
BRAIN INJURY ADVISORY COUNCIL (BIAC)
Date:   3-8-17



Time: 9:30-3:30 pm

Location: The ARC of NC – 343 E. Six Forks 









Rd., Suite 320, Raleigh, NC  27609
	TYPE OF MEETING
	 Quarterly Meeting

	FACILITATOR
	Holly Heath Shepard, Chairperson

	ATTENDEES


	 NAME
	PRESENT
	NAME
	PRESENT
	

	Voting Council Members
	
	Non-Voting Council Members 
	
	GUESTS

	Holly Heath-Shepard, Chair 
	 FORMCHECKBOX 

	Alan Dellapenna
	 FORMCHECKBOX 

	Jeannie Irby

	Jerry Villemain 
	 FORMCHECKBOX 

	Cindy DePorter
	 FORMCHECKBOX 

	Diane Harrison

	Jean Andersen
	 FORMCHECKBOX 

	Amy Douglas
	 FORMCHECKBOX 

	Bernetta Wiggins

	Craig Fitzgerald
	 FORMCHECKBOX 

	Chris Egan
	 FORMCHECKBOX 

	Susan Johnson

	Martin Foil
	 FORMCHECKBOX 

	Michiele Elliott
	 FORMCHECKBOX 

	Courtney Schenck

	Jerome Frederick
	 FORMCHECKBOX 

	Deb Goda
	 FORMCHECKBOX 

	Sarah Vidrine

	Carol Gouge
	 FORMCHECKBOX 

	Dreama McCoy
	 FORMCHECKBOX 

	Carol Ornitz

	Carmaletta Henson
	 FORMCHECKBOX 

	Jim Prosser – Jeff Smith attended in Jim’s place
	 FORMCHECKBOX 

	Sara Wilson

	Thomas Henson, Jr.
	 FORMCHECKBOX 

	Jeanne Preisler
	 FORMCHECKBOX 

	Beth Callahan

	Ken Jones
	 FORMCHECKBOX 

	Jim Swain
	 FORMCHECKBOX 

	David Forsythe

	Lynn Makor
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	Dennis Williams
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	Betsy MacMichael

	Karen McCulloch
	 FORMCHECKBOX 

	Melinda Munden
	 FORMCHECKBOX 

	Tonya Greene

	Evelyn McMahon
	 FORMCHECKBOX 

	
	
	Travis Glass

	Ana Messler
	 FORMCHECKBOX 

	
	
	Laurie Stickney

	Vicki Smith
	 FORMCHECKBOX 

	
	
	Kenneth Bausell

	Sarah Stroud
	 FORMCHECKBOX 

	
	
	Robin Ember

	Brandon Tankersley
	 FORMCHECKBOX 

	Staff to Council
	
	Trish Farnham

	Pier Protz
	 FORMCHECKBOX 

	Scott Pokorny
	 FORMCHECKBOX 

	

	Donna White
	 FORMCHECKBOX 

	Sandy Pendergraft
	 FORMCHECKBOX 

	

	Jan White
	 FORMCHECKBOX 

	Travis Williams
	 FORMCHECKBOX 

	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


1.  Agenda topic:  Welcome, Review of Minutes and Introductions

 Holly Heath Shepard
	Discussion
	· Council Introductions
· Update on new and/or pending Council Members



	Conclusions
	Introductions were made by all in attendance.

Minutes from 12/7/16 were approved with one correction (Karen McCulloch was in attendance at the December meeting –this correction to be noted on the minutes)– motion made by Thomas Henson and seconded by Jan White.  

Update on new and/or pending Council Member – Kenneth Wilkins retired – Melinda Munden has been appointed to Kenneth Wilkins’ seat.  Holly read Melinda’s bio to the group. Holly welcomed Melinda to the Council.  Kenneth Bausell is set to fill the Council seat previously held by Deb Goda as soon as the paperwork is complete. 
Holly announced that the Council Meeting agenda is very full today.  Holly encouraged the general public to stay for the presentations today.  The debate on any discussions will be for council members only.  If there is time, additional questions will be addressed by guests at the council meeting.

Michiele Elliott was given time to speak to the group about how brain injury has affected her and her family in recent months; describing her sister visiting for the holidays, falling and sustaining a serious brain injury, with devastating results.  Michiele talked about how much she has learned about brain injury by being on the council and how her perspective about brain injury has changed since going through this experience.  
Holly and Jerry met with Representative John Torbett on February 22, 2017 regarding recommendations for the General Assembly.  Rep. Torbett was very helpful and supportive and made suggestions for writing up the recommendations to the General Assembly.  These recommendations include: 
 

1.    ESTABLISH A SUBCOMMITTEE OF THE LEGISLATIVE OVERSIGHT COMMITTEE ON HEALTH AND HUMAN SERVICES (HHS) to look specifically at the broad needs of survivors of TBI (i.e., address the development of a best practice model system and continuum of care that addresses all level of care in the least restrictive and most cost effective environment) and make recommendations to the General Assembly to include a plan for expansion of the TBI waiver (to include increased capacity to meet the level of needed services in North Carolina).

