authorities have long waiting lists for Section 8 and other subsidized housing programs.  Many of the funding program for which they could apply are lottery based and do not provide a stable resource for funding.

· Housing typically available for those that are homeless is not available to those leaving institutions under the McKinney-Vento Homeless Act which provides Federal housing funds.  Under the Homeless Act, as well as some other grants for housing, an individual generally does not qualify for permanent housing if the individual has been living in an institutional setting for more than 30 days. 

Action Item 12:  Develop community capacity for affordable, accessible housing.  A Housing Plan should be created by March 2010 for creating at least ****** new housing units over a ********-year period designated for individuals being discharged from nursing homes or facing imminent threat of institutionalization. [This action item should be cross-referenced with Action Item 8 of the Mental Health Section].  Details of numbers and years need to be filled in by Olmstead Planning Committee after needs assessed.

Step 1:  Create a housing taskforce with the precise goal and strict schedule stated above.  The taskforce should include the following people:

· DCH representative with Medicaid expertise

· DCA representative with subsidized and affordable, accessible housing expertise

· National expert on affordable, accessible housing

· Two representatives from public housing authorities

· Expert on neighborhood stabilization funds

· Expert on housing accessibility

· Two Georgia Legislators

· Housing counselor

· People with disabilities

· Developer of affordable, accessible housing

A substantial increase in the number of quality affordable and accessible housing can only come through a coordinated effort and plan by the various public housing authorities, the DCA, community development stakeholders and the disability community.  This effort must include at least eight hours a week of staff work over a six-month period and will need to pull resources from all the partners listed.  

Step 2:  The taskforce needs to become educated in the housing preferences and needs of the disability community, including, but not limited to, set asides in larger housing developments, scattered-site and mixed income communities, location of housing with respect to safe, affordable, accessible transportation.  This information should be shared with housing officials.

Step 3:  The Taskforce should become educated in the various methods of identifying capital funds financing for subsidized housing including, but not limited to HOME, Community Development Block Grants, housing trust funds, Low Income Housing Tax Credits, state bond financing, etc. 

Step 4:  The Taskforce should become educated in identifying subsidy funding to make the units affordable to those with the lowest incomes.  These could include Section 8 Project Based Assistance or some of the McKinney/Vento programs.

Step 5:  The taskforce should identify at least two HUD programs to apply for funding for housing that can be designated for those being discharged from nursing homes or facing imminent threat of institutionalization.  Such application should take place by March 2010.
Step 6:  Monitor and apply for housing choice vouchers (Section 8 vouchers) that were made available in the Omnibus Appropriations Act 2009 for non-elderly families with disabilities transitioning out of nursing homes and state institutions.  HUD will publish the final NOFA for this after a comment period that ends July 13, 2009.  Information about this can be found in the June 22, 2009 Federal Register, Volume 74, Number 118, Page 29504 – 29510.  

Step 7:  Suggest specific budget requests to be made by the DCA and that all public housing authorities increase their supply of housing vouchers for those transitioning from nursing homes or at risk of institutionalization.

Step 8:  Publish by March 2010 a plan outlining all of the above and any other steps necessary to create the ******** new units of affordable, accessible housing.

Step 9:  Assess and determine need for additional housing units on an ongoing basis.
Action Item 13:  Improve data systems, collection, analysis and regular reporting that can inform programmatic and budgetary decision-making.

Step 1: Implement coordinated data system in the DCA, public housing authorities, DCH, DHR, and Georgia DOT that enables a consistent approach to ongoing monitoring and oversight both at the systems level and the individual level.

Action Item 14:  Attract and maintain a network of quality service providers. 

Step 1:  Implement mandatory orientation training, service standards training, policy and system change training, and training on evidence-based practices.

Step 2:  Support non-traditional service provision, including informal caregiver network and supports. 

Step 3:  Conduct and analyze service gap analyses to determine current service capacity and direction for future growth.

Step 4:  Gather and disseminate information on innovative national approaches to long-term services and supports.

Action Item 15:  Maintain an effective and competent workforce to meet the current and future needs of individuals who require community-based long-term care services. 

