Need Exceeds the Amount of Discount or
Free Dental Services

o

e Free or Discount Dental Services in

Virginia
e Mission of Mercy (MOM)

Federally Qualified Health Centers

Remote Area Medical (RAM)

Virginia Community Health Centers
Virginia Departments of Health

Virginia Free Health Clinics

VCU Clinics (Richmond and Wise in 2011)

)
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Needed Pharmacist Services: Medication
Therapy Management (MTM)

4 n—-0>ZVP>ITT

-

e Medication Therapy Management
e Ensures that targeted Medicare beneficiaries

appropriately use Part D drugs to optimize therapeutic
outcomes through improved medication use;

e Reduces the risk of adverse events, including adverse
drug interactions, for targeted beneficiaries.

e Pharmacists can be reimbursed for providing MTM
to Virginians enrolled in Part D plan that:
e Have multiple chronic diseases;
e Are taking multiple Part D drugs; and

e Are likely to incur over $4,000 in annual costs for
covered Part D drugs

e Program not communicated well to beneficiaries and
pharmacists

POONOUAWNE

Most Targeted
Conditions

. Diabetes

. Heart Failure
. Hypertension
. Dyslipidemia

COPD
Asthma

. Rheumatoid Arthritis
. Depression

. Osteoporosis

0. Osteoarthritis

J

http://www.cms.hhs.gov/PrescriptionDrugCovContra/Downloads/MTMFactSheet.pdf
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Policy Options

Policy Options — Primary Care )

Option 1: Take no action.

Option 2: When state revenue allows, restore funding for
the State Loan Repayment Program (SLRP) &
Virginia Loan Repayment Program (VLRP).

Option 3: When state revenue allows, increase dedicated
funding for EVMS, UVA and VCU Family Practice
Residency Programs.

- J
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Policy Options — Primary Care

for providing enhanced Direct Medical Education
(DME) and Indirect Medical Education (IME) paym
to graduate medical programs in Virginia that train
primary care, general surgery, psychiatrists, and
emergency medicine physicians. The letter would
include a request that DMAS present its report to JC

to increase state Medicaid costs to some degree.)

o

Option 4: Request by letter of the JCHC Chairman that the
Department of Medical Assistance Services (DMAS)
develop and report on a methodology and cost estimate

by August 30, 2011. (Enhanced payments are expected

ents

HC
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Policy Options — Primary Care

Option 5: When state revenue allows, introduce a budget

reimbursement rates to match the level of Medicare
reimbursement rates for primary care physicians

Option 6: By letter of the JCHC Chairman request that the

University of Virginia, and Virginia Commonwealth
University make efforts to increase their enrollment of

individuals with an interest in serving underserved and
minority populations.

=

amendment (language and funding) to increase Medicaid

medical schools at Eastern Virginia Medical School, the

medical students from rural communities in Virginia and

J
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Policy Options — Physicians Treating an
Ading Population

Option 7: When state revenue allows, introduce a budget
amendment (language and funding) to allow the
Department of Health Professions (DHP) to develop a
Continuing Medical Education course focusing on
medication issues of geriatric patients and targeted for
primary care physicians. The objective would be for the
course to be offered online and at no cost to Virginia
licensed physicians.

Option 8: Request by letter of the JCHC Chairman that the
Board of Medicine include and promote geriatric care

k issues among its online educational resources. /
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Policy Options — Physicians Treating an
Aging Population

Option 9: Request by letter of the JCHC Chairman that the
Virginia Chapter of the American College of Physicians
include and promote geriatric care issues among its online
educational resources.

Option 10: Request by letter of the JCHC Chairman that the
Virginia Academy of Family Physicians continue to
promote geriatric training among its membership.

- J
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Policy Options — Physician Extenders
and Telemedicine

Option 11: Include in the 2010 JCHC work plan, a study of
the prevalence, distribution and scope of practice for
nurse practitioners and physician assistants in Virginia.

Option 12: Send a letter from JCHC Chairman to the Special
Advisory Commission on Mandated Health Insurance
Benefits to support SB1458 (Wampler) and HB2191
(Philips) which require health insurers, health care
subscription plans, and health maintenance organizations

provide coverage for the cost of telemedicine services.

- )
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Policy Options — Telemedicine and
Mental Health

Option 13: Request by letter of the JCHC Chairman that the Department
of Human Resource Management consider and if appropriate
conduct pilot programs for selected telemedicine-covered services
within the state employee health insurance program, consideration
should be given to obstetric care for high-risk pregnancies, telestroke
services, and telepsychiatry.

Option 14: Request by letter of the JCHC Chairman that the Department
of Behavioral Health and Developmental Services (DBHDS) report
regarding the Department’s current and historical utilization of
telemedicine and telepsychiatry services, effectiveness of such
services, locations offering such services, use of telemedicine by
CSB providers, and impediments to greater adoption and usage by
the Department and CSBs. This letter would include a request that

\DBHDS present a report to JCHC by August 30, 2010. /
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Policy Options — Clinical Psychology

Option 15: Introduce a joint-resolution requesting that JCHC convene
a task force to review allowing qualified clinical psychologists to
prescribe psychopharmacological medications and report to JCHC.
The report will detail licensure and educational requirements,
oversight structure, changes to licensure and regulatory oversight
processes, medications that may be prescribed, requirements for
physician review and/or oversight for prescribing medications.
The resolution would require an interim report to JCHC in 2010
with a final report by September 1, 2011. Task force participants

include:

*Board of Medicine *Psychiatric Society of Virginia
*Board of Pharmacy +Virginia Psychological Association
*Board of Psychology +Virginia Pharmacists Association

k-Medical Society of Virginia /
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Policy Options — Clinical Psychology an
Dentistry

Option 16: Request by letter of the JCHC Chairman that the
Department of Health Professions improve the information
collected and compiled about clinical psychologists which
is retained in the Healthcare Workforce Data Center.

Option 17: Request by letter of the JCHC Chairman that the
Department of Health Professions improve the information
collected and compiled about dentists which is retained in
the Healthcare Workforce Data Center.

Option 18: When state revenue allows introduce a budget
amendment (language and funding) to extend basic dental
benefits to adults eligible for Medicaid.

- J
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Policy Options — Pharmacy

Option 19: Request by letter of the JCHC Chairman that
the Virginia Pharmacists Association, the Virginia
Department for the Aging, and local area agencies on
Aging collaborate to provide and disseminate
information about Medicare’s Medication Therapy
Management (MTM) program to pharmacists,
prescription counselors, and Medicare beneficiaries
that qualify for MTM services.

- )
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Public Comment

e \Written public comments on the proposed options may be
submitted to JCHC by close of business on September 29,
20009.

e Comments may be submitted via:

e E-mail: sreid@jchc.virginia.gov

e Fax: 804-786-5538

e Mail: Joint Commission on Health Care
P.O. Box 1322
Richmond, Virginia 23218

e Comments will be summarized and presented to JCHC

\during its October 7t meeting. /
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APPENDIX

Supply Data: Virginia Department of
Health Professions Licensure Data

Clinical
Physicians Dentists Psychologists Pharmacists
31,254 5,975 2,434 9,636

16,191 active | g = . . . . o
physicians Virginia licensure data can be very limited

(estimate 2005) | ® \/jrginia data does not consistently include:

o Whether professional works in VA

Whether professional is in active practice

Location of practice(s)

Time dedicated to practice location

Time dedicated to specialty

Age of professional (relevant for retirement estimation)

Virginia Department of Health Professions is improving data collected for
physicians and nurses and hopes to extend to other healthcare professions

Source: Virginia Department of Health Professions Licensees as of June 30, 2008,
Physician Supply and Requirements in Virginia, 2010 and 2015, Mick, Nayar, and Caretta, July 2007 and Virginia Department of Health Professions (2007)*
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Demand Varies Depending on the
Question Asked

Demand Analysis Limitations

NEEDS ANALYSIS

UTILIZATION ANALYSIS

Such analyses typically do
not incorporate ability to
pay into shortage
determinations.

