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MEETING INFORMATION

Title:
Community First Choice Implementation Council Meeting

Host: 

Maryland Department of Health and Mental Hygiene


Day/Time: 
Tuesday, February 12, 2013 2pm-4pm
Location: 
Department of Health and Mental Hygiene, Rm L3

ANNOUNCEMENTS

· Please send additional comments, questions, or concerns to dhmh.cfc@maryland.gov. 
· For more information, visit our webpage at: http://mmcp.dhmh.maryland.gov/longtermcare/SitePages/Long%20Term%20Care%20Reform.aspx  

INTRODUCTION

· All persons in attendance introduced themselves.  Attendees were reminded to provide adequate comment time to participants on the phone.
MEETING NOTES:  01/10/2013
At the 1/24 meeting, we reviewed the agenda and schedule for all 2013 CFC Implementation Council meetings.  We also discussed the provider qualifications for independent personal care providers.
· Follow-up to 1/24 meeting:
· “Legally eligible to work in the U.S.” means that it is against the law for an employer to hire employees that aren’t authorized to work in the U.S.  Employment authorization categories can be found on the federal I-9 form, available at: http://www.uscis.gov/files/form/i-9.pdf
· CPR/First Aid

· CPR/First Aid will be required, but will be waiveable at the participant’s request (pursuant to Dept approval).
· The Department is exploring ways to offer training for free or reduced cost.  Additionally, several public service organizations offer free CPR/First Aid certification.

· Criminal Background checks will include the criminal history of the attendant.

· The Department will assume the costs of the criminal background check.

· Participants may elect to waive the criminal background check or the results of a criminal background check, pursuant to Dept approval.

· One Councilmember noted that the Maryland Geriatric Nursing Assistants Registry is only used in Skilled Nursing Facilities. The Department will investigate further.

DISCUSSION
The purpose of today’s CFC meeting included (1) Discussing the service definition for personal care, and  (2) Discussing what quality in consumer care means to consumers.   The discussion below will be reflected in the draft regulations which will be circulated prior to the 2/28  meeting.  
SERVICE DEFINITION: PERSONAL CARE

Federal Regulations: CFC
· A summary of the federal regulations pertaining to CFC services was circulated prior to the meeting.  This summary includes lists of services that states must include in CFC, services that states may elect to include in CFC, and services that are prohibited in CFC.  

· This summary will be used in future discussions of service definitions for CFC.

ADL/IADL

· The federal definition requires that CFC include “Assistance with ADLs, IADLs, and health-related tasks through hands-on assistance, supervision, and/or cueing.” This is currently included in LAH, MAPC, and WOA.

· One Councilmember asked for a clarification of ADLs.  ADLs include five general tasks:  bathing, using the restroom, mobility, eating, and dressing.  The history of ADL medical definitions, federal and state definitions, and the Bristol and Katz ADL scales are consistent on this point.  The Department encourages the Council to discuss any needs that are not being met under this definition.  Other services may be included in the services definitions to address those needs.
· Policy Consideration:  Include current ADL/IADL language in CFC.

Skills related to ADLs/IADLs

The Council suggested that including the MAPC and WOA requirements for medication self-administration prompting and instruction related to self-care should be included in CFC.

Delegated Nursing Functions

This will be covered in greater depth at the CFC meeting on 2/28.

Services outside of the Home

· The Department may compensate an attendant for their hours spent accompanying a participant to community activities or medical appointments.  Attendants are not required to take the participant anywhere in their private vehicle.

· Policy Consideration:  Include the LAH provision for services outside of the home.

Additional/Miscellaneous Services

· One Councilmember suggested that assisting a participant with tasks that may prevent harm or neglect is an important element of care quality and participant well-being.

· Some Councilmembers asked for clarification regarding “household tasks that are incidental to assistance with IADLs” or “related to the participant’s health and comfort in the home.”  Heavy cleaning is not allowable under personal care, though light tasks related to meeting ADL/IADL needs are included.  Examples of allowable tasks:  taking out the trash, cleaning dishes that were used in the preparation of a meal, changing linens, etc.  Examples of prohibited tasks: hanging curtains, scrubbing the floor, etc.
· Policy Consideration: Include LAH provision; combine the language in the MAPC and WOA provisions.

Conditions

· Rules relating to delegated nursing tasks and nurse supervision are under the jurisdiction of the Board of Nursing and will be discussed in greater detail on 2/28.

· One Councilmember stressed the importance of the Board of Nursing’s rules regarding cognitive capability.  This is a critical component of delegated nursing tasks and the provision of ADL/IADL services.

Prohibited Services

· One Councilmember asked for clarification about skilled medical services performed by licensed professionals.  The Nurse Practice Act and other regulations relating to medical procedures require that only individuals who are professionally trained or certified are allowed to perform certain medical tasks.  Examples of skilled medical services that are not allowable for personal care providers:  drawing blood, invasive body procedures, stitches, surgery.

· One Councilmember asked about housekeeping services.  We encourage the Council to revisit this topic when we discuss Items that Substitute for Human Assistance.

· The Department clarified some conditions of personal care: if an attendant performs services when the participant is not present (ex: running errands or going to the grocery store), it is not considered personal care and is not reimbursable by the Department.
· Policy Considerations:  All current prohibitions on services should be continued.