Step 1:  Develop a recruitment and retention work plan that also includes strategies for enhancing compensation for direct support workers through the development of career pathways, diversification and specialization.

Step 2:  Develop a training work plan that incorporates the Direct Support Professionals Certificate Program in the Tech schools and the College of Direct Support as a backup for providers who do not have access to the DSP certificate curriculum.

Step 3:  Incorporate best practice on cultural diversity and competency in the career development and training work plan.

Step 4:  Complete the work begun to gain National Credentialing for the Direct Support Professionals Certificate program 

Action Item 16:  Connect individuals transitioning from institutions to other community services for which they may be eligible including food stamps, Vocational Rehabilitation Services, Benefits Navigator, local Centers for Independent Living.
IX. . HOW TO PROVIDE Feedback on Georgia’s Olmstead Plan

Anyone interested in providing comments about Georgia’s Olmstead Plan is encouraged to submit their comments utilizing the Olmstead feed back form. The form should be submitted via email to: OlmsteadPlan@dhr.state.ga.us.    
X.   HOW TO ACCESS SERVICES IN GEORGIA

A.  Mental Health, Developmental Disabilities, and Addictive Diseases Services

For information about Mental Health, Developmental Disabilities, and Addictive Diseases services go to http://mhddad.dhr.georgia.gov. 

To access behavioral health and addictive diseases services, contact Georgia’s Crisis and Access Line (GCAL) at 1-800-715-4225.

B.  Aging Services

For information about Aging Services in Georgia, go to http://www.aging.dhr.georgia.gov. To access Aging Services in Georgia, contact 1-866-55-AGING.

Appendix A

Voluntary Compliance Agreement

Please follow the links below to access any section of full text of the Voluntary Compliance Agreement.

Preamble

Article 1: General Provisions

· Section I – Purpose of this Agreement

· Section II – Appointment and Role of Olmstead Coordinator

· Section III – Assessing Statewide Need for Community Services

· Section IV – Revising the State Olmstead Plan

Article 2: Provisions for Individuals with Developmental Disabilities

· Section I – Preventing Unnecessary Institutionalization

· Section II – Assessing the Preferences, Strengths and Needs of Individuals on DD Olmstead and Transition Lists

· Section III – Monitoring Progress

· Section IV – Adequately Preparing Individuals for Community Services

Article 3: Provisions for Individuals with a Behavioral health Disability

· Section I – Preventing Unnecessary Institutionalization

· Section II – Assessing the Appropriateness of Community Placement and the Preferences, Strengths and Needs of Individuals on MH Olmstead and Transition Lists

· Section III – Monitoring Progress

· Section IV – Adequately Preparing Individuals for Community Services

Article 4: Miscellaneous Provisions

· Section I – Informing Individuals Found Inappropriate for Community Services of their Rights

· Section II – Modifications in Law and Practice

· Section III – OCR’s Responsibilities under this Agreement

· Section IV – Signatures

Appendix: Definitions

Exhibit A: DD Olmstead List

Exhibit B: MH Olmstead List

Exhibit C: DHR Online Directive Information System (ODIS) Policy Directives as cited in the text of this report.
Exhibit D: DHR Division of Mental Health, Developmental Disabilities and Addictive Diseases Policy #7.105 – Planning List for Behavioral health Consumers in DHR Hospitals.
APPENDIX B

STATUS 

Georgia’s effort to assist individuals with disabilities to transition from institutions to community settings predates the U.S. Supreme Court’s Olmstead v. L.C. decision and has continued since the decision. Accomplishments include: 

· The State has provided Developmental Disability services based on the allocations approved by the legislature. The Legislature approved 750 services in fiscal year 2006, 1,500 in fiscal year 2007, 1,500 in fiscal year 2008, and 500 in fiscal year 2009.

· Since 2004, 233 staff positions have been added to support transitioning individuals with developmental disabilities to community services. 

· Increased hours of active treatment within State hospitals  

· Established the statewide 24-hour, seven-days-a-week Georgia Crisis and Access Line for easier access to information and services 

· Recognized nationally as a model for peer support services. 