If a professional shortage is

present in the system then

the analysis will not register
the existing shortage.

JOB OPENINGS
ANALYSIS

A job opening does not

necessarily mean there is an
overall system need for that

service.

Assumptions and data used can

-

qignifir‘anﬂy alter demand models

J
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35 Physician Specialties Analyzed

Primary Care

Surgical Specialties

Family Practice

General Surgery

Internal Medicine

Neurosurgery

Pediatrics

OB/GYN

Medical Specialties

Ophthalmology

Allergy/Immunology

Orthopedic Surgery

Cardiology

Otolaryngology

Dermatology

Plastic Surgery

Endocrinology*

Urology

Gastroenterology

Other Surgical Specialties

Geriatrician

Hospital-Based

Hematology/Oncology

Emergency

Infectious Disease

Anesthesiology

Nephrology

Radiology

Neurology

Pathology

Physical Medicine and Rehab

Pediatric Subspecialties

Psychiatry

Pediatric Cardiology

Pulmonology

Pediatric Neurology

Rheumatology

Pediatric Psychiatry

Other Medical Specialties

Other Pediatric Subspecialties
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Joint Commission on Health Care

Staff Report: Opportunities for Early
Identification and Preventive Care of
Chronic Diseases (SJR 325 - 2009)

September 1, 2009 Jaime Hoyle
Sr. Staff Attorney/Health Policy Analyst

SJ 325 Study Mandate

< SJ 325 directs the JCHC to:

i.  “Examine clinical and other studies concerning the manner in
which early identification and preventive care can be utilized to
halt or slow the evolution of such conditions as diabetes,
hypertension, kidney disease, obesity, and pneumonia into
chronic and terminal conditions;

ii. assess the means by which Virginia can address fragmentation

of services across the health delivery system and the patient’s

community in order to enhance early identification and
preventive care and care management for chronic disease, and to
identify opportunities for providing more coordinated care
management for individuals with multiple chronic diseases; and,
estimate the fiscal impact on the Commonwealth and private
payers from such strategies.”

@ Joint Commission on Health Care

Chronic Disease

< Refers to a persistent and long-lasting medical condition
that does not resolve on its own and requires ongoing
care.

< Israrely curable, but related complications can be
managed to improve health.

<+ Has many preventable risk factors.

<+ Examples include: heart disease, diabetes, asthma,
chronic obstructive pulmonary disease (COPD), and
kidney disease.

:




Chronic Disease Statistics

<+ Chronic diseases are a leading cause of adult disability
and death in the US.
*  Account for 70% of all deaths in the U.S. (approximately 1.7

million each year). hip:/mwww.cde govincedphp/

< More than 70 million (4 out of 5 of those 50 and older)
have at least one chronic illness; 11 million have more
than one.
* By 2020, the number of Americans with one or more chronic

disease is expected to be 157 million, and 81 million will have
multiple chronic conditions. (robert L. Mollica and Jennifer Gillespie. “Care

Coordination for People with Chronic Conditions,” Partnership for Solutions, Johns Hopkin University.
January 2003)

I@ Joint Commission on Health Care

Costs of Chronic Disease

< Expenses for chronic diseases are typically driven by the
reoccurrence of acute events, such as emergency room visits,
hospitalizations, or costly inpatient and outpatient treatment plans.

« The medical care costs for people with chronic diseases account for
more than 75% of the nation’s $2 trillion in medical care costs. By
2020, that is expected to rise to 80% of overall health spending.

www.cdc.gov/ncedphploverview.htm

« People with chronic conditions account for 88% of all prescriptions
filled, 72% of all physician visits, and 76% of all inpatient stays.

%+ Inthe U.S,, the Centers for Disease Control (CDC) reports the direct
and indirect costs annually of:
«  Heart disease and stroke to be approximately $448 billion,
«  Smoking estimated to exceed $193 billion, and
«  Diabetes to be approximately $174 billion.

@ Joint Commission on Health Care

Costs of Chronic Disease in Virginia

«  The Virginia Department of Health’s 2006 report on chronic disease indicated
approximately 2.2 million Virginians are living with a chronic disease at an estimated
cost of $24.6 billion in health care. Virginia-specific chronic disease data for 2003
revealed:

. Cardiovascular disease continued to be the leading cause of death for men and women.
o 93,661 hospital stays; total cost of $2.4 billion
o 34.5%of all deaths
«  Hypertension (high blood pressure) affected 1/4™ of adults.
o Increases risk of stroke, heart attacks, kidney failure and congestive heart failure.
o Hypertension, including hypertensive renal disease, was the primary cause of death of 473
Virginians.
. ?SSgetes was suffered by 7.2% of Virginians, almost twice the prevalence rate of 3.8% in

o People with diabetes are 2-4 times more likely to have a heart attack or stroke.
o An estimated 10% of deaths attributed to cardiovascular disease, had “a contributing
diagnosis of diabetes.”
o 11,231 diabetes-related hospitalizations resulted; at a total cost of $165.8 million.
. Asthma affected 7.2% of adults; the mortality rate has declined from 5.0 per 100,000 in
1995 to 3.8 per 100,000 in 2003.
o 10,498 hospitalizations; total cost of $93.4 million.

‘Source: Virginia Department of Health, Division of Chronic Disease, Prevention and Control, “Chronic Disease in Virginia: A
Comprehensive Data Report” (2006 adtion).

:




Fragmentation

« People with multiple chronic conditions typically receive health and
home care services from different systems, often from multiple
providers within each system. As a result, the health care delivery
system for those with chronic conditions is complex and confusing,
and care is often fragmented, less effective and more costly.
+  People who receive care from numerous providers often lack the
ability to monitor, coordinate or carry out their own treatment plans.
«  Often have multiple health care providers (HCPs), treatment plans and
prescriptions written by different physicians who may be unaware of
the other providers treating the individual; resulting in unnecessary ER
and hospital admissions.

*  About 25% of those with chronic conditions face limitations with
activities of daily living such as walking, dressing and bathing.

‘Source: Robert L. Mollica and Jennifer Gillespie. “Care Coordination for People with Chronic Conditions,” Partnership for Solutions,
Johns Hopkins University. January 2003.

I@ Joint Commission on Health Care

Fragmentation

< “Physician groups, hospitals, and other health care organizations
operate as silos, often providing care without the benefit of complete
information about the patient’s conditions, medical history, services
provided in other settings, or medications prescribed by other
clinicians.” emest Clevenger, “How Primary Care, America’s Best-Kept Secret, Can Reduce Health Care
Costs for Self-Funded Employers” HealthWatch, September 2008,

% A new study from the Center for Studying Health System Change
revealed:
«  “widespread acknowledgement that most provider payment methods

don’t encourage efficient or effective delivery of chronic disease care.”

*  And, “optimal care for people with chronic disease involves
coordinated, continuous treatment by a multidisciplinary team.”

@ Joint Commission on Health Care

Prevention of Chronic Disease

< There is a growing body of evidence that earlier
identification of chronic diseases coupled with
preventive care can halt or slow the progression of
chronic diseases, thereby improving patient health and
well-being while reducing medical costs. wwanaowg

<« Many programs concentrate on eliminating the
preventable risk factors that lead to chronic disease;
many go further and focus on wellness as a precursor to
prevention.

«  Transforming the system from one that reacts when a person is
sick, to one that is proactive and focused on keeping a person as
healthy as possible. www.improvingehroniccare.org)




Prevention of Chronic Disease

Chronic diseases are the most prevalent, most costly and most

preventable of illnesses.

«  Prevention includes interventions such as risk screenings, vaccinations,
education on behavior, primary care, disease detection, monitoring and
treatment.

o These activities can significantly reduce disease, disability and death.
(www.aha.org)

The CDC reports:

«  Of 50 million adults with high blood pressure, 70% do not have it
under control; Uncontrolled hypertension leads to strokes, heart attacks,
renal damage, and retinopathy, and is the primary antecedent to heart
failure.

