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REPORT on RELOCATIONS and DIVERSIONS from INSTITUTIONS 
As required by s. 51.06 (8)  

 
Executive Summary 

 
Through three programs, the Department provides elders and people with physical and 
developmental disabilities residing in nursing facilities and Intermediate Care Facilities for the 
Mentally Retarded (ICFs-MR) the opportunity to relocate to community-based settings.  Under 
another program, the Department provides support to a limited number of individuals who are at 
imminent risk of entering a nursing home to be diverted from nursing home admission and 
remain in community settings.   
 
The Department’s relocation and diversion programs have been highly successful, providing the 
opportunity in FY07 for 1,064 elderly individuals and people with physical and developmental 
disabilities to live in community settings, closer to family and friends and community activities. 
As shown in the summary table below, 591 or 56%, of all relocations and diversions were frail 
elders; 297 or 28%, were persons with physical disabilities and 176 or 16% were individuals 
with developmental disabilities.   
 
 

Community Relocations and Diversions in FY07  
 Persons with 

Developmental 
Disabilities (DD)

 
Frail 
Elders 

Persons with 
Physical 
Disabilities (PD) 

 
 

Total 
Relocations 
 

176 484 240 900 

Nursing Home Diversions  107 57 164 

Total 
 

176  591 297 1064 

% of Total 16% 56% 28%  
 
Over the full 05-07 biennium, approximately 1,830 elders and people with physical and 
developmental disabilities have successfully relocated from institutional settings and an 
additional approximately 310 individuals were diverted from admission to a nursing home 
through the Department’s programs.  The quality of life for these 2,140 individuals has been 
enhanced through the opportunity to live in the community and be near family and friends and 
more fully engaged in community activities.  The experience of the past two years is summarized 
in the table below. 
 

Community Relocations and Diversions 
 Persons with DD Frail Elders Persons with PD Total 
SFY Relocations Diversions Relocations Diversions Relocations Diversions Relocations Diversions
2006 372  409 98 152 47 933 145 
2007 176  484 107 240 57 900 164 
Total 548  893 205 392 104 1833 309 

  
GRAND TOTAL 2142 
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As shown in the table, highlights of the relocation and diversions initiatives in the 05-07 
biennium include: 
 

• 548 people with developmental disabilities, many of whom resided in institutions for 
decades, moved to the community and participated in community activities that were not 
available to them when they resided in institutions. 

 
• 893 frail elders who resided in nursing facilities chose to live in the community near their 

families and friends.  Prior to this initiative, these people would have been on a waiting 
list for home and community-based care, and few would have had the opportunity to 
return to the community. 

 
• 392 people with physical disabilities chose to live in the community where they were able 

to access community activities, rather than live in nursing facilities.  
 

• People with developmental disabilities have been served in the community at a cost that 
is within the institutional budget for this population. 

 
• Frail elders and people with physical disabilities are being served in the community at a 

cost below that of institutional care, resulting in a level of savings under the Medical 
Assistance Program in the 05-07 biennium of $12 million, which exceeds the projected 
savings in the 05-07 biennial budget bill by $1 million. 

 
• 205 elderly and 104 people with physical disabilities, who were determined to be at 

imminent risk of having to move to a nursing facility, were able to remain in community-
based settings because diversion funding was made available. 

 
Based on a strong commitment to and sound strategies for relocations, in January 2007 the 
Department was awarded a federal “Money Follows the Person” Medicaid grant to support 
rebalancing of the long-term care system through further relocations from institutions to the 
community. Starting October 2007 and continuing to October 2011, the federal government will 
pay an enhanced matching rate higher than the standard Medicaid matching rate for the costs of 
certain relocated individuals. Wisconsin is projected to earn up to $15 million of increased 
federal funding over the grant period.  The Money Follows the Person federal grant will help 
sustain the momentum for Wisconsin’s relocation initiatives in the next biennium.    
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Background 
 
Relocation Initiatives 
 
The Department provides elders and people with physical and developmental disabilities residing 
in nursing facilities and ICFs-MR the opportunity to relocate to community-based living 
arrangements under the following three programs: 
 