 

2.    Add a TBI representative to the Governor's Task Force on Behavioral Health. 

 

3.    Direct the Department of HHS to provide to the Health Care Committee of the House and the Health Care Committee of the Senate, the HHS LOC, and Fiscal Research of the General Assembly, quarterly updates on the implementation of the TBI Waiver.
 

4.    Direct the initiation of a process to develop new rules (a best practice model system including developing a continuum of care and standards) for service programs (i.e., residential) for people with TBI with consideration of reasonable rates.

Ken Jones from BIANC added to Holly’s information regarding the bill in the General Assembly.  No money in the budget for TBI.  Talked with Dr. Pat Porter.  The money for the waiver not in the Governor’s budget.  Think that it may be an oversight.  Need everyone to talk with representatives to make sure it is put in the budget.  

	Action Items
	Person(s) Responsible
	Deadline

	N/A
	
	


2.  Agenda topic:  Mobile Crisis Management and Hospital Transition Team
Courteney Schenck & Tonya 












Greene
	Discussion
	Mobile Crisis Management Services
· Therapeutic Alternatives contracts with Sandhills Center, Alliance Behavioral Health, and Cardinal Innovations to provide Mobile Crisis Management services.

· 24 hour a day/7 days a week, mental health emergency responder.

· Serve 14 counties – Randolph, Guilford, Johnston, Wake, Cumberland, Montgomery, Moore, Harnett, Lee, Richmond, Hoke, Anson, Wake, and Chatham.
· Goal – Stabilize the crisis, link the individual to appropriate services, and prevent a future crisis

A Crisis Can Be:
· Thinking of harming self (suicide)

· Plans to harm someone else (homicide)

· Addiction to drugs or alcohol

· Grief or loss

· Aggression and Agitation

· Behavior Problems

· Panic Attacks

· Interpersonal Conflict

· Violence or Trauma

Critical Incidents

· Mobile Crisis will respond at the request of law enforcement or EMS to critical incidents such as:  completed suicides, child/infant deaths, or other events that could have a significant impact on the community or on the responders dispatched to the scene.

What is Crisis Intervention?

· Brief therapeutic approach which is ameliorative rather than curative of acute psychiatric emergencies.  Use in contexts such as emergency rooms of psychiatric or general hospitals, or in the home or place of crisis occurrence, this treatment approach focuses on interpersonal and intrapsychic factors and environmental modification.

Important Basics:  Safety

· What is your location?  Do you have an easy exit?

· Are there weapons?

· Is your consumer backed into a corner?

· Anyone in crisis is unpredictable.  Expect the unexpected.

· Reassure Safety and Security.

Important Basics:  Validate

· Process in which the crisis responder makes it clear that most reactions to the crisis is “normal”.

· Normalizes reactions of anger, fear, frustration, guilt, and grief rather than make these emotions to be seen as pathological.

· Use an event specific statement “I can’t image how difficult it was to lose your job on your birthday”.

Important Basics:  Ventilate

· Allow consumer to tell their story.

· Can be very culture specific (can be physical, spiritual, artistic, etc.)

Basics of a Crisis Plan

· Triggers – What causes a crisis?

· Symptoms – How would I know you are heading or in a crisis?

· Interventions – What steps do we take to resolve the crisis?

· Supports – Who can be called in a crisis?

Considerations for Substance Use Disorders

· Substance use typically involves multiple systems which can complicate a crisis response.

· May be medically complicated due to the issues presenting during detox.

· Many consumers lose a major coping skill when they stop using.  This alone often presents a crisis.

Definition of Mobile Crisis Management Services (MCM) – MCM involves all support, services, and treatment necessary to provide:

· Integrated crisis response

· Crisis stabilization intervention

· Crisis prevention activities

· Immediate telephonic response to assess the crisis and determine the risk, mental status, medical stability, and appropriateness.

· Face-to-face crisis response within two (2) hours to provide evaluation, triage, and access to acute mental health, developmental disabilities, and/or substance abuse services, treatment, and supports.

Who is on the Mobile Crisis Intervention Team?

· Dispatch Center – Three (3) full-time qualified professionals (QPs)

· Field Staff 0 QPs; LCSW or LCSWA; CSAC or LCAS; Supervised by QP or LCSW/LCSWA

· Clinical Team – LCSW or LCSWA; LCAS

· Psychiatrist

What Happens When a Consumer Calls 877-626-1772?

· Call is answered by dispatcher.

· Dispatcher will ask for basic information about the consumer as well as safety information.

· Dispatcher will contact staff.

· A team member will make contact within 15-20 minutes and give their estimate time of arrival.

· If anything changes before team arrives, call dispatcher.

· Team member arrives within 2 hours of call.
Goals 
· To the best of our ability, ensure each person’s safety and the safety of those around him/her.

