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MEETING INFORMATION

Title:
Community First Choice Implementation Council Meeting

Host: 

Maryland Department of Health and Mental Hygiene


Day/Time: 
Monday, December 12, 2012,  2pm-4pm

Location: 
Department of Health and Mental Hygiene, Rm L3

ANNOUNCEMENTS

· Please send additional comments, questions, or concerns to dhmh.cfc@maryland.gov.  

INTRODUCTION

· All persons in attendance introduced themselves.  Attendees were reminded to provide adequate comment time to participants on the phone.

· Chuck Milligan, Deputy Secretary of Health Care Financing, introduced himself to new members and thanked the Council for their time, hard work, and dedicated efforts.  Mr. Milligan reiterated his support of the rebalancing movement, specifically the Council, and explained how CFC is representative of the Department’s larger vision for the future.
DISCUSSION

The meeting began with an overview of last meeting’s central themes: an overview of CFC, services provided, and what quality means to consumers and providers.  Since quality providers are a necessary part of providing quality services, the topic of this meeting was Provider Qualifications.  The group then discussed elements of provider qualifications for agencies using the Provider Requirements table that was circulated prior to the meeting.  

The role of Provider Qualifications

· DHMH requires a minimum standard of qualifications for provider participation in the program, which is coded in regulations.  All providers are held to “General Conditions for Participation” (such as upholding the Reportable Events policy, having appropriate billing practices) and “Specific Conditions for Participation” (such as occupational therapy licensing, or CPR certification).  

· In CFC, consumers will be able to require additional qualifications for their providers.  This is an individual decision that is unique to each consumer.

· Provider qualifications standards help to ensure that providers are capable of providing the services that consumers need.
Provider Qualifications for Personal Care Agencies

· Provider Types: In addition to the provider types currently included in the LAH, MAPC, and WOA regulations, one member of the Council recommended adding Medicare Certified Home Health agencies and Nurse Referral Service Agencies to the list of eligible provider types.  

· Several members of the Council indicated that the provider qualifications required of RSAs should be strongly considered for inclusion in the CFC provider qualifications regulations.
· Availability: Personal care agencies are currently required to answer phone calls and be available during the 9am-5pm workday.  Many members indicated that the 9am-5pm agency availability was insufficient to meet consumer needs.  The council suggested that agencies should be responsive to consumer phone calls and inquiries 24/7 to account for emergencies and needs that occur during non-business hours.  

· One member recommended that the Department look to the RSA regulations to help inform the writing of the CFC regulations, as RSAs have more stringent agency requirements than the waiver programs.

· Supervision and Oversight: The council indicated that the following should be considered regarding the supervision and oversight of personal care attendants by supervisors or nurse monitors:

· Current waiver supervision/nurse monitoring requirements could be revised so that supervision of attendants more closely matches the service needs of the individual.  Perhaps the minimum threshold could be reduced to every 120 days; the Board of Nursing and other entities will be consulted to ensure that consumers’ needs will be met with reduced supervision of attendants.
· The assessment, clinician, and participant should determine the frequency of supervision/nurse monitoring while still meeting the Board of Nursing regulations.  The Board of Nursing has minimum requirements for the frequency of monitoring.  

· Supervisors/nurse monitors provide an opportunity for ongoing training of attendants in order to ensure that care is received in a manner that upholds the person centered plan.

· This is also an opportunity to monitor physical or mental changes of the consumer that may require attention.

· Monitoring should primarily occur in the presence of the attendant, consumer, and the supervisor/nurse monitor.  Unless all three are present, there is no way for the monitor to assess the attendant’s “performance and interaction” with the consumer.

· Conversely, some consumers may want private time with the supervisor/nurse monitor, without the presence of the attendant, in order to discuss the attendant’s performance without pressure.

· Consumers should have the ability to call the supervisor/nurse monitor directly if there is a problem, without having to contact the agency first.

· Ways to accomplish ongoing training:

· Continuity of care models: train individuals with the nurse in the home, meet in-service requirements, develop population-based training standards 

Additional Concerns and Suggestions:

· One councilmember suggested that there should be a minimum of behavioral and mental health training should be required for all attendants so that they can recognize dementia, alzheimer’s, and other issues that would otherwise go undiagnosed and untreated.

· To enforce an agency’s 24/7 responsiveness, DHMH should look to OHCQ for enforcement protocols.

· The hours of personal care provided to an attendant are based on the assessment and included in the plan of service.  Appeal and approval procedures will be put in place to ensure that consumers have some control over the services they are provided.
· Additional elements of quality:

· Is every need identified by the assessment in the person centered plan?

· Is the consumer actually receiving all of the services identified in the plan?

· Any changes in provider qualifications will impact providers and may lead to either the loss of otherwise qualified providers, or a barrier to providers entering into service.  The Department should estimate the impact of developing more stringent provider qualifications for personal care agencies.

“PARKING LOT” TOPICS TO REVIEW AT A LATER DATE

· Consumer Training: Consumers have a responsibility to monitor and ensure quality care.

· Consumers should speak up if the attendant isn’t present when the supervisor/nurse monitor arrives, or should indicate their preferences to the monitor.

· Consumer training may help teach consumers to how express choice in their care.

· Provider Training: Attendants often have a preconceived  idea of what the consumer needs.  Each attendant needs to be trained on how to meet the needs of each individual consumer.

· Rate/payment issues:  Providing adequate training for incoming attendants while staying within the individual’s budget.

· Budget issues: Regular supervision/nurse monitoring is paid for out of the individual budget, which represents funds that could have been used for other services.  Supervision is a component of quality assurance, therefore, balancing quality assurance with the efficient allocation of a budget will require further work on the part of the Council and Department.
OVERVIEW OF COUNCIL POLICY CONCERNS
· The RSA provider requirements should be considered the minimum requirements for agencies providing personal care services in CFC.

· Agency 9-5 availability does not currently meet the emergency or other needs of consumers and should be extended to 24/7.

· Supervision of personal care attendants should occur at a time and place that is convenient for the supervisor, attendant, and consumer, should occur at intervals most appropriate to meet the needs of the consumer, should allow the consumer to discuss problems/performance with the supervisor privately, and should include ongoing training.

TOPICS FOR FUTURE DISCUSSIONS

· Provider qualifications in CFC

· Tools used in developing and using the Plan of Service