• ICF-MR Restructuring Initiative 
• Community Integration Program 1A 
• Community Relocation Initiative 
  

ICF-MR Restructuring Initiative 
 
The ICF-MR Restructuring Initiative serves persons with developmental disabilities receiving 
active treatment in a non-state-owned Intermediate Care Facility for the Mentally Retarded (ICF-
MR) or a non-state-owned nursing facility.  (Relocations from the three State Centers for the 
Developmentally Disabled are part of the Community Integration Program 1A described below.)  
The initiative was authorized in the 2003-05 biennial budget bill and became effective on 
January 1, 2005.  Under the initiative, counties are required to prepare a community plan for 
every person residing in an ICF-MR and for every person seeking admission to an ICF-MR.  The 
plan must be submitted to the court and the court must consider the plan, along with other 
information presented to the court.  If the court determines that the community plan is the most 
integrated setting appropriate to the needs of the individual, the court must order the person to be 
served in the community.  If the person with a developmental disability was a resident of an ICF-
MR or a nursing facility, the initiative allows money that was previously used to fund his/her 
institutional care to follow the person into the community to fund community-based care.  
Funding can also be used under this initiative for community placements for people relocated 
from facilities that are closing or downsizing.  Under this initiative, the entire cost of the person’s 
care plan is funded by the state.  Therefore, no county tax levy funding has been required to fund 
these relocations.   

 
In fiscal year 2007, a total of 143 individuals with developmental disabilities relocated into the 
community from ICFs-MR and nursing facilities under this initiative.  In their new community 
settings, these individuals had their care needs fully met and participated in community activities 
that were not available to them when they resided in institutions. 
 
The ICF-MR Restructuring Initiative has significantly rebalanced the long term care system for 
individuals with developmental disabilities.  Since the start of this initiative in January 2005 
through June 2007, a total of 577 individuals transitioned to community settings.  As of July 
2007, only 522 individuals, less than half of the population in ICFs-MR other than the State 
Centers at the start of the initiative, are residing in ICFs-MR other than the State Centers.  
Fifteen ICFs-MR, accounting for half of all ICFs-MR other than the State Centers, closed over 
the course of the initiative. 
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Relocations under the ICF-MR Restructuring  

(effective January 2005) 
SFY05 94 
SFY06 340 
SFY07 143 
  
TOTAL 577 

 
 
Community Integration Program (CIP) 1A 
The Community Integration Program 1A supports relocations of individuals with developmental 
disabilities from the three State Centers for the Developmentally Disabled to community 
settings.  The CIP 1A program began in 1981.  Currently under the CIP 1A program, the state 
provides up to $325/day for an individual’s community costs.  The institutional cost of the 
Center is reduced by $325/day for each relocated resident.  In fiscal year 2007, 33 people were 
relocated from the State Centers into the community.  Northern Wisconsin Center no longer 
provides long term care and treatment for individuals.  All three Centers provide short-term 
intensive treatment for individuals with developmental disabilities residing in the community. 

 
Community Relocation Initiative 
The Community Relocation initiative provides elders and persons with physical disabilities 
residing in nursing homes the opportunity to relocate to community settings.  People being cared 
for in nursing homes have a choice to remain in their current setting, or move to the community, 
if their care needs can be met at home, in an apartment or in an assisted living setting.  The 
funding being used for an individual’s institutional care “follows” the person into the community 
to be used in the home and community-based waiver.   The Community Relocation Initiative was 
authorized in the 05-07 biennial budget bill and began in August 2006.  In fiscal year 2007, a 
total of 724 people relocated from nursing homes under the Community Relocation Initiative.  
Of the 724 total, 484 were elders and 240 were people with physical disabilities.  These 
individuals chose to live in the community where they could be closer to family and friends and 
more fully access community activities.  An additional 102 individuals residing in nursing homes 
enrolled in the Family Care program.  These individuals may relocate to the community in the 
future. 
 
Individuals of all ages chose to relocate to community settings under the Community Relocation 
Initiative, as shown in the chart below.  It is particularly striking that 180, or one-quarter, of the 
individuals who chose to relocate were age 85 or older. 
 