· Prevent a psychiatric hospitalization, when possible and appropriate.

· Prevent unnecessary visits to local emergency departments.

· Provide additional resources for the individual, family, and/or provider agency.  Make referrals and link individuals.

· Assist providers with continuing to support the person in the community.

· Follow up with providers and referral sources.

· Free up law enforcement resources to deal with other situations.

Who Can Receive Mobile Crisis Services?

· Anyone who is experiencing a crisis.

· Insurance status does not change our response.

· There is no age limit.

· It is not necessary for an individual to be currently receiving mental health services in order to be eligible for services.

Who Cannot Receive Mobile Crisis Management Services?

Consumers receiving the following services

· Live in skilled nursing homes.

· Assertive Community Treatment (ACT Team)
· Intensive In-Home Services (IIH)

· Multi-systemic Therapy (MST)

· Medical Community Substance Abuse Residential Treatment

· Non-Medical Community Substance Abuse Residential Treatment

· Detoxification Services

· Inpatient Substance Abuse Treatment

· Inpatient Psychiatric Treatment

· Psychiatric Residential Treatment Facility except for the day of admission

What Information Should be Given When Calling:
· Name

· Date of birth

· Address and phone number

· Caller’s current concern

· Diagnosis (if known)

· Brief psychiatric history

· Medical issues/medications

· Insurance information

· Family issues and concerns

· History of aggression

· Safety issues

· Any other information you feel is important

Hospital Transition Team (HTT)
Therapeutic Alternatives, Inc. has two Hospital Transition Teams

· Sandhills – Aberdeen Office

· 3.5 Qualified Professionals

· 3 Paraprofessionals

· 1 Certified Peer Support Specialist

· Office Manager

· Alliance – Raleigh Office

· 3.5 Qualified Professionals

· 1 Certified Peer Support Specialist

· Office Manager

Assertive Engagement:

· A method of outreaching to adults who:

· Have severe and/or serious mental illness

· Are dually diagnosed with mental illness and addictive disorders

· Are developmentally disabled and/or

· Have not effectively engaged with treatment for the disorder(s)

· HTT offers what is necessary to establish a trusting relationship and to meet initial needs of the individual supported.

· Assists with shelter options, food, clothing, a ride, and/or arrangement for acute medical care.

· Successful engagement is the first necessary step in the process that leads to rehabilitation and recovery.

· There are many challenges to engagement that include, but are not limited to:

· Symptoms

· Past negative experiences with the mental health system

· Locating the individual and/or

· Beliefs about mental illness.

· Assertive engagement allows the flexibility to meet the individual’s particular needs in their own environment or current location (i.e. hospitals, jail, shelters, streets, etc.)

· It is designed as a short-term engagement service targeted to populations or specific consumer circumstances that prevent the individual from fully participating in needed care for mental health, addiction, or developmental disabilities issues.
· Is intended for homeless individuals and those who frequent the local emergency rooms.

· Is an attempt to engage individuals until the case is formally opened

· Promotes treatment engagement and retention in services

· Reduces the need for crisis services

· Stops the cycle of readmission to higher levels of care

Alliance Referral Criteria:

· QPs have a routine presence within the local facilities.  They receive referrals from the hospital liaisons or determine referral appropriateness after a careful review of chart/admission information.

· WakeBrook

· WakeMed

· Holly Hill

· Rex and Duke Raleigh

· State Hospitals

· Central Regional Hospital

· R.J. Blackley

	Conclusions
	Goals 

· To the best of our ability, ensure each person’s safety and the safety of those around him/her.

· Prevent a psychiatric hospitalization, when possible and appropriate.

· Prevent unnecessary visits to local emergency departments.

· Provide additional resources for the individual, family, and/or provider agency.  Make referrals and link individuals.

· Assist providers with continuing to support the person in the community.

· Follow up with providers and referral sources.

· Free up law enforcement resources to deal with other situations.

	Action Items
	Person(s) Responsible
	Deadline

	N/A
	
	


3. Agenda topic:  First in Families






Betsy MacMichael
 
	Discussion
	First in Families of NC assist people with TBI – works with LMEs, providers, and families to serve more people, better, and at a lower cost.
How Does First in Families Help?

· Assist people of any age with I/DD or TBI and their families

· Approximately 3,000 met applications annually since 1995

· Help people achieve short and long-term goals including:  goods and services; training and education; and long-term planning

· Not a Medicaid provider – customer-led, founded by families

Specific to Individuals with TBI and their Families

· From FY 2015/2016 through year-to-date, FIF has assisted:

· 163 survivors of TBI and their families with Met Requests

· 81 survivors of TBI with goods or services – not requiring money

· 3 individuals with long-term personal support networks through lifetime connections

· Total – 248. No waiting list.  Can serve hundreds more.