«  Hypertension can be controlled through improvements in diet and
physical activity, and medication.

«  Regular eye exams and timely treatment could prevent up to 90% of
diabetes-related blindness

*  Regular foot examinations and timely treatment could prevent up to
85% of diabetes-related amputations.

I@ Joint Commission on Health Care

Prevention of Chronic Disease

<+ Most of the precursors of chronic disease are lifestyle
issues which can be altered.

* The CDC estimates that eliminating 3 risk factors -poor
diet, inactivity, and smoking- would reduce 80% of heart
disease and stroke and 30% of Type 2 diabetes.

o 2 of 3 adults are overweight
1 of 4 adults smoke
1 of 3 adults has high blood pressure
1 of 3 has high cholesterol
3 of 4 adults fail to get enough exercise
4 of 5 adults need to improve their diet.

©o o o o o

@ Joint Commission on Health Care

Addressing Chronic Disease through Care
Coordination Approaches

+ Disease Management

+ Integrated Care Model: Kidney Disease
« Chronic Care Management Models

« Patient Centered Medical Home

« On-Site Medical Clinics

+ Wellness Programs

.




Disease Management Programs

< Designed to:
«  Coordinate the delivery of care to patients,
«  Improve clinical outcomes, and
*  Reduce costs for participants living with specific chronic
conditions that have high prevalence rates and/or expensive
treatment costs.
< Used by almost all health insurers, employers and a
majority of states to manage chronic diseases.
<+ Typically involve combinations of enhanced screening,
monitoring, self-management and education, and the
coordination of care among providers.

I@ Joint Commission on Health Care

Department of Medical Assistance Services (DMAS)
Directed to Implement Disease Management Programs

+ DMAS was directed in the 2005 Appropriations Act “to
update on its efforts to contract for and implement
disease management programs into the Medicaid
program.”

« DMAS review found that “Virginia’s health data
reflects national trends for chronic illness.”

* In FY2005, DMAS spent approximately $825 million
on health care expenses related to chronic illnesses.

Report o the Department of Medical Assistance Services, “Disease Management and Virginias Medicaid Program.” HD 80
2005,

@ Joint Commission on Health Care

Virginia Medicaid Healthy Returns Disease
Management Program (DM Program)

< Implemented January 13, 2006 for Medicaid fee-for-
service patients with:
« asthma,
« congestive heart failure,
« coronary artery disease,
» diabetes, and
« chronic obstructive pulmonary disease (COPD); added in May

2007.

< Designed to help patients better understand and manage
their disease through prevention, education, lifestyle
changes, and adherence to prescribed plans of care.

< Addresses participants’ primary conditions, as well as
any other chronic conditions they may have.




Healthy Returns DM Program

< Voluntary (opt-in) program.

< Includes all Medicaid and FAMIS enrollees except:
« Individuals enrolled in Medicaid/FAMIS MCOs
* Individuals enrolled in Medicare (dual eligibles)
« Individuals who live in institutional settings such as nursing

facilities

« Individuals who have 3¢ party insurance

+ Provides outreach and education, initial assessments,
counseling, regularly scheduled follow-up assessments,
and a 24 hour toll-free nurse call line.

<+ Monitors clinical health outcome measures and tracks
changes in Virginia’s Medicaid and FAMIS
expenditures.

16
I@ Joint Commission on Health Care

Integrated Care Model: Chronic Kidney Disease

Chronic kidney disease (CKD), a precursor to kidney failure, is a

growing epidemic in the US, with almost two-thirds of CKD patients

also having diabetes, hypertension or both.

Cost of caring for patients with CKD is high, and the majority of

costs result from hospitalizations that are most frequent and costly in

the 6 months prior to initiating dialysis.

According to the Centers for Medicare and Medicaid Service (CMS),

estimated annual health care costs per patient for CKD is $28,000

and for end stage renal disease (ESRD) is $65,000-$85,000.

»  Incomparison, annual costs for patients with diabetes is $10,000 per
patient and $5,000 per patient for congestive heart failure.

« CKDisnot included in Virginia’s Healthy Returns DM Program.

17
@ Joint Commission on Health Care

Current Fragmented System Not Delivering

Integrated Care

Gaps In
Preventive

* < 50% vaccinated for pneumonia
Care

Inadequate
Access to
Expertise

* ~8 meds, 3-5 MDs, but little guidance
« Too many appts; transport issues

« Catheter infection - hospital
« Diet > excess fluid - hospital
* Foot ulcer - amputation

Source: Davita 2009

.

Avoidable
Hospital
Admits




ICM Improves Kidney Patient Care

I@ Joint Commission on Health Care

<« Integrated care plan/coordination of care

with case managers, nurses, PCPs,
nephrologists, and other specialists
Identification and management of risk
factors and co-morbid conditions

<« Proactive 1:1 health coaching
24]7 access to RN
Customized patient/family education

Medication reviews and management by
trained pharmacists

= Diet consultation and nutritional
supplements

Arranged transportation
Social work counseling
<+ Hospital discharge support
+  Online info & community
Source: DaVita 2009

CMS Has Recognized the Integrated Care

Model’s Potential for Savings

‘Two CMS Demonstration Examples

@ Joint Commission on Health Care

<+ DVA ESRD Demo (CA)-> 400 enrolled, saves 6.5%,
beats quality targetst

<+ DVA CKD Demo -> 1,600 enrolled, reducing
hospitalizations ~8%?

1 Source: DaVita analysis of claims costs vs. benchmark/control; not validated by CMS.

Chronic Care Management Models

the disease.

patient.

< More comprehensive, community-based approach to
address needs of patients with chronic disease.

+ Focuses on needs of the whole person, rather than only
< Uses all community resources to address needs of

« Attention to the hierarchy of needs

*  Many persons with chronic conditions have other problems that
prevent them from getting the help they need:
o poverty, transportation, mental illness, child care, housing, etc.




Components of Chronic Care Model

<« Community:

«  form partnerships with community organizations to develop
interventions that fill any gaps in services; avoid duplication of
effort.

< Health system:

« encourage open and systemic handling of errors/quality to
improve care; provide incentives based on quality of care; and
develop agreements that facilitate care coordination within and
across organizations.

< Self-management support:

« emphasize patient role in managing own health; use effective
self-management support; include health literacy and cultural
sensitivity.

I@ Joint Commission on Health Care

Chronic Care Model

+ Decision support:

« use evidence-based guidelines and share information with
patients to encourage their participation; ongoing training for
staff on latest clinical evidence; use of new models of provider
education that improve upon traditional continuing medical
education; and integration of specialty and primary care when
more complex cases are presented.

< Clinical information system:

« organize patient and population data to help ensure efficient
care: timely reminders for services with summarized data to help
track and plan patient care; at the population level, identify
groups of patients needing additional care and facilitate
performance monitoring and quality improvement efforts.

@ Joint Commission on Health Care

Chronic Care Model

< Chronic Care illness collaboratives:
«  Use this model
* RAND evaluated these collaboratives
o Patients with diabetes had significant decreases to their risk of
cardiovascular disease
o Chronic heart failure pilot patients were more knowledgeable,
relied more often on recommended therapy, and had 35% fewer
hospital days than patients not involved
o Asthma and diabetes pilot patients were more likely to receive
appropriate therapy than were other patients.




Chronic Care Model in Virginia

I@ Joint Commission on Health Care

As mandated by Health Resources and Services
Administration (HRSA), Virginia’s community health
centers have been phasing the Chronic Care Model into
their care practices.

In 2007, the Virginia Association of Free Clinics
received a grant from the Department of Health to
identify risk factors among clinic patients and adopt best
practices for prevention of chronic illnesses.

The Medical Society of Virginia Foundation
implemented “To Goal” and is supporting 94 family
physicians in Southwest Virginia in implementing a
chronic care management program.

Source: “Chronic Care Management, Summary of Research and Key Findings,” Virginia Health Care Foundation,
December 8, 2008.