Age of Individuals Relocated under the Community Relocation Initiative:  FY07 
18-49 50-64 65-74 75-84 85-99 >99 Total 

83 157 104 200 179 1 724 
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Individuals with both relatively short-term and long-term stays chose to relocate, as shown in the 
chart below.  Of the people relocated, 531 or approximately 70% had been in the nursing home 
more than 100 days, 342 or approximately 50% for six months or more, and 170 or 
approximately 25% relocated after having been in the nursing home for more than one year. 
 

Length of Time in Nursing Home Prior to Relocation:  FY07 
<100 days 101-179 days 6 mo-1 year > 1 year Total 

193 189 172 170 724 
   
Diversions 
 
Nursing Home Diversion Program 
The Nursing Home Diversion Program provides support to a limited number of individuals who 
are at imminent risk of entering a nursing home to be diverted from nursing home admission and 
remain in community settings.  The program was authorized in 2005 Wisconsin Act 355 and 
began in April 2006.  Participants in this program are served under the Community Integration 
Program II (CIP II) Medicaid home and community-based waiver. To be eligible for these 
diversion funds, a person is required to meet certain risk criteria as defined by the Department in 
addition to meeting the functional and financial eligibility criteria for CIP II. The statute 
authorizes the Department to provide an enhanced CIP II rate for up to 150 individuals who are 
diverted from imminent entry into a nursing home and to provide diversion opportunities for 
additional individuals, subject to the concurrence of the legislature. 
 
To be eligible for diversion funding, an individual must meet all of the following criteria: 

• Belong to a target group served by CIP II (elderly age 65 or older and/or have a physical 
disability)  

• Be functionally and financially eligible for the CIP II program;  
• Reside or intend to reside in a community setting that is eligible for CIP II;  
• Meet high risk criteria for imminent entry into a nursing home;  
• The costs of the person's Medicaid funded community care plan must be no greater than 

the Medicaid costs the person would have incurred in the nursing home. The care must be 
cost-neutral.  

 
As a part of the diversion initiative, the Department was required to develop and utilize criteria 
to determine who is at imminent risk of entry into a nursing home.  In developing the criteria, the 
Department reviewed national studies, analyzed Wisconsin data and consulted with county long-
term support coordinators and staff.  Factors that are considered in the criteria include: 
 

• Meeting an intensive skilled nursing (ISN) level of care;  
• Facing an imminent loss of current living arrangement;  
• Having a fragile or insufficient informal caregiver arrangement;  
• Having a terminal illness;  
• Having multiple other factors that are associated with nursing home entry.  
 

Under the Nursing Home Diversion program in fiscal year 2007, a total of 164 individuals were 
diverted from nursing home admission and remained in community-based settings, staying close 
to family and friends and involved in the community. Of the total, 107 were elders and 57 were 
individuals with physical disabilities.  There is a strong and widespread demand for diversion 
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opportunities.  The 164 diversion opportunities were filled within four weeks and were utilized 
in 40 counties.    
 
Individuals of all ages benefited from the Nursing Home Diversion program, as shown in the 
chart below.  Significantly, 50 or approximately one-third, of the individuals diverted from 
nursing homes were age 85 or older. 
 

Age of Individuals Relocated under the Community Relocation Initiative:  FY07 
18-49 50-64 65-74 75-84 85-99 >99 Total 

21 36 23 34 50 0 164 
 
 
Nature of Living Arrangement 
 
The following table shows the living arrangement for individuals people relocated in FY 2007.    
Elderly individuals primarily relocate to Community Based Residential Facilities (CBRF); this 
setting accounts for 267 or approximately half of all elderly clients.  Another 165 or one third of 
elderly relocated individuals moved into a home or apartment, either alone or with family. 
 
Individuals with physical disabilities primarily relocate to a home or apartment; 121 or half of 
individuals with physical disabilities successfully relocated to their own home or apartment.  
Another 91, or approximately one third of individuals with physical disabilities relocated to 
CBRFs. 
 
Individuals with developmental disabilities primarily relocate to Adult Family Homes (AFHs); 
121 or 69% of individuals with developmental disabilities utilized this setting.  A small number 
relocated to CBRFs, 37 or 21%, and to a home or apartment, 18 or 10%. 
 