· Goods and Service Requests Met

· 16 categories – combination of formal and informal supports; help people meet needs that formal services cannot; manage or prevent crisis and thus defray costs associated with crisis

· Who Benefits Directly

· Total number of families served – 2,119

· Number of families without waiver services – 1,759 (83%)

· Number of families below poverty line – 1,407 (67%)

· Number of families without Medicaid – 752 (36%)

The FIFNC Mission – We exist as a catalyst for people with disabilities and their families in NC to meet their self-determined needs by leveraging relationships and resources, and encouraging reciprocity in their communities.
Founded by families of people with disabilities who:  recognized abilities of families and resources of communities; wanted to help people with I/DD or TBI live in regular neighborhoods and homes; and believed leadership by families and self-advocates are critically important to achieve goals.

FIF Engagement = Inclusive Leadership: Families are the experts in what they need; grassroots chapters have local management teams; management team fundraising; inclusive leadership; peer support

49 Counties covered through local chapters – 51 counties covered through lifeline

The Case for Family Support in NC – 71% of all NC adults with I/DD or TBI live at home; supporting families crucial to high quality support of individuals; FIF complements the Managed Care System
In Summary – FIF Family Support Complements Managed Care:

· FIF gets businesses and nonpublic funding to pay for needed items

· Large majority of families we serve do not have access to waiver services or Medicaid, but need help

· Community Guides and Care Coordinators can and do direct families to FIF for the many unmet needs that formal services cannot cover

· FIF assistance helps avoid costly crisis interventions

· FIF complements person-centered planning while helping the whole family, including future planning needs.

Conclusion:

· Majority of NC adults with I/DD or TBI live in unlicensed homes

· Many kids and adults receive few or no formal services

· Family support is vital due to “perfect storm” coming

· Comprehensive family support saves money and serves more people better – critical to MCO model

How Can You Help:

· Let families and professionals know about Chapter Support and other programs.

· Encourage families or individuals to join our Management Teams

· Tell us how we can better help

· Call or email us anytime

· Like us on Facebook.

	Conclusions
	First in Families of NC assist people with TBI – works with LMEs, providers, and families to serve more people, better, and at a lower cost.

	Action Items
	Person(s) Responsible
	Deadline

	· Let families and professionals know about Chapter Support and other programs.

· Encourage families or individuals to join our Management Teams

· Tell us how we can better help

· Call or email us anytime

· Like us on Facebook
	
	


4. Agenda topic:  NC Child:  Federal Policy Landscape:  Children’s Health Insurance Coverage  Sarah Vidrine 





	Discussion
	Children’s Health Insurance:  What’s at Stake?
· Affordable Care Act

· Medicaid 

· CHIP (NC Health Choice)

· How does the ACA benefit children?

· Provides coverage

· Requires defined essential health benefits

· Strengthens Medicaid/CHIP

Coverage

· Children enrolled through marketplace; families eligible for subsidies; insurance to 26

· Access to stand-alone plans (including stand-alone dental for children on parent’s employer-based medical plan

· “No wrong door”

· Welcome mat effect

· Pre-existing conditions

Essential Health Benefits

· Maternity and newborn care

· Pediatric services, including dental and vision

· 27 preventive services for children (no cost)

Not subject to lifetime or annual limits

ACA Provisions for Children with Disabilities

· Private health insurance reforms

· Pre-existing conditions, lifetime/annual limits, dropped coverage, consumer protections, expanded coverage for dependents, individual mandate, subsidies

· Essential health benefits

· 10 categories: habilitative and rehabilitative services and devices; mental and behavioral health services; chronic disease management; and pediatric care (includes dental and vision)

· Emphasis on prevention

· Increases federal Medicaid share to incentivize free provision of preventive services, requires 27 preventive services for children in EHB (private and public insurance)

Medicaid and CHIP

· States are required to keep pre-ACA eligibility levels for Medicaid and CHIP for children until 2019

· Medicaid required to cover EHB preventive services

· Former foster youth remain eligible for Medicaid until age 26

· “No wrong door”

Health Check/Health Choice:  Medicaid and CHIP in NC

Medicaid Eligibility

· Income dependent

· Parents and children

· Elderly

· People with disabilities

· Non-Income dependent

· Foster and adopted children (IV-E)

· Waivers for particular services/eligible

· NC does not cover childless adults

Health Choice Eligibility

· Income dependent children

· Some enrollment fees/co-pays required over 159% FPL

Medical Benefits

· Full range of comprehensive benefits

· EPSDT

· Early – assess and identify problems early

· Periodic – checks at appropriate intervals

· Screening – specific screening protocol

· Diagnostic – tests to follow identified risk

· Treatment – necessary to control, cure, or reduce health problems found

Health Choice Benefits

· All Medicaid benefits other than:

· Long-term care

· Non-emergency medical transportation

· EPSDT

Medicaid Financing

· Open-ended

· State matching requirement

· Federal Medical Assistance Percentage (FMAP) = 67% in NC

· Every eligible person must have access to full range of benefits

2010 NC Medicaid Spending

· Enrollment

· 27% - Children and Adults

· 73% - Seniors and People with Disabilities

· Payments for Services

· 38% - Children and Adults
· 62% - Seniors and People with Disabilities

CHIP Financing

· Block Grant

· Extremely generously funded

· Financial contingencies to support states at risk of reaching funding limits

· Funded more like Medicaid than other block grants (TANF, for example)

Promises and Proposals

· ACA repeal and replace (repair?)