· New waivers for persons with developmental disabilities have been approved by the federal government.   

· A multi-year funding commitment was developed by the DCH (DCH) and the Department of Human Resources (DHR) to unlock the waiting list for home and community-based services. . 

· Conducted statewide family forums on the new Home and Community-based Waiver Programs, the New Options Waiver and the Comprehensive Supports Waiver.  

· Training on self-directed services and best practices for developmental disability services. The State developed websites informing families of available services and access to these services.  

· Information provided to individuals in nursing homes and developmental disability facilities about available community services.

· Partnering with the Georgia Council on Developmental Disabilities to develop a statewide network of family support services. Georgia added Natural Support Enhancement services to its Home and Community-based Waiver Program in 2002. The ability to self-direct these services was added in 2006.  

· Obtaining four grants from the Centers of Medicare and Medicaid Services that assisted with transition planning. Grant-funded projects included: 

· Transition planning for individuals in nursing homes, housing and workforce development.

· Enhancing peer support to help people transition from institutions to community services. 

· Improving communications to consumers and their families and across agencies. 

· Planning for the implementation of self-direction of home and community-based services.

· Participating in the federal Money Follows the Person initiative to move 600 people from Georgia institutions to community supports and services before fiscal year 2013. 

Georgia has also worked on behalf of older adults and people with physical disabilities. Highlights of these accomplishments include:

· In conjunction with the Area Agencies on Aging (AAAs), the Division on Aging Services created the Gateway information system to provide accurate information on available resources and access to home- and community-based services for older and disabled adults, their families and caregivers. 

· Standardized screening and assessment to assess an individual’s impairment level, unmet needs and what services are required to keep that person in the community. In addition, waiting lists for both the Community Care Services Program (CCSP) and non-Medicaid Home and Community Based Services are maintained. 

· Georgia has approved state funds to build on a federal Aging and Disability Resource Connection (ADRCs) grant which establishes no wrong door for individuals with disabilities of any age to receive information, assistance and referral to available long term care supports or services in the community. 

· Reimbursement to service providers has increased 14 percent under the Community Care Services Program (CCSP).  

· Increased focus on quality assurances to enroll qualified providers. Georgia has developed monitoring and quality assurance tools to focus on encouraging qualified providers.  

· Georgia DCH (DCH) developed an easy-to-read booklet that highlights eligibility requirements and point of entry for the Home and Community-based Waiver programs, including the Money Follows the Person Initiative. To date, more than 130,000 booklets have been distributed with primary distribution points including all admissions to nursing homes, all individuals admitted to waiver programs, hospitals and in public forums, and events throughout Georgia. 

· The state participates in the Nursing Home Diversion Modernization Grants project – a federal competitive grants opportunity designed to assist individuals at risk of nursing home placement to receive home and community-based services that enable them to continue to live in the community.

· DAS, in partnership with the Fuqua Center on Late-Life Depression at Emory Healthcare and the Area Agencies on Aging, continues to provide depression screening for CCSP participants. Intervention measures include identifying at-risk individuals at the local level, identifying needed behavioral health services, training care coordinators to recognize depression symptoms and obtaining resources to provide services.











Appendix C

Current Availability of Community Services 

Developmental Disabilities 

Georgia has several home and community-based waiver programs. Although different Medicaid waiver programs include different services, they have some services in common. Each program offers core services, including:

· Service coordination

· Personal support (assistance with daily living activities)

· Home health services (nursing and occupational, physical and speech therapy) 

· Emergency response systems and respite care (caregiver relief). 

In addition, other federal and state funding supports community-integrated service programs. These programs include: 

· Community Care Services Program (CCSP) – Provides home and community-based services to the functionally impaired or disabled. It helps eligible recipients remain in their own homes, the homes of caregivers, or in other community settings as long as possible. 

· Independent Care Waiver Program (ICWP) – Helps a limited number of adult Medicaid recipients with physical disabilities remain in their own homes or in the community. Services are also available for people with traumatic brain injuries. 