Overall, 304 or one third of all individuals relocated to a home or apartment.    
 

Living Arrangement for Individuals Relocated in FY07 
 Elderly 

 
Persons  
with PD 

Persons 
with DD 

Total 

Home or Apartment 
 

165 121 18 304 

Adult Family Home 
 

15 23 121 159 

Community-Based 
Residential Facility  
 

267  91 37 395 

Residential Care 
Apartment Complex 
(RCAC) 

37 5  42 

     
TOTAL 484 240 176 900 
 
 
Appendix A provides information about the living arrangements for individuals relocated under 
the Community Relocation Initiative by the program under which they were served. 
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The living arrangements of individuals diverted from nursing home admission under the Nursing 
Home Diversion program are summarized below.   Almost all individuals remained in their same 
living arrangement.  The majority, 104 or approximately two-thirds, remained in a home or 
apartment.  Almost all of the other one-third are living in CBRFs. 
 

Living Arrangement for Individuals Diverted from Nursing Homes in FY07 
 Prior Living Arrangement  Living Arrangement on Program 
   
Home or Apartment 109 104 
Adult Family Home 1 1 
CBRF 47 55 
RCAC 5 4 
Hospital 2 0 
   
TOTAL 164 164 
   
 
Duration of Relocations 
 
Of the 724 individuals relocated in FY07 through the Community Relocation Program, 46 died 
of natural causes and 33 returned to a nursing home.   
 
Of the 143 individuals with developmental disabilities who relocated in FY07 to the community 
under the ICF-MR Restructuring Initiative, 4 died of natural deaths and 1 returned to an ICF-
MR.  Of the 33 individuals with developmental disabilities who relocated in FY07 from the State 
Centers to the community under the CIP IA program, 1 died of natural causes and 1 returned to 
an ICF-MR.  
 
Costs Under the Medicaid Program 
 
To determine the net Medicaid cost of the relocation programs, Medicaid costs were calculated 
for both the period when the person was in an institution and the period when the person was 
living in the community.   The analysis examined the following two components:  (a) the 
institutional or home and community-based waiver costs; and (b) other Medicaid costs, termed 
MA Card Costs, which include the Medicaid costs for personal care services, therapeutic 
services, and all other MA services.  This provides a comprehensive presentation of the person’s 
Medicaid costs in each setting. 
 
Waiver services are administered through state/county contracts on a calendar year basis.  
Precise costs for the January-June 2007 period are not fully reconciled and are not available until 
after the full calendar year is completed.  For this reason, this report uses an estimate of the 
January-June 2007 waiver costs, based on average per person costs for relocations that occurred 
between July 1, 2006 and November 30, 2006.  Relocations in December 2006 were excluded in 
the calculation of the average per person cost because the first month of a relocation is 
unrepresentative of the average monthly cost due to one-time costs related to start-up of a 
community placement.   
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Community Relocation Initiative 
 
As summarized in the table below, in FY07 the average daily cost in the nursing facility for 
individuals before they relocated under the Community Relocation Initiative was $129.47.  In 
contrast, the average daily cost in the community after relocation for these same individuals was 
$102.64.  Community relocations under the CRI were cost effective, producing an average daily 
savings of $27, representing a 21% cost reduction.  
 

Preliminary Cost Information - Average Daily Costs for  
Individuals Relocated  or Diverted in FY07 

  (1) (2) (3) (4) (5) (6)     
 
 

Program 
# 

Facility  
Costs 

Facility 
Card 
Costs 

Facility  
Total 

Prelim. 
Program 

Costs 
Community 
Card Costs 

Community 
Total 

Average 
Savings 

CRI 724 113.26 16.83 129.47 75.72 26.92 102.64 26.83 
CIP II – CRI 583 111.45 14.59 126.04 74.42 30.97 105.39 20.65 
Family Care – CRI 109 119.59 19.89 139.48 72.01 13.14 85.15 54.33 
PACE/Partnership-CRI 32 124.61 33.24 157.85 112.09 - 112.09 45.76 

 
 
As shown in the table below, the total MA cost in FY07 of serving the individuals under the 
Community Relocation Initiative during the period they lived in their new community settings 
was $30.7 million.  If instead these individuals had remained in their institutional settings during 
this time period, their MA cost of services would have been $39.3 million.    
 