· Medical capping

· Per Capita Caps

· Block Grants

· Other?

· CHIP??

Current federal direction

· House GOP plan based on Speaker Ryan’s “A Better Way”

· Universal Health Care Tax Credit

· Eliminates taxes

· Eliminates individual and employer mandates

· Replaces subsidies with refundable tax credit

· Health Savings Accounts

· Medicaid

· Repeals expansion with a “period of stability”

· Per capita caps or block grants (state choice)

· Increases funds to hospitals for uncompensated care

· State Innovation Grants (new version of high risk pools)

Elimination of Individual Mandate

· One of the most unpopular components of the ACA – lots of support for repeal

· However, it is the provision that makes coverage for people with pre-existing conditions possible

· It’s unclear how coverage would be possible without skyrocketing premiums

· Continuous coverage requirement

· State innovation grants (high risk pools)

Medicaid Caps

· Block Grants vs. Per Capita Caps

· Block grant – a capped payment for the entire Medicaid population based on a present formula

· Per capita cap – a capped payment for each enrollee based on a preset formula

· Both – capped payments based on a preset formula (not actual expenditures)

· Both – significant cuts in Medicaid funding and cost shifting to states

· Both – cuts to services for children, seniors, and people with disabilities

Proposal for per capita caps:
· Four major beneficiary categories:  aged, blind, and disabled, children and adults.

· Formula:  (state’s per capita allotment) x (number of enrollees); draw down federal dollars up to allotment.

· Per capita allotments determined by each state’s average Medicaid spending in a base year, grown by an inflationary index

· Some federal payments excluded from allotment (DSH, administrative, etc.)

Impact on capping Medicaid

· Proposals to cap are designed to reduce federal Medicaid spending – CAPS are CUTS
· There is no way to preserve EPSDT in a capped system
· Capping Medicaid shifts costs and risk to the state, providers, and beneficiaries
· Potentially reverts to pre-1965 system (lack of access to coverage and care, worsening chronic conditions, limited eligibility for services, rising uncompensated care, and more)
Children’s Health Insurance Program

· Not currently addressed in House GOP plan; could be rolled in

· Reauthorization could be used as “sweetener” for bipartisan support for caps – not necessary if enacted through reconciliation

· Could be eliminated (no action – 9/30/2017 end)

· Could be clean vote to refund

· If MOE is repealed, NC could choose to lower eligibility level – unclear in House plan


	Conclusions
	Potential for reduction in services (lack of access to coverage and care; worsening chronic conditions; limited eligibility for services; rising uncompensated care; and more. Children’s Health Insurance Program could be eliminated.  Time did not allow for completion of this presentation.  The presentation to be continued at next BIAC meeting on 6/1/4/17.

	Action Items
	Person(s) Responsible
	Deadline

	Talk with Legislators about the importance of the Children’s Health Insurance Program.
	
	


5.  Agenda topic: NC Innovations Supported Living & Residential Supports/Money Follows the Person





 









Trish Farnham & Kenneth Bausell

	Discussion
	The Innovations Waiver Background
· The purpose of the Innovations Waiver is to provide an array of home & community-based services (HCBS) & supports that promote choice, control, and community membership.

· These services/supports provide a community alternative for persons that require the immediate care facility for individuals with intellectual disabilities (ICF-IID) level of care.

Goals of the Waiver

· To value and support waiver beneficiaries to be fully functioning members of their community.

· To promote promising practices that result in real life outcomes for beneficiaries.

· To offer service options that will facilitate each beneficiary’s ability to live in homes of their choice, have employment or engage in a purposeful day of their choice and achieve their life goals.

· To provide the opportunity for all beneficiaries to direct their services to the extent that they choose.

· To provide educational opportunities and support to foster the development of stronger natural support networks that enable beneficiaries to be less reliant on formal support systems.

· To ensure the wellbeing and safety of the people served.

· To maximize beneficiaries’ self-determination, self-advocacy, and self-sufficiency.

· To increase opportunities for community integration through work, life-long learning, recreation, and socialization.

Base Budget Services

· Community Network Services
· Supported Employment

· Day Supports

· Community Living Supports

· Respite

Non-Base Budget Services

· Community Navigator

· Community Transition Services

· Crisis Services

· Financial Support Services

· Home Modifications

· Residential Supports

· Supported Living

· Individual Goods and Services

· Natural Supports Education

· Specialized Consultation Services

· Vehicle Modifications

· Assistive Technology Equipment and Supplies

Supported Living

What is supported Living – It is a service definition in NC Innovations that enables people with significant disabilities the opportunity to live in their own homes.