DMAS Issued Request-for-Proposals (RFPs) for
a Care Management Program

@ Joint Commission on Health Care

Released RFP in July 2008.

Designed to focus on Medicaid and FAMIS fee-for-
service recipients at highest risk for high utilization of
services and cost of services.

Withdrew RFP because too expensive and CMS would
not approve certain elements.

Patient Centered Medical Home (PCMH)

Supported by American Academy of Pediatrics,
American Academy of Family Physicians, American
College of Physicians, American Osteopathic
Association, Patient Centered Primary Care
Collaborative.

These groups and National Committee for Quality
Assurance developed recognition process to ensure that
qualifying practice meets PCMH model.

50 national demonstration projects.




Patient Centered Medical Home

< Team-based model of care led by personal physician who
provides continuous and coordinated care throughout a
patient’s lifetime to maximize health outcomes.

< Components include:

«  Each patient receives care from personal physician who leads
team of providers who are responsible for planning ongoing
care;

« personal physician responsible for “whole person”;

« patient care coordinated across health system and community;

« enhanced access to care offered through open scheduling,
expanded hours, and new care options such as group visits;

«  payment structure recognizes enhanced value provided to
patients.

I@ Joint Commission on Health Care

Patient Centered Medical Home

< Typically providers who adopt the medical home model
receive additional compensation to reflect the change in
the delivery of health care services. Some:
* Receive fee-for-service payments for all services they provide
plus additional payments to provide care coordination.
»  Are rewarded for managing patient care and for meeting or
exceeding quality and performance standards, such as:
o by implementing electronic health records,
e-prescribing,
coordinating medication management with pharmacists,
tracking test and referrals,

providing telephone access after business hours, and the percentage
of children who receive well-child visits.

@ Joint Commission on Health Care

o o o o

Patient Centered Medical Home

< Congress passed Medicare Medical Home Demonstration

Project in 2006.

»  Coordinated by American Medical Association, is 3-year
demonstration project that will focus on rural, urban, and
underserved areas in up to 8 states.

«  Will provide participating internists with care coordination fee
for managing care of patients with multiple chronic conditions
and allow physicians to share in cost savings, such as from
reduced hospitalizations, that result from effective physician-
directed care management.

10



On-Site Medical Clinics

<+ Some employers are adding on-site medical clinics in an
effort to save on health care costs and encourage
employee wellness.
*  The greatest amount of avoidable health care spending comes
from employees with chronic conditions.
0 87.5% of health care claim costs are due to an individual’s
lifestyle, such as smoking and obesity.
< Clinics encourage and provide health risk assessments
and preventive care, allow the medical provider to spend
time with each patient to explain health improvement and
wellness activities.

I@ Joint Commission on Health Care

Cost savings of On-Site Medical Clinics

+ Reduce medical benefit costs
«  Exchange retail for wholesale on physician services,
prescription drugs, and laboratory tests
< Increase productivity
«  Scheduled 20-minute appointment times that reduce time away
from work
<+ Improve employee health

«  Encourage relationship with physician through free health care
visits; it has been reported that it is this relationship that drives
compliance and behavior change

«  Provide health care coaching, 24 hour nurse line,

@ Joint Commission on Health Care

Wellness Programs

< Growing trend in private sector is to mandate health testing and wellness
programs in order to improve employee health.
«  Well over half of big companies have launched such initiatives
*  One example is AmeriGas, based in Valley Forge, PA
o Faced health expenses increases of 10% per year.
o Self-insured health plan
o Paid more than 2 dozen insurance claims in previous year for amounts greater than
$100,000
o Workers had high rates of diabetes and heart disease
o People were not getting their required tests so decided to mandate.
0 Under the mandated wellness plan:
> Checkups free

> Plan doesn’t charge for generic drugs for diabetes, blood pressure, asthma and cholesterol;
opayments reduced for brand-name medications for those conditions.

«  Since implementation, 90% have gotten required exams; use of needed
drugs rose.

*  Anecdotal evidence of improved health

«  Health care costs were at least 3% higher in the first year given
increased utilization.

Anna Wilde Mathews, “When All Else Fails: Forcing Workers into Healthy Habits,” The Wall Street Journal. July 8, 2009,




Virginia’s Focus on Wellness

Age-appropriate health screenings are provided at no cost to the
employee under the State Employee Health Plan.

COVA Connect was implemented in July 2009.

«  Pilot program for State employees in Hampton Roads area.

*  Administered by Optima Health.

«  Focus on wellness and preventive care to reduce on chronic conditions
and control health costs.

«  Focus on convenience to encourage lifestyle change.

*  Provide health coaches, and personalized diet and exercise programs.

» 2 year contract will cost the State $5 million in administrative costs and
cover 17,000 State employees

«  Optima projects it has already saved 17% by identifying those at high
risk for developing chronic diseases and enrolling them in health
management programs.

£
I@ Joint Commission on Health Care

Policy Options

< Option 1: Take no action.

<« Option 2: By letter of the Chairman, request that DMAS

report to JCHC no later than August 2010, regarding

recommended options for addressing the chronic care

needs of Virginia’s Medicaid and FAMIS enrollees. The

options should consider at a minimum issues related to:

«  whether to retain a disease management program (perhaps
incorporating additional diseases and an integrated care model
for Chronic Kidney Disease),

»  whether to reissue a proposal for chronic care management
services, and

«  whether to initiate one or more demonstration projects for a
patient-centered medical home.

35
@ Joint Commission on Health Care

Policy Options

< Option 3: By letter of the Chairman, request that the
Department of Human Resource Management report to
JCHC regarding the feasibility and advisability of
initiating a pilot program with on-site medical clinics for
state employees.

<« Option 4: By letter of the Chairman, request that the
Department of Human Resource Management report to
JCHC regarding the costs and benefits of the recently
implemented COVA Connect pilot program.

.
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Public Comments

I@ Joint Commission on Health Care

< Written public comments on the proposed options may
be submitted to JCHC by close of business on September
29, 2009.
<« Comments may be submitted via:
* E-mail: sreid@jchc.virginia.gov
+ Fax  804-786-5538
e Mail:  Joint Commission on Health Care
P.0. Box 1322
Richmond, Virginia 23218

< Comments will be summarized and presented to JCHC
during its October 7t meeting.

Internet Address

Visit the Joint Commission on Health Care website:
http://jchc.state.va.us

Contact Information
jhoyle@jchc.virginia.gov

900 East Main Street, 15t Floor West
P. 0. Box 1322

Richmond, VA 23218

804-786-5445

804-786-5538 fax

Joint Commission on Health Care
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O Improving Aging-at-Home
()| Services & Support for Culture
O Change Initiatives

Joint Commission on Health Care
September 1, 2009 Meeting

Michele L. Chesser, Ph.D.
Senior Health Policy Analyst

Purpose of Study

o 2008:

e HJIR 69 (Delegate Kenneth R. Plum) directed JCHC to
study alternative solutions to long-term care needs.

« The resolution was left in the House Committee on Rules but
the study was agreed to by JCHC upon request by Delegate
Phillip Hamilton.

e SJR 102 (Senator Walter A. Stosch) directed JCHC “to
study support services for family caregivers of the frail
elderly and disabled and community-based caregiver
support organizations.”

« An identical resolution, HIR 238 (Delegate Stephen C. Shannon)
was left in the House Committee on Rules.

e The two studies were combined due to their overlapping
subject matter and JCHC meeting time-constraints.

Purpose of Study

o Topics covered in 2008 study:

e Culture Change Initiatives in LTC facilities

e The Green House Project

e Innovative Approaches for Aging-at-Home
« Cash and Counseling Service Model
 Intentional Communities

e Support for Family Caregivers
* National Family Caregiver Support Program
= Virginia Caregivers Grant
 Virginia Respite Care Initiative
* Key components of Model Caregiver Programs




%‘ Purpose of Study

o Policy options adopted in 2008:

e Option 2: Continue study for one additional
year to research options for improving “aging at
home” services and support for culture change
initiatives in Virginia.

e Option 3: Restore funding for Virginia
Caregivers Grant when budget allows.

e Option 4: Partner with local Chambers of
Commerce to educate Virginia business owners
about caregiver workforce issues and encourage
owners to provide caregiver support programs.