Estimated Total FY07 Costs of Community Relocation Initiative   
  (1) (2) (3) (4)   

 
 

Program 
# 

Aver.  MA 
Costs in 

Community   No. of Days 
Total MA Costs in 

Community   
Ttl.  MA Costs in Facility for  

same period 
FY07 Relocations     

CRI (Total) 724 
  

101.14 135,611        13,715,700        17,557,500 

CIP II – CRI 583 
  

105.39 107,252        11,303,300        13,518,000 

Family Care – CRI 109 
  

85.15 22,723          1,934,900          3,169,400 

PACE/Partnership-CRI 32 
  

112.09 5,636             631,700             889,600 
          

FY06 Relocations 561 
  

101.14 167,607        16,951,800        21,700,000 
          
TOTAL:  FY07 Costs              30,667,500        39,257,500 

Notes  
1. All Medicaid costs related to nursing home stay are based on paid claims as reported in MMIS averaged 
over prior three months.  Some lag exists in data. 
2. Includes allowance for county administrative costs. 
3. Estimated card costs 
4.  Average MA community and facility costs of the FY06 relocation cohort during FY07 is assumed to be 
the same as those of the FY07 cohort.  
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Due to the difference between institutional and community costs, the Community Relocation 
Initiative produced total savings of $8.6 million in FY07, as shown in the table below.   
 
The CRI program was highly cost effective over the total 05-07 biennium, achieving Medicaid 
savings of $12 million All Funds.  This level of savings exceeds the projected savings in the 05-
07 biennial budget bill of $11 million by $1 million All Funds.   
 

Savings under Community Relocation Initiative 
 Total Savings Budgeted Savings Difference bet. 

Actual and 
Budgeted (AF)  

Difference bet. 
Actual and 
Budgeted (GPR) 

     
FY06 3,423,600 1,950,700 1,472,900 621,300 
FY07 8,590,000 9,016,000 (426,000) (181,000) 
     
05-07  Biennium 12,013,600 10,966,700 1,046,900 440,300 
 
 
ICF-MR Restructuring 
 
The ICF-MR Restructuring Initiative establishes a set amount of funding to be used for the costs 
of all individuals eligible for the initiative either in institutional or community settings.  In FY07, 
the total ICF-MR Restructuring budget equaled $100.9 million All Funds.  The Department is 
expected to manage the cost of serving those individuals remaining in institutions and the cost of 
new community relocations so as to stay within the global ICF-MR Restructuring budget.  
 
In SFY07, the average daily MA cost of individuals in an ICF-MR before relocation was 
$189.19, of which $184.59 was facility cost and $4.60 was card costs.  The average daily MA 
cost of serving the same individuals in the community after relocation increased to $293.58, of 
which $246.96 was waiver costs and $46.42 was card costs.  The state MA program fully funds 
these community costs, with the result that counties do not bear any new costs due to this 
initiative.      
 
Although the average cost of relocated individuals was higher than their institutional cost, the 
total expenditures were within the budgeted level, primarily because institutional costs were 
lower than expected due to deaths.  In total, under the ICF-MR Restructuring Initiative in FY07, 
approximately $42.9 million All Funds (AF) was spent on waiver costs, $6.0 million AF for the 
increased cost of MA card services for relocated individuals in the community, and $47.3 million 
AF for the costs of individuals residing in ICF-MR or nursing home institutions, for a total 
program cost of $96.2 million AF.  An additional $4.2 million of ICF-MR Restructuring funding 
served to offset the loss of bed tax revenue related to the decrease in ICF-MR capacity. Thus, the 
cost of the entire ICF-MR program for FY07, $100.4 million AF, was within the SFY 07 
budgeted level of $100.9 million AF.   
 
CIP IA Program 
As noted above, individuals with developmental disabilities relocated under the CIP IA program 
are funded by the state MA program for their community costs up to $325 per day.  The 
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institutional cost at the state DD Center where they resided is decreased by $325 per day, making 
the program cost-neutral. 
 