Supported Living Overview

· Daily service for individuals who live in their own home

· Up to three adult individuals may live together without licensure needed

· The home may not be owned/rented by provider

· Supported Living may include live-in caregiver

· Level of support is based on SIS level

Where Can You Live?

· In your own home.

· A person can live in a place any typical person without a disability can live.

· If a person chooses to change service providers, the change doesn’t impact their ability to stay in her/his home.

How Old Do You Have to Be?

· 18 or older

Who Can You Live With?

· By yourself.

· A roommate.

· A family member who is also receiving Supported Living.

· A spouse.

· A minor child.

· A live-in caregiver.

· You choose roommates based on your preference and mutual need.

How Many People Can You Live With?

· Maximum of 3 adults.

· Individual’s home shall have no more than three residents including any live-in caregiver providing supports per Session Law 2011-202 House Bill 509.

If It’s My House, What is My Relationship With My Staff/Provider?

· You are involved in the selection of direct care staff, and

· You participate in the development of roles and responsibilities of staff.

· Companions are hired specifically for the person and are jointly selected by the person, the provider, and if applicable, family/natural supports.

· Recruiting methods are tailored to meet the person’s staffing preference.

· The organization providing Supported Living Services sees its role as a “partner on the life journey”, assisting the person in accessing tools and resources needed to make a full, person-centered life possible.  

Covered Activities

· Provides a flexible partnership for an individual to live in his/her own home with support from an agency.

· Provides direct assistance with activities of daily living, household chores essential to the health and safety of the individual, budget management, attending appointments, and interpersonal and social skills building to enable an individual to live in a home in the community.

· Provides training activities, supervision, and assistance for the person to participate in home life or community activities.

· Offers assistance with:

· Monitoring health status and physical condition

· Transferring, ambulation, and use of special mobility devices

Dignity of Risk

· Individuals may have unsupervised periods of time

· Requirements for an individual’s safety in the absence of a staff person shall be addressed and may include use of tele-care options.

· When appropriate, Assistive Technology Equipment and Supplies elements may be utilized in lieu of direct care staff.

Staffing Plan

· People receiving Supported Living will have an individualized staffing plan and schedule based on the person’s preferences, assessments, and ISP process.

· The plan must address staff coverage for back-up, relief staff, and primary crisis response.

· Ensures adequate staffing to protect the health and safety to carry out all activities required to meet the outcomes and goals identified in the ISP.

What are the Exclusions?

· Does not reimburse for room and board with the exception of a reasonable portion that is attributed to a live-in caregiver who is unrelated to the individual and who provides services in the individual’s home.

· Does not reimburse for the cost of maintenance of the dwelling.

· Is not provided in licensed settings

· Cannot be self-directed using employer of record or agency of choice.

Residential Supports

What are Residential Supports

· It is a service definition in NC Innovations where services are provided in a residence owned or controlled by a provider agency or contractor.

· Often several individuals with disabilities live together.

What is the Intent of Residential Supports?

· Increase or maintain the person’s life skills.
· Provide the supervision needed.

· Maximize his/her self sufficiency

· Increase self-determination

· Ensure the person’s opportunity to have full membership in his/her community

Where is the Power and Responsibility?  With the agency and staff

Residential Supports Overview

· Individualized daily service for individuals who live in group home or alternative family living setting

· Typically, up to 4 individuals may live together

· Alternative family living homes with 1 adult do not have to be licensed

How Old Do You Have to Be?

· Child or Adult

Where Can You Live?

· In a group home or alternative family living home of your choice

· All group homes and AFLs have to meet the federal home and community based standards

· The home is owned/managed by the provider agency

· If the person decided to switch providers he/she typically has to leave the residence

Who Can you Live With?

· The person chooses the home that is owned/managed by the provider agency

· The person typically moves in with the other people who  already live in the home

· For AFL homes, the person moves into another family’s home

How Many People Can You Live With?

· Maximum of 4 people

What is My Relationship with My Staff/Provider?

· The providers typically decide which support staff is needed to effectively meet the needs of each person living in the residence.

· The individuals who are living in the residence to not typically decide who the staff will be.

· Schedules are individualized

Coverable Activities

· Learning new skills

· Practice and/or improvement of existing skills, and retaining skills to assist the person to complete an activity to his/her level of independence.

· Includes supervision and assistance in activities of daily living when the individual is dependent on others to ensure health and safety.

NC Money Follows the Person and TBI:  Overview and Opportunities
Game-Changing Milestones in Medicaid-Funded Long-Term Services and Supports

· 1965 and 1970s – Medicaid and Medicare begin, and States begin operationalizing
· 1980s – Medicaid waivers become available

· 1990s – Americans with Disabilities Act (ADA) signed

· 1999 – US Supreme Court’s Olmstead Decision – States were required to eliminate unnecessary segregation of persons with disabilities and to ensure that persons with disabilities receive services in the most integrated setting appropriate to their needs.