2009
Second Year Study

Improving Aging-at-Home Services & Support
for Culture Change Initiatives

:

o Taking Care of the Caregivers

o Streamlining the System for Accessing
Community Resources

o Virginia’s Department for the Aging 4 Year Plan

o Increasing Eligibility for Community-Based
Services

o Strengthening Culture Change Initiatives for
Virginia’'s Long-Term Care Facilities




Taking Care of the
Caregivers

% Utilizing Virginia's Existing Resources

o The Virginia Caregiver Coalition

o James Madison University's Caregivers
Community Network

o The Virginia Center on Aging

Pt o
Laregivers
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% The Virginia Caregiver Coalition

o Founded in 2004: 22 members from public, private, and
non-profit sectors

o 2009: 85 members, bi-monthly meetings

o Primary focus on education, advocacy, and caregiver
support

o Revised “Taking Care: A Resource Guide for Caregivers”
developed by the Virginia Department for the Aging (VDA)

o Supported Research Projects
e Abuse of Caregivers by Their Loved Ones (2005-2006)

e AAA Self-Assessment Survey of the National Family
Caregiver Support System (2005-2006)
e Workshop on Nursing Home Residents’ Rights Regarding
12'6%ns)fer/Discharge & Readmission from a Hospital (2006-
7

Source: ‘The Virginia Caregiver Coalition.” Conference presentation by Ellen Nau._March 18, 2009, 9




The Virginia Caregiver Coalition

o Received 2007 Grant from National Association of
Caregivers
e Held Caregiver Recognition Events in 2007
e Conducted awareness campaign during the 2008 Virginia
General Assembly Session
o Provided Caregiver Training: (8 Video Conference Sites)
e Different Ways to Deal with Caregiver Stress
e Family Dynamics and Involving the Whole Family in
Caregiving
e Caregivers of Persons with Hearing and Vision Loss
o Respite for Caregivers: Resources and Aids

Source: ‘The Virginia Caregiver Coalition.” Conference presentation by Ellen Nau._March 18, 2009, 10

The Virginia Caregiver Coalition

o Applied for 2009 Kinship Grant to develop Virginia Kinship
Navigator Program

e 25% match required

e Collaborative effort of public, private, and non-profit groups
to provide services to foster, adoptive, and kinship families
caring for children and to the professionals who work with
them

e Provides competency training for professionals, a toolkit for
kinship caregivers, a telephone accessed gateway to
resources (including 2-1-1 Virginia), a legal and benefits
kiosk, and a Virginia Kinship Navigator website (linked to
Virginia Easy Access and SeniorNavigator)

11

The Virginia Caregiver Coalition

Future Plans:
o The Savvy Caregiver Training Program

e Purchased program and partnered with local Alzheimer’s
Association to conduct training

o Revise the Caregiver Resource Guide

o Work with contact at The Centers for Medicare and
Medicaid (CMS) to hold conference on issues affecting
employed caregivers

o Recruit members of other caregiver populations
o Work with Veterans Administration

Source: Slide adapted from “The Virginia Caregiver Coalition.” Conference presentation by Ellen Nau.
March 18, 2009. 12




The Virginia Caregiver Coalition

o The coalition continues to engage in outreach and
collaboration efforts to increase awareness of
caregiver issues, educate professional and family
caregivers, and provide support for caregivers.

Source: "The Virginia Caregiver Coalition.” Conference presentation by Ellen Nau. March 18, 2009. 13

James Madison University’s
Caregivers Community Network

o Offers the following services for all frail elders and
their family caregivers in Augusta, Rockingham, Page
and Shenandoah counties:

e Personalized in-home companion care on a regular basis

e Educational workshops and support services

e Telephone consultation to supply caregivers with
support, caregivers tips and resources

e Partnership with community service and faith based
organizations to provide a well coordinated referral
system

e Errand running, such as picking up prescriptions,
groceries or dry-cleaning to aid the caregiver

e 2-4 hours of respite care for caregivers weekly/biweekly

Source: http://www.socwork.jmu.edu/Caregivers 14

James Madison University’s
Caregivers Community Network

o Coordinated by the James Madison University Institute
for Health and Human Services
o Utilizes trained students and volunteers
o Students (Can fulfill internship requirement)
o Members of the community
o Serves approximately 150 frail elders and their family
caregivers each year
o Services provided on a sliding fee scale
o July 2009: 1 of 6 organizations nationwide to receive
The National Alliance for Caregiving and MetLife
Foundation Honor: Innovators Making a Difference in
the Lives of Caregivers

Source: http://www.socwork.jmu.edu/Caregivers 15




%‘ The Virginia Center on Aging

o Statewide agency created by the Virginia
General Assembly in 1978, located at Virginia
Commonwealth University in the School of
Allied Health Professions

o Four primary objectives:

e Training, Education, and Lifelong Learning

e Alzheimer's Research and Education

e Expanding the Community's Capacity to Provide
Caregiving

e Serving as a Statewide Resource Center

16

%‘ The Virginia Center on Aging

o Workforce Partners for Eldercare Program

e Educates and assists central Virginia employers
interested in helping their employees who are
family caregivers

e Funded by Richmond Memorial Health
Foundation (in 2008, received second grant of
$50,000 from the foundation)

e Partnership between the Virginia Center on
Aging and Senior Connections (the Capitol AAA)

e Currently working with approximately 25
employers in central Virginia

Source: 2008 Annual Report of the Virginia Center on Aging and phone interview with Ed Ansello, VCoA
| Director, 17

%‘ The Virginia Center on Aging

o Workforce Partners for Eldercare Program

e In 2008, began conducting an evaluation of the
program

e Has agreed to work “with local Chambers of
Commerce to educate Virginia business owners
about caregiver workforce issues and encourage
owners to provide caregiver support programs.”
(Option #4 of last year's JCHC study)

18




%‘ Utilizing Virginia's Existing Resources

o The Virginia Caregiver Coalition, the Virginia Center on
Aging, and James Madison University’s Caregivers
Community Network already possess

e A collaborative relationship with each other and many
other agencies and organizations interested in aging
and/or caregiver issues

e An extensive network of professionals and volunteers

o James Madison University’'s Caregivers Community
Network offers an award-winning model that could be
replicated throughout the Commonwealth

19

%‘ Utilizing Virginia's Existing Resources

o Given Virginia’s reliance on family caregivers to
provide unpaid services to the elderly,
strengthening caregiver support organizations
may be a prudent investment in Virginia’'s
future.

e Caregivers, and the organizations that support
them, enable elders to live at home longer and
prevent or delay the use of Medicaid for the
provision of LTC services for a significant
segment of the elderly population.

20

%‘ Utilizing Virginia’s Existing Resources

o Taking care of Virginia's caregivers is a vital
part of improving aging at home services for
the elderly.




Streamlining the System for
Accessing Community
Resources

22

In the past, Virginia LTC recipients and family
caregivers struggled to find the information
and resources they needed...

...plus |
Information need help
on respite with Mom’s
care is here

medications
somewhere!