Nursing Home Diversion Program 
The average daily community cost of individuals served under the nursing home diversion 
program in FY07 was $59.61, of which $50.33 was waiver costs and $9.28 was card costs.  The 
projected daily MA cost of serving these individuals if they had entered a nursing home is 
$130.87, assuming that their institutional costs would have been similar to those of the 
individuals served under the Community Relocation Initiative.      
 
The estimated cost of the individuals relocated under the nursing home diversion program in 
SFY07 is $723,400 AF.  The projected cost of serving these individuals in nursing homes, if they 
had needed to enter a nursing home, during the same time period was more than double this 
amount, at $1.6 million AF.      
 
Impact on Health and Safety 
 
Assuring the health and safety of frail elders and individuals with developmental and physical 
disabilities is a paramount goal of the Department whether these individuals live in an institution 
or community settings.   
 
Individuals with developmental disabilities relocated from the State Centers or from other ICFs-
MR under the ICF-MR Restructuring Initiative are served in the community through the 
Medicaid Home and Community Based Waiver program called the Community Integration 
Program (CIP) IA and IB; or through Family Care, a Medicaid managed care long-term care 
program.  Elders and individuals with physical disabilities who are relocated or diverted from 
nursing homes are served in the community under the Community Integration Program (CIP) II, 
an MA Home and Community Based Waiver; Family Care; or PACE/Partnership, a fully 
integrated Medicaid/Medicare managed care program for individuals with long-term care needs.  
 
Individuals with Developmental Disabilities:  CIP IA and IB 
For individuals with developmental disabilities served under the CIP IA and IB programs, 
Department staff work cooperatively with county care management staff in developing initial 
care plans for the people who relocate from ICFs-MR and nursing facilities.  During the 
development of the initial care plan, health and safety concerns are identified and addressed 
comprehensively.  The person’s health and safety history is examined closely so that adequate 
protections can be put in place in the community.  Through the care planning process, 
interdisciplinary teams, including those with nursing and behavioral expertise, work 
collaboratively with the individual and those who know the person best to design services and 
supports that are appropriate, are cost-effective, and address the person’s health and safety needs. 
 
Under Wisconsin’s Home and Community-Based Waiver programs, the Department ensures the 
health, safety and welfare of Home and Community-based Waiver participants.  The Department 
shares this responsibility with county agencies in the State-County Contract by requiring county 
compliance with the Medicaid Waivers Manual.  

 
The Department requires each county agency administering these waivers to have a system to 
ensure waiver participants are adequately protected from physical, verbal, and sexual abuse as 
well as maltreatment, neglect and financial exploitation and violation of their rights under law.  
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The Department also requires counties to have an effective response system when incidents of 
this kind arise.  Counties are required to report alleged or actual incidents to the Department.   

 
There are several systems and processes in place that allow Wisconsin to achieve high levels of 
health and safety for citizens with disabilities living in community settings. For every person 
with a developmental disability who is relocated from an ICF-MR or nursing facility, the 
Department or county staff conduct an in-depth plan review 30 days after the person relocates, 
usually in the person’s home.  A second in-depth plan review is conducted between three and six 
months after the relocation.   
 
Based on the follow-up reports available of persons relocated in fiscal year 2007 under the ICF-
MR Restructuring, 83 % had their medical needs appropriately met.  County case managers work 
with clients to address those situations where medical needs were not fully met.  
 
Frail Elders and People with Physical Disabilities:  CIP II 
For frail elders and people with physical disabilities served under the CIP II program, each 
person’s care plan is reviewed by the State’s quality assurance contractor prior to state approval 
to ensure that critical needs are addressed with adequate services. Within 30 days after 
relocation, the care manager visits the participant to ensure that services are being provided and 
are appropriate to the person’s needs and the person is safe.  The care manager prepares a written 
report on his/her findings for the agency file and sends a report to the state.  The care manager 
makes, at a minimum, monthly contacts with the participant or family or any provider to check 
on the person’s progress and make any needed changes.  The care manager is required to visit the 
participant 90 days after starting on the program, again checking on progress and making needed 
changes to the care/service plan.  As part of these required visits, the care manager completes a 
30-day and 90-day questionnaire with the client for submission to the Department.    