· 2000s – Renewed federal effort to support and enforce Olmstead Compliance – Both the Bush and Obama administrations promote initiatives that facilitate transitions to community living, including:  New Freedom Initiate; Money Follows the Person; Expanded federal collaboration between housing, disability, and Medicaid partners; Year of Community Living; Increased oversight and enforcement activity by the US Department of Justice and Recognition of the role of Housing in LTSS
What is MFP? – an opportunity to support people to transition into their homes and communities.

MFP – Two Primary Purposes

· Support the transition process

· Systems Change:

· Increase home and community-based services

· Eliminate barriers

· Continue provision of services

· Quality improvement

History of MFP

· A Public Initiative and a Community Effort – Grass roots advocacy and Medicaid management

· 2005 – Federal MFP legislation (extended in 2010)

· 2006 – NC application to have MFP Demonstration Project

· 2009 – Transition services begin

· To date – MFP has supported nearly 800 transitions

· 2018 – NC MFP ends transition activities, but transitions will continue

Who Does MFP serve and What do You Do? – The MFP Demonstration Project will transition qualified individuals from qualified inpatient facilities to qualified residences in the community.

NC MFP Focuses on 3 Primary Populations

· People with IDD (Innovations)
· People with Physical Disabilities (CAP DA, PACE)
· Older Adults (CAP DA, PACE)
So What Does that Mean for People with TBI?

TBI participants both eligible for and excluded from MFP

· MFP is aligned with NC Waivers – if a person with TBI is eligible for MFP and a waiver, then MFP works hard to support the transition

· TBI acquired before age of 22 – Innovations

· Acquired TBI after 22 – CAP DA, if also meets nursing facility level of care

· Anyone who meets MFP’s basic criteria can apply, but waiver approval is also needed to support transitions.

As a result, most MFP participants with TBI often have multi-dimensional, “complex” support needs.

Who Can Apply for NC MFP?

· Medicaid-eligible residents of:

· Nursing Facilities

· ICFs-IDD

· State Developmental Centers

· PRTFs if also qualifies for Innovations

· State Pscyh hospitals in extremely limited situations

· Not adult care homes

· Resident must have been in facility setting (or combination of) for three months prior to Transition.

· Medicare Part A Rehab considerations

· Timeframe may include time in acute care settings

· Three months must be continuous

Who Can Transition Under NC MFP

· MFP participants who meet the criteria for:

· Innovations Waiver – can’t transition into a group home with more than 4 people

· CAP DA

· PACE

NC MFP’s Benefits to the Individual

· CAP/Innovations priority slot or PACE participation
· Start-up Funding to assist with transitions – broadly construed:  furniture, ramps, services like therapeutic consultation, staff training, etc.

· Additional case management

· Transition coordination support

· Priority access to housing subsidies

The MFP Transition Process

· Every transition is unique, facing different issues and different circumstances

· Transitions can take a few weeks to several months

· Not everyone will need MFP to transition

· Not everyone transitions

· Transitions are collaborative between MFP transition coordinators, participants, supports, and facilities

· Person guides process

Who Coordinates the Transition
For MFP participants who have IDD

· LME/MCO’s coordinate transition planning; Innovations waiver enrollment and MFP Innovation waiver slot allocations.

· Each MCO has transition coordinators specifically trained to support MFP participants.

For MFP participants who are Residing in Nursing Facility

· MFP partners with different transition coordinator contractors in each region

· MFP has long-standing partnership with DVR-IL (Division of Vocational Rehabilitation, Independent Living)

· CAP DA case managers or PACE staffers work in partnership with MFP transition coordinators and are responsible for enrollment into specific CAP DA or PACE program.

Occasionally, MFP will receive an application from someone who is in a nursing facility but is also eligible for IDD services.  NC MFP will work to ensure all transition partners are brought together.

NC MFP Application Information

· Application forms available at:  http://dma.ncdhhs.gov/providers/programs-services/long-term-care/money-follows-theperson
· Applications received and reviewed by MFP staff

· Anyone can submit a referral

· Referral takes about a week to process

· Approval for MFP does not guarantee approval for waiver or PACE program

What Will Happen after Application is Submitted?

· Application reviewed by MFP staff

· If questions or concerns, will follow up with submitting entity

· If okay, will approve

· Linkage email sent to all anticipated partners who have an email address:

· Transition Coordinator, waiver team, facility, others

· Challenge:  communicating approval to resident

· Transition coordinator will reach out to resident/family/social worker to introduce self and gather some primary information

· Transition planning meetings, integrating housing search, and solidifying natural support

What We Know Works in Transition Planning

· Participants/their families or guardians are central in the planning

· Services identified, available and staff training prior to transition

· A clear “good fit” between staff/AFL and person

· Strong, clear, ample communication between transition team members

· Making sure key details are clearly identified and addressed prior to transition.