· Community Habilitation and Support Services Program (CHSS) – A home and community-based waiver for people with mental retardation. Developed after closure of an Intermediate Care Facility for the Mentally Retarded (ICF/MR) in Atlanta. Serves individuals who have transitioned from institutions and those on community waiting lists. 

· The New Options Waiver (NOW) – is a supports waiver designed for persons with MR/DD who live with family members or in their own home.  NOW offers services and supports that enable individuals to remain living in their own or family home and participate in community life.

· The Comprehensive (Comp) Supports Waiver –  Individuals eligible for the Comp Waiver need out-of-home residential support and supervision or intensive levels of in-home services to remain in the community.  The purpose of the Comp Waiver is comprehensive and extensive waiver services to enable individuals with urgent and intense needs to avoid institutional placement.    

· Service Options Using Resources in Community Environments (SOURCE) – Provides community-based services along with primary care-focused case management with the goal of improving the health outcomes of individuals with chronic conditions.  

· Georgia Pediatric Program (GAPP) – Members must be medically fragile with multiple diagnoses and require continuous skilled nursing care or skilled nursing care in shifts.                

· Home and Community Based Supports for individuals with Developmental Disabilities.
Services Overview:

· Adult Occupational Therapy – Addresses the occupational therapy needs of the adult participant that result from his or her developmental disabilities.

· Adult Physical Therapy – Addresses the physical therapy needs of the adult participant that result from his or her developmental disabilities.

· Adult Speech and Language Therapy – Addresses the speech and language therapy needs of the adult participant that results from his or her developmental disabilities.

· Behavioral Supports Consultation – Professional-level services that assist the participant with significant, intensive challenging behaviors that interfere with activities of daily living, social interaction, work or similar situations.

· Community Access – Designed to assist the participant in acquiring, retaining, or improving self-help, socialization and adaptive skills required for active participation and independent functioning outside the participant’s place of residence.

· Community Guide – Designed only for participants who opt for participant direction. Assists them with defining and directing their own services and supports and meeting the responsibilities of participant direction. 

· Community Living Support – Individually tailored supports that assist with the acquisition, retention, or improvement in skills related to a participant’s continued residence in his or her family home.

· Community Residential Alternative – Targeted for people who require intense levels of residential support in small group settings of four or less, foster homes, or host home/life sharing arrangements and include a range of interventions with a particular focus on training and support in one or more of the following areas: eating and drinking, toileting, personal grooming and health care, dressing, communication, interpersonal relationships, mobility, home management, and use of leisure time.

· Environmental Accessibility Adaptation – Physical adaptations to the participant’s family’s home that ensure the health, welfare and safety of the individual - or that enable the individual to function with greater independence in the home.

· Financial Support Services – Provided to ensure that participant directed funds outlined in the Individual Service Plan are managed and distributed as intended.

· Prevocational Services – Prepare a participant for paid or unpaid employment and include teaching such concepts as compliance, attendance, task completion, problem solving and safety.

· Specialized Medical Equipment – Consists of devices, controls or appliances specified in the Individual Service plan that enable participants to increase their abilities to perform daily living activities and interact more independently with their environment.

· Specialized Medical Supplies – Includes food supplements, special clothing, diapers, bed-wetting protective chunks and other authorized supplies that are specified in the Individual Service Plan.

· Support Coordination – A set of interrelated activities for identifying, coordinating and reviewing the delivery of appropriate services with the objective of protecting the health and safety of participants while ensuring access to needed waiver and other services.

· Supported Employment – Supports that enable participants for whom competitive employment at or above the minimum wage is unlikely absent the provision of supports, and who, because of their disabilities, need supports to work in a regular work setting.

· Transportation – Enables participants to gain access to waiver and other community services, activities, resources and organizations typically utilized by the general population but do not include transportation available through Medicaid non-emergency transportation or as an element of another waiver service.

· Vehicle Adaptation – Includes adaptations to the participant’s or family’s vehicle approved in the Individual Service Plan, such as a hydraulic lift, ramps, special seats and other modifications to allow for access into and out of the vehicle as well as safety while moving.