...and
managing
her
finances

23

No Wrong Door:
A Significant Improvement to the System

o Public Access to Information and Resources:
e Virginia Easy Access
 VirginiaNavigator: Web-based interface
e 2-1-1 Virginia: Telephone interface
o Provider Access to Resources & Service Coordination:
e Coordinates a once fragmented system of services for
the aging and disabled via a computer network system
e Area Agencies on Aging (AAAs) serve as Aging and
Disability Resource Centers (ADRCs)

« A physical location where LTC recipients and caregivers can go
to get information, personal counseling to determine a care
plan tailored to their specific needs and access to public
programs for which they may eligible

Sources: “No Wrong Door.” Presentation by Debbie Burcham, Virginia Departmentfor the Aging
and http://www.vda.virginia.gov/nowrongdoor.asp 24




No Wrong Door:
A Significant Improvement to the System

e The PeerPlace software links service providers,
enabling them to share client information and
coordinate services:

» Information & Referral

* Uniform Assessment Instrument
« Case Management

* Enrollment/Service Unit Tracking
* Reporting

* On-line Medicaid Application

Sources: “No Wrong Door.” Presentation by Debbie Burcham, Virginia Departmentfor the Aging

and http://www.vda virginia.gov/nowrongdoor.asp 25

No Wrong Door:
Current Status

o Currently 11 of 25 AAAs have received funding
to implement the provider access and
coordination of services component of No
Wrong Door

e The Virginia Department for the Aging has
applied for grants to expand No Wrong Door to
4 additional AAAs

26

No Wrong Door:
Current Status

e VDA is currently working with a few local health
departments, case managers at the Department
of Rehabilitative Services, and Centers for
Independent Living (CILS) to bring them into
the provider computer network system.

o SeniorNavigator is marketing the PeerPlace
software to private providers (hospitals, home
health care companies, etc.)

e Currently training 12 private providers

27




No Wrong Door:
Challenges

:

o Public access component of No Wrong Door may
need greater public awareness
e No Wrong Door - Virginia Easy Access — 2-1-1
Virginia — SeniorNavigator — VirginiaNavigator
* Multiple names and platforms may be confusing to LTC
recipients and caregivers
o No Wrong Door has not yet reached the “critical
mass” of public and private providers needed for
it to be a truly effective integrated system.

28

No Wrong Door:
Challenges

:

o However, with its emphasis on easy access to
information/resources and individualized,
coordinated care; the No Wrong Door system is
representative of the best practices model being
advocated nationwide today.

o More time and funding is needed to reach the
goal of improving access to community-based
Services...

29

%‘ The Goal

Now that's
more like it!

30
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Virginia’s Department for
the Aging 4 Year Plan

31

Virginia's Department for the Aging
4 Year Plan for Aging Services

o Code § 2.2-703.1 — VDA shall develop a 4 year plan for aging
services in the Commonwealth -- Shall Include:

e Other agencies and stakeholders
Description and impact of aging population
Issues related to providing services at state and local level
Factors that may determine need for additional funding
Information on growing diversity, unmet needs, impact on state
agencies, changes in federal and state funding, etc.
o 1st plan due to Governor & General Assembly 11/30/2009

e Annual updates required & new plan submitted every 4 yrs
o Other mandates

e Annual report of Impact of Aging Population on State Agencies

e HHR Secretary to develop Blueprint for aging - for active, daily
life in our communities (2009 budget language)

Slide provided by Linda Nablo, VDA Commissioner

32

Virginia's 1%t 4 Year Plan

o Broad stakeholder group assembled
o Scope of plan broader than mandate
o Intentis to:
e Examine individual, community and state responsibilities
e Report on current situation in Virginia (housing,
transportation, facilities, community based services,
caregivers, health care — including mental & cognitive health,
employment, civic engagement, education, & more)

Coalesce recent studies and plans from various sectors into a
comprehensive approach

Establish ongoing planning process to help prepare the
Commonwealth

Establish and track benchmarks to measure progress

Slide provided by Linda Nablo, VDA Commissioner

33
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Increasing Eligibility for
Community-Based Services

34

The Home and Community-Based Services
State Plan Option

:

o During last year's presentation, the strict requirements
to be eligible for the Elderly and Disabled with
Consumer Direction (EDCD) waiver were discussed.

e Must meet requirements for nursing home eligibility
including needing assistance with 4 out of 5 ADLs

o Considered the possibility of reducing the nursing
home eligibility requirement to 3 out of 5 ADLs

e Too costly due to more individuals qualifying for EDCD
waiver and nursing home care

35

%‘ The HCBS State Plan Option

o Another possibility is Medicaid’s HCBS State
Plan Option

o Section 6086(a) of the 2005 DRA adds a new
Section 1915(i), or the State Plan Home and
Community Based Services Benefit, which is
modeled on the Home and Community Based
Services Waiver 1915 (c) program

o Provides states the option to offer a variety of
home and community-based services to
individuals who do not qualify for the HCBS
waiver

Source: www.thenationalcouncil.org. Summary of CMS Proposed Rule on the State Plan HCBS Benefit

12



The HCBS State Plan Option

State Plan Option 1915(i)

Waiver Option 1915(c)

Level of Care
Requirement

None (for example, Virginia can
choose 3 of 5 ADLs)

Includes requirements
(Virginia requires 4 of 5 ADLs)

Comparability

Can limit the number of
participants & create waiting lists,
but cannot waive comparability

Can waive comparability. Can
create waiting lists

Eligibility
Restrictions

Income can't exceed 150% FPL,
can't expand eligibility

Can waive income limits and
change eligibility criteria

Needs-based
Criteria

State must establish needs-based
criteria, but must be less stringent
than for institutional-level care

Does not include this requirement

Reporting of
Projected
Participation

State must submit to CMS the
projected # of indivs. to receive
HCBS under state plan option

State must submit the # of
participants expected to be served
under waiver

Source: Summary chart of National Association of State Medicaid Directors 37

The HCBS State Plan Option

State Plan Option 1915(i)

Waiver Option 1915(c)

Section 1915(c)(4)(b) of Social
Security Act

Cost Does not include this require- Must be cost-neutral
Neutrality ment. State plan must describe
method used for calculating the
budget & define process for
making adjustments
Required State discretion, but must choose | States may provide any or all of:
Services from limited list authorized by case management, homemaker/

home health aide, personal care,
adult day health, habilitation,
respite care. Can approve more to
prevent institutionalization

Modification of | Can modify without CMS prior N/A

Needs-based | approval if enrollment exceeds

Criteria projected capacity

Source: Summary chart of National Association of State Medicaid Directors 38

The HCBS State Plan Option

o Individuals meeting standards of waiver and plan must
be offered a choice.
o lowa and Nevada received CMS approval of their state
plans. To date, only lowa has implemented the plan.
o Empowered at Home Act of 2009 (in committee)
would
e Replace 150% FPL income limit with 300%
e Increase options of services provided
e Eliminate state discretion to cap the number of
individuals or limit services to one area of state

e Allow HCBS state plan benefit recipients affected by
changes in standards to be screened under prior
standards.

Source: “Medicaid's New Home and Community-Based Services State Plan Benefit.” Presentation by Gene

Coffey, Staff Attorney, National Senior Citizens Law Center. 2009,

13



The HCBS State Plan Option

o Concerns:
e May be considered an entitlement

« Would require providing services to everyone who qualifies and

requests home and community-based services
 Possible litigation from individuals on waiting list

e Unknown whether Virginia’s increased cost of providing
services to currently ineligible individuals would be
offset by preventing or delaying their need for Medicaid
funded nursing home care

e Many states are still waiting for further clarification of
the state plan option regulations, or are not interested
in implementing the state plan.

