Public Stakeholder Feedback – Standardized Assessment Tool
December 12 & 15, 2011

The following are responses to comments/concerns raised in the stakeholder meetings:
Determination process in choosing a tool for further review:  

We examined 3 tools from the 8 CMS recommended assessments.  Many states were using tools based on MDS-HC, so we chose the current interRAI tool itself.  DDA was already looking into SIS, which prompted us to look further into that tool.  MN Choices had created a comprehensive assessment using information from other states tools. 

We emailed the tools/websites to be reviewed by stakeholders and accepted feedback via the LTC reform email address.  We will pick one tool to begin with and work on automating, piloting and then host more workgroups to address missing pieces.  Wanting to implement a validated tool for sake of quick time frame in development and getting help to those most at risk of being institutionalized were other determinants in the process.
Initial screen: 

We envision implementing the initial tool at all MAP locations.  The website will prompt people to call the ADRC sites to do the screen over the phone.
Training will be provided to initiate a person-centered approach.
Initial questions for all of the BIPP required domains including cognition and behavioral health will be captured on screen.  These triggers will direct individuals to mental health, DD, or special interest groups.  The tool will be used so that triggers will lead to appropriate referrals.
We will be able to reassess the individuals if there is a significant change in circumstance.
We will work with the vendor to accomplish populating the level 2 assessment with information gathered in initial screen.
Level 2 assessment: 
Envisioned is a tool that is person centered and that will guide the plan of care.

We intend to begin using the Home Care with many of our populations seeking community services (LAH, OAW, etc.).
We will evaluate individuals currently receiving services as well as those on interest lists.  For those in programs currently, they will be reassessed with the new tool during annual reviews.
We are investigating this possibility of prioritizing applicants in higher risk groups/tiered system using algorithms.
We will work with a vendor to create software for the assessment that will available online.
During piloting we will compare current tools to determine any differences in time to administer the assessment.
Funding for implementation of the tool could be derived from BIPP, MFP, appropriation, or allocation.
Ideas to include:

Identify potential for abuse and neglect

Identify behaviors coming from brain based disorders (use terminology such as psychosis and potential for self harm)

Have behavior subsets – mental illness, substance abuse

Address language barriers – need for 3rd party interpreter 
Risk of falls

Specific diagnoses (heart, Alzheimer’s, sensory impairments, medications)

Caregiver stress/ Caregiver assessment
Employment data

Populations to use the tool:
We would like to use the tool for as much as possible.  In order to replace the 3871B, there is a need to crosswalk interRAI to include elements needed to determine LOC.  We will continue to evaluate how interRAI will fit in with all tools being used.
Other instruments can be used in conjunction with chosen tool (SIS and interRAI). We will work internally with groups that feel strongly about using certain tools to make sure that it meets the BIPP requirements.
Because of the 2% match available, we will continue to evaluate phasing programs into meeting BIPP requirements as well as trying to make available the standardized tool to as many programs as would be applicable.  Our first priority is to use assessment with waiver programs with a core set of questions.  As we move forward, we can begin to incorporate other agencies, programs and services and possibly use within nursing homes.  

Financial concerns:

Financial information added to initial screen will not lead to a denial.  The screen will not replace current financial eligibility process.  The tool is not meant to preclude or discourage people from applying for Medicaid.  We hope to make available support information as well as information on eligibility criteria.  
MAP concerns: 

Currently 16 – Area Agencies on Aging trying to get 20 up and running by June 2012 to cover all 24 jurisdictions.  For populations that will not use a computer, as a BIPP requirement we have to have an 800 number.  

Other concerns:
So far interRAI is the most widely used tool. Versions are being used in 20 states.

Some liked the idea that data collection could be used for analyses and planning if in central location. By contracting with vendor to make the software, we will have the availability to manipulate data and track by disability or specific diagnoses that we find important. 

Piloting the tool will help us to understand what Maryland feels is missing from data collected.  We will develop criteria for selecting pilot areas.
We are also looking into applying case mix for resource allocation.