 
Every year, half of the counties administering the CIP II program receive a quality assurance 
monitoring review by the state’s quality assurance contractor.  These reviews include a review of 
client files at the local agency to ensure that all requirements are adhered to.  Also, each year a 
random sample of 500 participants receive a home visit by the quality assurance contractor to 
check on the health, safety and well-being of participants.  The State’s quality assurance 
contractor conducts a telephone interview with individuals who left the program and return to the 
nursing home or with the family of persons who died after relocating.  The purpose of these 
contacts is to determine whether any changes could have made the process better. 
 
The 90-day questionnaire for individuals relocated under the Community Relocation Initiative 
and served under the CIP II programs indicates that the health status of relocated individuals is as 
good, and in many cases better, in their new setting and that health and safety issues are being 
met.  Specifically,  
 

• The functional status remained the same for 42% of participants and improved for 49% of 
participants after relocating. 

• 19% of participants had health and safety issues identified since relocating.  County case 
managers work with the clients to address these issues.  

   
Family Care and Partnership 
For people served in Family Care, the care management team, which includes a nurse, completes 
an initial service plan, addressing current needs including safety and risk, within 10 days of 
enrollment, which may precede relocation. In the Partnership program, care management teams 
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also include a nurse practitioner and occur prior to enrollment. A comprehensive assessment is 
completed within 30 days of enrollment, and a comprehensive services plan within 60 days. 
Completeness, consumer choice, appropriateness of services, and coordination between long-
term care and primary and acute medical care are subject to contractual requirements. Internal 
care-plan quality-control procedures—which may include supervisory review or peer review or 
both—review compliance with these requirements, and includes reviews by an External Quality 
Review Organization (EQRO) that further examine care plan quality specific to practice 
guidelines, continuity and coordination of care, and coverage and authorization of services.  

 
Family Care and Partnership care managers visit the relocated members on a schedule 
determined by each member’s need or at least once every 90 days to assess success of the care, 
needs, adequacy of services, and consumer satisfaction and choice. Depending on the member’s 
individual needs and preferences, these visits may involve the nurse care manager or the social 
services coordinator, or both. Documented re-assessments and care plan revisions occur as 
needed or at least once every six months. The EQRO reviews records of the frequency of care-
manager contact, and the collaboration within the care-management team, during its file reviews 
and other quality reviews, which are conducted at various times throughout the year for each 
managed-care organization. Additional more targeted reviews may occur for any individual in 
the event that there are any quality issues identified in other care plans, complaints, grievances, 
or critical incidents. 
 
Regulatory Oversight 
The Division of Quality Assurance conducts regular on-site surveys of licensed community 
residential facilities (3-4 bed Adult Family Homes and Community-Based Residential Facilities) 
much like it does for ICFs-MR, using state guidelines and standards. Counties are responsible for 
assuring high quality services and environments for individuals living in smaller settings. 
Residential and day-service providers also have procedures and practices that maintain each 
person's safety and health. Because they interact with each person on a constant basis, medical 
conditions are monitored, social and environmental situations are structured, and individuals 
with special needs are given sufficient supports.  
 
The Department oversees these programs and service delivery systems by having staff disbursed 
throughout the state to facilitate and monitor these efforts through several types of activities, 
including: random unannounced visits, in-depth annual plan review, as well as on-going dialogue 
with all stakeholders (including consumers and their families/guardians). The Department issues 
guidelines, and establishes policies and procedures whenever necessary, when gaps are identified 
or suspected.   
 
The federal Centers for Medicare and Medicaid Services (CMS) requires the provision of health, 
safety and well-being of all waiver participants, while assuring patient rights, promoting 
individual and informed choice, community participation, and making sure that each person 
experiences a meaningful day. State staff currently conduct annual satisfaction surveys, and 
monitor information accumulated from a variety of sources. In addition to waiver services and 
supports, individuals also receive health services such as physician and dental visits, hospital 
care, personal care in their home, and pharmacy. Assessments are methodically completed and 
updated, and many counties and providers now employ nursing personnel as part of their care 
management teams. 
 