40

The HCBS State Plan Option

o Possible courses of action:

e Delay any action until the outcome of the Empowered
at Home Act of 2009 or other up-coming health care
reform legislation is known

e Monitor states adopting the state plan option

e Request JLARC study to investigate the costs and
benefits of implementing the HCBS state plan option
e Place efforts elsewhere, such as encouraging more
individuals to participate in Virginia's LTC Insurance
Partnership to pay for home and community-based
services
* May need to create a PSA campaign to raise public awareness

41

Strengthening Culture
Change Initiatives

42
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%‘ The Virginia Culture Change Coalition

o Mission: “To promote and foster improved and
meaningful quality of life for Virginia's elders in
multiple care settings.”

e The coalition has identified long-term care as its initial
focus in order to support the national and statewide
nursing home quality initiatives (NHQI).

o A statewide multi-agency organization based solely on
volunteers

o Currently an informal organization; working toward
the development of a formal structure with a
governing body

o No formal funding source

Source: http://www.veu.edu/vcoalvaculture.htm 43

%‘ The Virginia Culture Change Coalition

o The Office of the State LTC Ombudsman,
which has played a key leadership role since
the Coalition’s inception, submitted a proposal
on behalf of the Coalition to the Virginia Center
on Aging and obtained $12,000 grant to create
several initiatives:

e 2005: “Lighting the Flame” Culture Change
Workshop. A statewide conference for staff of
LTC facilities to introduce them to the idea of
culture change and show practical applications

44

%‘ The Virginia Culture Change Coalition

e 2008: "Open Road to Culture Change." A
statewide conference to educate nursing home
surveyors and LTC providers about CMS’s
strong support of culture change initiatives and
the lack of regulatory barriers to change

* Moved the process of culture change implementation
forward by correcting inaccurate assumptions
concerning incompatibility of culture change with
regulatory compliance

45
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% The Virginia Culture Change Coalition

© 2009: “The Why and How of Workforce
Stability: It's the Bottom Line in Long Term
Care”
» Training workshops held in Virginia Beach, Manassas,
Richmond, Charlottesville and Roanoke
* For nursing home administrators, directors of
nursing, and community advocates
* One day workforce stabilization training on strategies
for hiring and keeping good staff and maximizing
organizational performance
« A follow-up is planned to increase interest among
providers and consumers in culture change initiatives
46

% The Virginia Culture Change Coalition

e 2009: “Developing a Strategic Plan for Culture
Change.” A multi-agency forum to develop an
ongoing structure and goals for VCCC in order
to move culture change forward in Virginia

o Also, in 2007, in coordination with the VCCC,
the Northern Virginia LTC Ombudsman office
held “CMS and Culture Change: A Marriage
Made in OBRA '87.”

47

% The Virginia Culture Change Coalition

o State LTC Ombudsman Program (co-founding
partner organization in VCCC) was integrally
involved in the development of the Nursing
Facility Quality Improvement Program (QIP)
e Utilizes accumulated Civil Monetary Penalty

Funds to develop a voluntary incentive-driven
program to promote culture change

 Virginia Gold Grant: Creating supportive workplaces
and reducing staff turnover in nursing facilities
« August 2009: Awarded $50,000/year grants to 5 facilities
for a maximum of 2 years
Sources: 1) “Virginia Quality Improvement Program” Presentation to JCHC, October 17, 2007. Terry Smith, DMAY

Division Director. 2) DMAS 2009 Request for Applications for Virginia Gold grant. 48
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The Virginia Culture Change Coalition

o Currently working on the creation of regional
culture change coalitions

o Funding needed for a part-time coordinator

o “Culture change initiatives offer the most
promising opportunity for significant and
sustainable changes that benefit long-term
care recipients.” (State LTC Ombudsman, co-
founder of VCCC Steering Committee)

49

:

Conclusion

o Improving aging-at-home services involves:

e Providing support for family caregivers via the
organizations committed to providing information,
training, support and other resources:

* May be one of the least expensive methods to enable more
individuals to age-at-home for a longer period of time

e Making information, resources and services easily
accessible to the elderly and caregivers

* The No Wrong Door initiative and VDA's 4 year plan appear to
be moving Virginia toward the achievement of this goal

e Enabling more elders to utilize home and community-
based services before they need institutionalized care

50

Conclusion

o As society transitions to a more community-
based long-term care system, it is important to
remember that the need for nursing homes
and assisted living facilities will continue.

e As a result, improving the quality of life in LTC
facilities through culture change initiatives may
be equal in importance to improving aging-at-
home services

51
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:

Policy Options

Option 1: Take no action.

Option 2: Introduce a joint resolution requesting that
JLARC study the costs and benefits of implementing
the Home and Community-Based Services state plan
option.

Option 3: Introduce a budget amendment (language and
funding) during the 2012 session to increase the
general funds appropriated for the Virginia
Department for the Aging to be allocated to the
Virginia Caregiver Coalition.

Option 4: Include on the JCHC 2009 workplan a staff
study of the feasibility of replicating James Madison
University's Caregivers Community Network in other
areas of the Commonwealth.

52

:

Public Comments

o Written public comments on the proposed options may
be submitted to JCHC by close of business on
September 29, 2009. Comments may be submitted
via:

e E-mail: sreid@jchc.virginia.gov

e Facsimile: 804/786-5538 or

e Mail to:  Joint Commission on Health Care
P.O. Box 1322
Richmond, Virginia 23218

o Comments will be summarized and presented during
the JCHC meeting on October 7th.

53
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Joint Commission on Health Care

Staff Update: JLARC Report on Services for
Virginians with Autism Spectrum Disorders

Kim Snead
September 1, 2009 Executive Director

CDC Background on
Autism Spectrum Disorders (ASDs)

<+  “What is autism?
Autism spectrum disorders are a group of developmental disabilities defined
by significant impairments in social interaction and communication....The
thinking and learning abilities of people with ASDs can vary — from gifted to
severely challenged. ASD begins before the age of 3 and lasts throughout a
person’s life. It occurs in all racial, ethnic, and socioeconomic groups and is
four times more likely to occur in boys than girls.
+  What causes autism?
We have learned a lot about the symptoms of ASDs...but we still don’t know
a lot about the causes of ASDs. Scientists think that both genes and the
environment play a role, and there might be many causes that lead to ASDs.
. Studies have shown that among identical twins, if one child has autism, then the other will be
affected about 75% of the time. In non-identical twins...the other has it about 3% of the time.
Also, parents who have a child with an ASD have a 2%-8% chance of having a second child
who is also affected.
+  What is the prevalence of autism?
CDC’s Autism and Developmental Disabilities Monitoring Network released
data in 2007 that found about 1 in 150 8-year-old children in multiple areas of
the United States had an ASD.
. ..using the prevalence data stated above...estimate that up to 560,000 individuals between
the ages of 0 to 21 [in the US] have an ASD.”

Source: Autism Information Center, Centers for Disease Control and Prevention website.

2
@ Joint Commission on Health Care

JCHC'’s Prior Consideration
of ASD Policy and Services

<« JCHC, through the Behavioral Health Care Subcommittee began its review of
services for Virginians with ASDs four years ago:

«  In 2005, public school representatives spoke regarding the importance of
teacher training.

«  In 2006, representatives of the Virginia Autism Resource Center, the
Virginia Treatment Center for Children, and the Dept. of Education
(DOE) reported on the increasing number of children diagnosed with
and receiving special education services related to ASDs and that there
was no statewide system of service provision or “home agency” for
ASDs in Virginia.

* In 2007, JCHC staff convened a workgroup inan effort to reach a
consensus regarding establishing a lead agency for ASD. While
consensus on a specific agency was not reached, the majority of
participants endorsed the option to ask the HHR Secretary to develop
and report on an implementation plan for establishing a lead agency;
including whether the agency would serve individuals with ASD only or
other developmental disabilities also.

« In 2008, Dep. Secretary Dix reported on the details of the plan for
DMHMRSAS (now Dept. of Behavioral Health & Developmental
Services — DBHDS) becoming the lead agency for developmental
disabilities services and policies.

:




HJR 105 of 2008 (Valentine) Directed JLARC to
Study Autism Services in the Commonwealth

+  The JLARC study noted that certain intensive early
intervention treatments can result in significant improvement
for individuals with ASDs and result in cost savings.

« Research indicates that young children “who participate in
intensive early intervention programs based on ABA [applied
behavioral analysis] principles experience improvements, with
almost half achieving normal levels of functioning and another
40 percent realizing moderate gains....[reducing] public costs
by decreasing the need for special education and other forms of
public assistance, with savings likely to accrue over the lifetime
of individuals with ASDs.”

Source: JLARC Final Report, Assessment of Services for Virginians with Autism Spectrum Disorders, 2009, p. i

I@ Joint Commission on Health Care

Selected Key Findings from JLARC Report

% While the Commonwealth operates a number of programs which serve
individuals with ASDs (through VDH, DMAS, DBHDS, DOE, DRS), there
is no publicly-funded comprehensive system of care.