· Shepherd Care Demonstration – Provides primary care through an outreach program managed by advanced practice nurses who coordinate medical care for individuals with disabilities through the Shepherd Center in Atlanta. 

· Model Waiver – Services include private duty nursing and medical day care for individuals under age 21 who depend on respirators or oxygen. 

· Service Options Using Resources in a Community Environment (SOURCE) – Available in limited areas of Georgia, SOURCE is an intensive service coordination demonstration project linking primary care with an array of long-term health services in a person’s home or community. This reduces or eliminates the need for preventable hospital and nursing home care, and serves older adults and individuals with disabilities eligible for Medicaid and SSI disability coverage.

· Non-Medicaid Home and Community-based Services for People with Developmental Disabilities – Provides family support and respite services, room and board, day habilitation services and specialized employment services for people with developmental disabilities. Funded by state and federal Social Services Block Grant. 

· Adult Behavioral Health Community Treatment Services – Serves adults with severe mental illness and a reduced level of functioning. Funded by the Medicaid Rehabilitation Option, federal Behavioral health Block Grant and state funds. 

· Child and Adolescent Community Behavioral health Treatment Services – Serves children and adolescents up to 17 years of age with serious emotional disturbances. Funded by the Medicaid Rehabilitation Option, federal Behavioral health Block Grant and state funding.

· Non-Medicaid Home and Community-based Services (HCBS) for Older Adults – Provides State funds for senior centers, home-delivered meals, homemaker services, respite care services, transportation and adult day care. 

Behavioral Health

Core customers, based on individual preferences and customized recovery plans, have access to the following services:

· Behavioral Health Diagnostic and Functional Assessments

· Community Support 

· Crisis Intervention Services

· Individual, family and group counseling and training

· Nursing assessments and health services

· Psychiatric treatment and medication management

· Pharmacy and laboratory services

· Substance abuse and co-occurring disorders treatments

In some areas of Georgia, consumers also have access to specialty services, including:

Adult Specific Specialty Services

· Assertive Community Treatment 

· Psychosocial Rehabilitation (Day treatment) 

· Mobile Crisis Services

· Crisis Stabilization Programs

· Residential Services

· Supported Employment 

· Peer Services

Youth Specific Specialty Services
· Intensive Family Interventions 

· Behavioral Supports 

· Peer Services

· Crisis Stabilization Programs

· Residential Services

· Mobile Crisis Services

· PRTF Waiver

Georgia’s system of community behavioral health services is being developed as a recovery focused, community based, peer supported system with a goal of reducing the inappropriate reliance on hospital level care. When consumers need acute care services they should be able to receive them in community settings as close to home as possible. The Georgia Crisis and Access Line is a point of entry where consumers can receive telephonic triage which triggers an appropriate referral across the spectrum of care from mobile crisis intervention to a routine appointment within 7 days depending on the services available in the consumer’s area.

Older Adults and Physically Disabled

· Community Care Services Program (CCSP) waiver services

· SOURCE waiver services

· Independent care waiver services

· Non-Medicaid home and community-based services

· Older Adult Peer Support project to train older adult peers to assist older adults with mental illness

· Initiatives for caregivers, such as Grandparents Raising Grandchildren

· Benefits counseling

Addictive Diseases 

· Behavioral Health and Diagnostic Assessments

· Community Support – Individual

· Crisis Intervention Services

· Individual, family and group counseling and training

· Nursing assessments and health services

· Psychiatric treatment and medication management

· Pharmacy and laboratory services

· Substance abuse and co-occurring disorders treatments

In some areas of Georgia, consumers also have access to specialty services, including:

· Inpatient, Residential, and Ambulatory Substance Use Detoxification

· Opioid Maintenance Treatment

· Assertive Community Treatment

· Psychosocial Rehabilitation (Day treatment) – adult only

· Mobile Crisis Services

· Crisis Stabilization Programs

· Residential Services

· Supported Employment – adult only

· Substance Abuse Day Treatment

· Peer Services

· Intensive Family Interventions – child and adolescent only

· Behavioral Supports – child and adolescent only

� Priced Out 2008, Technical Assistance Collaborative
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