· Ensure behavioral supports

· Effective follow along – troubleshoot early

· Services/supports must remain coordinated and cohesive after the transition

Important – MFP will eventually go away, but quality transition activity should not.

What to Pay Attention to (In Addition to TBI Waiver)?

· Upcoming TBI service coordination experience survey

· Medicaid Reform discussion

· Multi-year initiative to re-design the state’s Medicaid program into a managed care model, directed by SL 2015-245

· Budget predictability through shared risk and accountability

· Balanced quality, patient satisfaction, and financial measures

· Efficient and cost-effective administrative systems and structures

· Sustainable delivery system through the establishment of two types of prepaid health plans (PHPs); provider-led entities (PLEs); and commercial plans (CPs)

· http://www.ncdhhs.gov/nc-medicaid-reform
· A former MFP/TBI beneficiary serves as the “living example” that often guides insight on how to support the non-dually eligible (Medicare/Medicaid) beneficiary who requires Long-Term Services and Supports
Need More Information About MFP?”

· Join our Roundtable stakeholders’ group by emailing:  mfpinfo@dhhs.nc.gov
· Visit our Website:  http//dma.ncdhhs.gov/providers/programs-services/long-term-care/money-follows-theperson

· Call (toll free) 1-855-761-9030
· Contact our partners


	Conclusions
	 The MFP Demonstration Project will transition qualified individuals from qualified inpatient facilities to qualified residences in the community.

NC MFP Focuses on 3 Primary Populations

· People with IDD (Innovations)

· People with Physical Disabilities (CAP DA, PACE)

· Older Adults (CAP DA, PACE)

	Action Items
	Person(s) Responsible
	Deadline

	N/A
	
	


6.  Agenda topic:  Eastern Band of Cherokee and the Council


Alan Delllapenna & Kenneth











Bauselll
	Discussion
	The Eastern Band of Cherokees are a federally recognized tribe located in western NC on the Qualla boundary (57,000 acres of land held in Federal Trust).  They operate a health care system under contract with the federal Indian Health Services (1 hospital, 3 satellite clinics) that serves over 13,000 tribal members.  There are currently 566 Federally Recognized Tribes in 35 States.  The Eastern Band of Cherokees is the only Federally Recognized Tribe in NC.  They have a unique relationship with DHHS; have expressed interest in being part of the TBI waiver.  
Federally recognized tribes are more like the active military or veterans with a service connected disability:
· Higher rates of injury, hence higher brain injury rates

· Federal funding, programs, and unique services available to their population/location.

· States with these populations can share and collaborate.

· The additional services they receive have the potential for partnership within the State.
There was discussion regarding whether an individual from the Eastern Band of Cherokees should have a seat on the Brain Injury Advisory Council.

	Conclusions
	The Eastern Band of Cherokees are the only federally recognized tribe in NC located in the western NC.  The Eastern Band of Cherokees have expressed an interest in being part of the TBI waiver and integrated care.  

	Action Items
	Person(s) Responsible
	Deadline

	N/A
	
	


7.  Agenda topic:  Discussion & Debate for Council Members  


	Discussion
	Vote on Proposed Statute Changes

Section 143B-216.65 North Carolina Brain Injury Advisory Council - creation and duties.

 

1.    Reverse Duties 1 and 2 and change language of Duty 2 - Vicki/motion; Ken/second

 

2.    Change language of Duty 3 - Vicki/motion; Jan/second

 

3.    Change language of Duty 4 - Thomas/motion; Jerry/second

 

5.    Change language of Duty 5 - Jan/motion; Thomas/second

 

 

Section 143B-216.66. North Carolina Brain Injury Advisory Council - membership; quorum; compensation

 

Section (a) (1) and (a) (2) change of language - Vicki/motion; Jean/second

 

Section (a) (3) (a) (b) change of language - Jean/motion; Thomas/second

 

Section (a) (3) (c) change of language - Ken/motion; Jean/second

 

Section (a) (3) (d) change of language - Vicki/motion; Jan/second

 

Section (a) (4) (a-i) change of language; addition of two seats (Office of Aging and Adult Services and Office of Rural Health) - Jan/motion; Ken/second

 

Section (a) (7) change of language - Jan/motion; Vicki/second

 

Section (a) (8) proposed addition of seat for "One (1) ex-officio, non-voting member of a 
Federally Recognized Tribe of North Carolina" - Vicki/motion; Jan/second

Public Questions/Comments – if time allows

	Conclusions
	Changes will be recommended for the Statutes

	Action Items
	Person(s) Responsible
	Deadline

	Changes will be recommended for the Statutes
	Holly Heath-Shepard
	7-1-17


Ms. Heath-Shepard thanked everyone for their participation.  There being no further business, the meeting was adjourned at 4:20 p.m.   
Respectfully submitted: Sandy Pendergraft, Travis Williams and Scott Pokorny.