% There is no comprehensive source of information “to educate Virginians
about ASDs and available services, and case managers are not consistently
available to facilitate access to care.”

«  Although early identification of ASD is important and possible (particularly
between age two and three years), in Virginia “children are often diagnosed
later and may therefore experience delays in receiving early intervention
services.”

<« “Early intervention programs serving young children with ASDs do not
always include components that have been shown to yield positive outcomes,
such as providing intensive interventions and using research-based practices.”

Source: JLARC Final Report, Assessment of Services for Virginians with Autism Spectrum Disorders, 2009, pp. i

@ Joint Commission on Health Care

Selected Key Findings from JLARC Report

« “Many schools lack the guidance, training, and tools needed to
uniformly meet the multifaceted needs of students with ASDs
or adequately prepare them for future independent living.”

< Many “adults with ASDs require ongoing services and supports
that are not widely available in Virginia, and may have to rely
instead on public assistance programs.”

« There are limited training opportunities to assist public safety
personnel in responding to “situations involving persons with
ASDs...and most are offered only to law enforcement
agencies.”

Source: JLARC Final Report, Assessment of Services for Virginians with Autism Spectrum Disorders, 2009, p. i




Recommendation Involving
JCHC from JLARC Report

< One recommendation requested that the Dept. of Medical

Assistance Services (DMAS) “present a detailed plan

outlining its proposed outreach efforts” to JCHC by

November 30, 2009.

« DMAS “should develop and implement a plan for educating
Virginians with...ASDs...and their families; Medicaid case
managers; providers; and personnel from relevant programs
including School Part B, Early Intervention Part C, and
Comprehensive Services Act about the availability of Medicaid
waivers and programs [such as the Early and Periodic Screening,
Diagnosis, and Treatment program] through which needed
services can be obtained.

Source: JLARC Final Report, Assessment of Services for Virginians with Autism Spectrum Disorders, 2009, pp. 98.

I@ Joint Commission on Health Care

Funding Options Presented
in JLARC Report

+ In addition to the use of State funding, JLARC indicated that “the role
of other public and private sources could also be explored to share the
cost...in a fair and appropriate manner. In particular, the State could
« expand Medicaid programs and receive federal matching funds for 50

percent of expenditures;

«  launch pilot programs using short term funding from the federal
American Recovery and Reinvestment Act and subsequently expand
initiatives that successfully address the needs...;

< reinvest savings derived from efforts to either increase the efficiency of
existing programs or alleviate service gaps, especially in the early
intervention system;

«  re-examine the extent to which localities should support program
expenditures or require local matching funds for new services;

« enact legislation requiring health insurers to offer comprehensive
coverage for ASD-related services; and

< require the contribution of personal resources based on the individuals’
ability to pay.”

Source: JLARC Final Report, Assessment of Services for Virginians with Autism Spectrum Disorders, 2009, p. x.

@ Joint Commission on Health Care

Options to Improve Service Coordination,
from JLARC Report

<« Design a reliable source of information to educate Virginians about ASDs
and available services
. Guidebook
. Website
. Staffed clearinghouse.
» Recommendation: DBHDS to select and design most appropriate
mechanism for sharing information.
% Improve case management
. Caregivers trained on effective case management practices
. Expanded role of existing case managers
»  Regional case management for all Virginians with ASDs.
» Recommendation: DBHDS to evaluate options and identify which to pursue
by March 2010.
> Recommendation: DBHDS to collaborate with stakeholders to create detailed
action plan for addressing issues contained in JLARC study and report findings to
HHR Secretary, Chairmen of HAC and SFC by November 2010.

Source: JLARC Final Report, Assessment of Services for Virginians with Autism Spectrum Disorders, 2009, pp. 43-51, 178




Options to Facilitate Earlier Identification
and Diagnosis of ASDs, from JLARC Report

+ Raise public awareness about ASDs
«  Information packets
¢ Media campaign.
+ Increase consistent and standardized ASD screening through training
*  Physicians
«  Non-medical personnel (Part C, teachers, daycare, etc.).
« Expedite access to diagnosis by increasing capacity
*  Pediatricians trained to diagnose
*  Regional offices.
+ Improve referral process
«  Better information to parents and physicians
«  Multidisciplinary, comprehensive plans of care.
> Recommendation: DBHDS to evaluate options and identify which
to pursue by March 2010.

Source: JLARC Final Report, Assessment of Services for Virginians with Autism Spectrum Disorders, 2009, pp. 61-71.

I@ Joint Commission on Health Care

Options to Improve Early Intervention
Programs, from JLARC Report

+  Increase intensity of services

« More hours of direct services through Part C program
. Lower child-to-staff ratios; increase access to full-day, year round preschools through Part
B program.

% Train all providers on ASD-specific interventions.
<« Enhance reliance on outcome measurements and data-driven planning.
<« Improve access to Medicaid programs

. AASD provider standards and tiered rates based on expertise

«  ASD therapies added to existing waivers

. New ASD waiver.

»  Recommendation: DMAS to educate families about availability of all
programs and services available to individuals with ASDs, especially with
regards to eligibility for the EDCD waiver and EPSDT.

«  Develop new early intervention programs
« Regional offices
. Tuition grant program.

> Recommendation: DBHDS, DOE , and DMAS to evaluate options and identify
which to pursue by March 2010; DOE and DMAS to report to DBHDS.

Source: JLARC Final Report, 009, pp. 83-102.

@ Joint Commission on Health Care

Options to Improve ASD School Services,
from JLARC Report

Develop guidance on research-based practices.

Identify and prioritize training needs.

Increase qualifications of new and existing teachers

. Requiring or encouraging ASD coursework.

= Improve access to ASD experts at local and State levels.

+  Enhance schools’ ability to develop student goals and track progress.

Create transition specialist positions.

+  Expand vocational and life skills training.

> Recommendation: DOE, DMAS, and DBHDS to evaluate options and identify
which to pursue by March 2010; DOE and DMAS to report to DBHDS.

>  Recommendation: DOE should:

»  Collaborate with the Office of the Attorney General to develop guidelines for
interpreting “free and appropriate education” and

> Develop model individualized educatlon programs (IEPs) and transition
guidelines for students with A!

Source: JLARC Final Report, Assessment of Services for Virginians with Autism Spectrum Disorders, 2009, pp. 126-141.




I@ Joint Commission on Health Care

Options to Foster Greater Independence
Among Adults, from JLARC Report

<+ Improve employment services and supports

. Train staff from Dept. of Rehabilitative Services (DRS) to work with clients
with ASDs

. Provide social and communication skills training
»  Expand Long-Term Employment Support Services program
. Reduce or eliminate waiting lists for DRS services.
<« Expand Medicaid services
. Add congregate care to DD waiver
. Review provider rates.
+  Develop pilot program for comprehensive adult services.
»  Recommendation: DRS, DMAS, and DBHDS to evaluate options and identify
which to pursue by March 2010; DRS and DMAS to report to DBHDS.

>  Recommendation: Olmstead Implementation Team to focus on development of
services for adults with ASDs.

Source: JLARC Final Report, Assessment of Services for Virginians with Autism Spectrum Disorders, 2009, pp. 151-159.

@ Joint Commission on Health Care

Options to Enhance Public Safety Personnel
Awareness of ASDs, from JLARC Report

% Use Virginia’s Alzheimer awareness training as roadmap.
« Tools for delivering training

*  Range from simple carry-card to 2-hour workshop.
+ Personnel to receive training

»  Law enforcement, emergency medical services, fire and rescue, and
judicial personnel specifically mentioned.

% Mechanism to implement training
«  Facilitate access vs. mandate.

>  Recommendation: Dept. of Criminal Justice Services, VA Dept. of
Health, and the Supreme Court of Virginia to evaluate options and
identify which to pursue by March 2010 and report to DBHDS.

Source: JLARC Final Report, Assessment of Services for Virginians with Autism Spectrum Disorders, 2009, pp. 167-173
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