QUALITY IN PERSONAL CARE SERVICES
Overview

At the 11/10 meeting, we discussed what quality in CFC means to consumers.  Quality includes consumer choice in their providers and services, safety, satisfaction, a person-centered approach, provider professionalism, and productive communication and respect.  The purpose of today’s meeting is to focus that discussion on quality in personal care services.

Types of Quality

There are three primary types of quality: structural (inputs), process (what happens when services are provided), and outcomes (the results of personal care services).  Provider qualifications are a form of structural inputs.  The development of the person-centered planning process (4/9 CFC meeting topic) is a form of process quality. 

Quality in Personal Care Services 

· Councilmembers suggested that some forms of quality outputs in personal care include:

· Health and well-being: the absence of injury or disease

· Satisfaction with services.

· A correlation between the instructions in the plan of care and the needs of the participant

· Participant independence

Collecting Quality Indicator Information

· Surveys, administrative records, and observational records may be used to collect different types of quality information in CFC.  The Council suggested that surveys are the best way to collect information about the quality of a participant’s experience in the program.

· Councilmembers made several suggestions about surveys that could be used in CFC:

· If the consumer is expected to fill out a survey, the survey should be consumer-friendly and straightforward.  

· Councilmembers preferred face-to-face interviews over other forms of surveys.  

· One Councilmember suggested that an outside entity (not a direct care worker or family member) perform the interview to ensure neutrality.  The surveys should be confidential.

· One Councilmember expressed concern about whether a survey/interview would be voluntary or mandatory.  

· One Councilmember noted that telephone interview surveys require the proper training of the interviewers in order to produce valid results.

· One Councilmember noted that paper/post-card surveys usually have a low response rate but have a high upfront cost due to the nature of mass mailings.
· Some Councilmembers suggested that an internet survey may be most convenient for most participants, though it was acknowledged that not all consumers have access to a computer or the internet.

· Some Councilmembers suggested that the participant’s preferred contact method (i.e. face-to-face, telephone, email) be included in the plan of service.  This could be used to develop survey strategies and increase outreach.

· One Councilmember suggested that the Department consider how current HCBS waivers contact participants for quality data.
Sample Tool: The Participant Experience Survey

In 2003, CMS developed a quality indicator tool called the Participant Experience Survey (PES) for States to administer to HCBS participants.  Samples of PES questions were sent to stakeholders prior to the meeting.  Following a review of the PES, Councilmembers suggested that the tool was useful but should include the following questions:

· Are you getting everything you need?

· Are you getting everything identified in the Plan of Service?

· Are you receiving an adequate number of service hours?

PARKING LOT TOPICS
· One Councilmember shared their experience with personal care attendants who do not perform the services described in the existing regulations.  Under CFC, we intend to train consumers about their rights and responsibilities, including how to react and who to contact if they are experiencing problems with their personal care attendant.
· One Councilmember asked for clarification about who performs the functional assessment.  A trained registered nurse will perform the functional assessment that is used to develop the Person-Centered Plan.

· One Councilmember suggested that the process of receiving an assessment and developing a plan may delay the provision of services.  CMS requires the Department to perform an assessment in order to evaluate the type and level of need of each individual participating in the program and developing a targeted plan to address those needs.  An individual may request a reassessment at any time; the assessment will otherwise be performed annually.

· One Councilmember suggested that peer-to-peer supports be used in the first year of CFC.  We encourage the Council to revisit this topic when we discuss Consumer Training.

· One Councilmember noted that sometimes, personal care attendants make assumptions about the type of care that an individual needs depending on the personal care record.  They stressed the need for CFC to be consumer driven and directed.
PUBLIC COMMENT

Additional Concerns and Suggestions:

· One stakeholder stressed that the ability to waive the CPR/First Aid requirement may put consumers at risk.  The stakeholder noted that this is a vulnerable population and that basic health needs should be met in order to ensure the quality and continuation of the program.  
· One stakeholder suggested that the Department explore the difference between medication and non-medication services in personal care.  This topic will be explored in the discussion about delegated nursing tasks on 2/28.

· One stakeholder stressed that the cost of performing face-to-face interviews must be taken into consideration when the Department is selecting a survey methodology for CFC.

· One stakeholder asked  about the extent of flexibility that is allowed for personal care services.  Because CFC is a consumer-driven program, the consumer has more flexibility in the way that hours are applied (i.e. 8 hours one day vs. 6 the next).  Specific policies about this flexibility will be discussed with the Council when we discuss the individual budget.

OVERVIEW OF COUNCIL POLICY CONSIDERATIONS
· In general, the council considers the current policies adequate, though amendments to individual qualifications may be necessary in order to ensure quality and self-direction.  See notes above for policy considerations specific to each provider requirement.
NEXT MEETING

· Thursday, February 28th, 2013 from 1pm-3pm in DHMH-L1

· A’lise Williams from the Board of Nursing will present on the topics of delegated nursing tasks and nurse monitoring.

· The Council will be asked to provide feedback about requiring personal care agencies to become certified as HHAs, RSAs, or NRSAs.

· We will review the draft regulations for independent personal care providers.