 
 



13 

Actual or suspected events 
Any actual or suspected event that threatens the health or safety of an individual is investigated 
and reviewed by each provider and county.  Counties are required to report all such instances to 
designated Department staff, who, depending on the nature and seriousness of the report, may 
investigate or involve others (such as police or the judicial system). All deaths in licensed or 
certified settings are reported to and scrutinized by a state review committee, who looks for 
negative trends associated with providers, counties, or the approaches that are used by the service 
delivery system with the intent of preventing further instances. Concerns are then shared with 
appropriate entities who are required to make systemic improvements or take corrective actions, 
which creates a constant cycle of improvement.  Instances of abuse or neglect are remedied 
swiftly. Access to necessary medical services is closely monitored.  
 
Involvement of Guardians or Family Members  
 
Counties are required to prepare a plan for home or community-based care for all individuals 
residing in ICFs-MR and nursing homes who are at a developmental disability level of care. For 
ICFs-MRs other than the State Centers, these plans are part of the statutorily required annual 
court review (Watts review) to determine the most integrated setting appropriate to the person’s 
needs.  Counties involve guardians in the preparation of these plans and state law requires that 
the county provide a copy of the plan to the guardian prior to the Watts review.  

 
When a person is relocated from a State Center or other ICF-MR or nursing home facility, the 
plan for that individual’s care is signed by the guardian indicating his/her acceptance of the plan.  
Of the 143 persons relocated under the ICF-MR Restructuring Initiative in FY 2007, only 1 
guardian disagreed with the plan. That fact notwithstanding, the court ordered the community 
placement of this individual according to the plans prepared for them.  Guardians agreed with the 
plans of all 33 persons relocated from the State Centers in FY07 under the CIP IA program.   
 
Most elderly persons and persons with physical disabilities relocated under the Community 
Relocation Initiative do not have guardians. However, in cases where people do have guardians, 
the guardians are involved in the efforts to relocate or divert individuals from institutions.   
 
For persons who are competent to make their own decisions, family members are involved to the 
extent preferred by the individual participant.  The Department does not keep a record of family 
involvement in care planning for individuals who are competent to make their own decisions. 
 
Staff turnover 
 
Attachment A provides 2006 staff turnover rates for Intermediate Care Facilities for the Mentally 
Retarded and Nursing Facilities.  The rates are calculated based on information provided by 
nursing homes and ICFs-MR in response to the 2006 Annual Staffing Survey. The attachment 
sorts the facilities by county and identifies the city or town where the facility is located.  Staff 
turnover rates are provided for both full and part time staff for three professions: Registered 
Nurses (RNs), Licensed Practical Nurses (LPNs), and Nursing Assistants (NAs).  The turnover 
rate is calculated by dividing the new staff hired in 2006 by the number of staff on the payroll on 
12/31/06, and multiplying this result by 100. 
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The 2006 statewide turnover rates are provided in the table below: 
 

Staff Turnover Rates:  2006 
 Nursing Homes ICF-MRs 
Full time RNs 34% 7% 
Part time RNs 43% 26% 
Full time LPNs 27% 11% 
Part time LPNs 54% 32% 
Full time NAs 44% 15% 
Part time NAs 80% 38% 
 
 



APPENDIX A
Placement of Relocations under the Community Relocation Initiative by Program

Home/ CBRF RCAC AFH Total
Apartment

Elderly
    CIP II 124 222 27 11 384
    Family Care. 23 42 10 4 79
    PACE/Partnership 18 3 21
Total 165 267 37 15 484
% of total 34.09% 55.17% 7.64% 3.10% 100.00%

Persons with PD
    CIP II 98 78 5 18 199
    Family Care. 14 11 5 30
    PACE/Partnership 9 2 11
Total 121 91 5 23 240
% of total 50.42% 37.92% 2.08% 9.58% 100.00%

TOTAL
    CIP II 222 300 32 29 583
    Family Care. 37 53 10 9 109
    PACE/Partnership 27 5 0 0 32
Total 286 358 42 38 724
% of total 39.50% 49.45% 5.80% 5.25% 100.00%
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