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BACKGROUND:

Service Agencies managing HCBS programs operated by the DACS

The Division of Aging and Community Services (DACS) is committed to the

premise that there are fundamental core values that must be incorporated into the

development and implementation of strategic priorities, goals, and objectives. To

ensure consistency with these core values, DACS has established these five guiding -

principles:
1. Leadership
2. Advocacy
3. Consumer Direction
4. Culturai Competency
3. Quality Assurance/QQuality Improvement

~ PURPOSE:

Supported by these guiding principles, and based on CMS” Home and
Community-Based Services {HCBS) Quality Framework, the former New Jersey
EASE Care Management Program Standards were updated to establish the following
Care Management Services — Quality Focus Areas providing 2 commos set of

_ principles to serve as a guide fo care management agencies when rendering services

55 well as designing their own internal Quality Management Swrategy.

The attached Care Management Services — Quality Focus Arsas concentrate on
participant-centered ‘Desired Cutcomes’ zlong these seven dimensions:
o Participant Access
Participant-Centered Service Planning and Delivery
Provider Capacity and Capabilities
Participant Safeguards
Participant Rights and Responsibilities
Participant Cutcomes and Satisfaction
System Performance
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POLICY:

Developing 2 Quality Manasement Stratecy

One of the primary intentions of these standards is to provide guidance to care
management agencies in developing a comprehensive and continual guality
improvement process to enhance the guality of services for older adults and
individuals with physical disabiiities. '

The Division recognizes that no two care management agencies are identical; they :
each provide different services to different populations in different geographic areas
and have different stakehotders and different organizational cultures, Therefore,

these Standards suggest that care management agencies consider these differences
and include these Desired Outcomes when developing performance measures and

indicators in their Quality Management Strategy. and when deciding on data

collection methods for their own internal quality improvement process.

Each care management agency has, and if not shall develop, a comprehensive
Quality Management Strategy that reflects its uniqueness. These Care Management
Services - Quality Focus Areas illustrate for agencies how key concepts, such as
outcomes based on overarching visions, values, and guiding principles, come _
together sc that they can directly correlate how information and data is reviewed and
acted upon by various parts of their organization; and how internal agency staff fit
into these processes to form a continuous guality improvement svystem.

Providers are expected to develop or modify their plans 1o engage in continual
quality enhancement activities.

Each care management agency’s Quality Management Strategy is subject to review
by the Division of Aging and Community Services
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introduction

ADRC DELIVERY SYSTEM OVERVIEW

in New Jersey, the Aging and Disability Resource Connection (ADRC) delivery sysiem serves
as single entry into the long-term supperts and services system for older aduits and people with
disabilities. Sometimes referred to as a “one stop shop” or "ne wrong door” system, ADRCs
address many of the frustrations consumers and their families experience when trying to find
needed information, services, and supports. Through integration or coordination of existing
aging and disability service systems, ADRC programs raise visibility about the full range of
options that are available, provide objective information, counseiing and assistance, and
empower people to make informed decisions about their care needs, and help people more
easily access public and private iong term supports and services programs.

To provide a framework for the expansive system change in delivering services o both the
aging and disabled population of New Jersey, the Division of Aging and Community Services
(DACS) developed an algorithm to serve as a platform for county ADRC implementation. Each
of these phases represent a core component of the ADRC delivery system and describes the
client flow through the system. The algorithm structure (client pathway) permits each county o
focus on steps to development and concurrently aliows the state to assess progress in each of
the phases. The ADRC algorithm phases include: infrastructure, initiate, identify, indicate,
impiement, and inquire. A synopsis of each stage is provided -

Phase 1 — INFRASTRUCTURE: Organizational preparation.

Phase 2 - INITIATE: To determine the immediate potential for linkage with the ADRC by framing
the initial motivation and cause for outreach and connection.

Phase 3 - IDENTIFY: To gather information and identify the wants, needs and potential eligibility
of the client and/or caregivers.

Phase 4 - INDICATE: To provide pathway counseling with all the appropriate options and
opportunities that will satisfy the identified needs.

Phase 5 - IMPLEMENT: To authorize, arrange and deliver system services in concert with
consumer directed efforts.

Phase 6 - INQUIRE: To assess through integrated checkpoints the quality of the service by

benchmarking and monitoring: (1) system structure, (2) system process and (3) stakeholder
reports.



CARE MANAGEMENT SERVICE OVERVIEW

The population for which care management services are discussed in this guide of quality focus
area standards includes the eiderly and adults with physical disabilities. Not every consumer
who is assessed and counseled through the ADRC will result in an identified need for care
management services. Rather, it is expected that individuals at highest risk of
institutionalization, with the greatest needs for social support and chronic oroblems, are most
likely to benefit from care management. Furthermore, care management services are availabie
through a variety of pregrams and funding streams in New Jersey. The ADRC delivery system
must serve as an effective means to facilitate access to such services through the most
effective an efficient venue established. This requires a broad understanding of not only the
individual's multiple needs, but also the services available across programs and the varied
systems’ overall mechanisms of action.

For example, care management services can be provided in hoth the public and private sectors,
and are defined and provided differently based on consumer needs. in the private secior, much
of care management has operated within the context of, first, cost containment, and more
recently, managed care and disease management. In the public sector, afthough not all care
management services are funded by Medicaid, Medicaid has been responsibie for many of
these programs. Sections 1915(c) and (g}, as weil as section 1803 (a) of the Social Security Act,
have provided the reguiatory basis for the establishment of many care management programs.

New Jersey provides care management services not only through a number of State and

County funded programs, but aise through federally funded programs such as the Medicaid
State Plan.

The state alsoc administers a number of 1915(c) home and community based Medicaid Waiver
programs which provide care management services and other community supporis to specified
target populations such those who are elderly or physically disabled, or those with
developmental disabilities, mentai retardation, autism, HiV and AIDS, or fraumatic brain
injuries.

No matter the funding stream, care management services (under various names) generally
have two key features: providing a connection between individuals and the system of publicly
funded services and supports, and assuring that these services meet reasonable standards of
quality and lead to improved outcomes for individuals.
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ADRC DELIVERY SYSTEM AND REFERRALS FOR CARE MANAGEMENT SERVICES

The complexity of the ADRC delivery support system requires ADRC Assessors and staff who
are thoroughly familiar with all of the options avaiiable to the consumers to maximize the
system’s ability to best respond to each consumer's needs. The ADRC is a not a program,
rather a “doorway” to information and assistance, to connect seniors age 80 and older and
people with physical disabilities 18 years of age and older with the services they need to
continue living independently in the community for as long as possibie. To that end, itis
imperative that ADRC staff be knowledgeable of the full range of public and privaie home and
community-based services availabie in New Jersey, including the aiternative methods by which
to obtain care management services.

Care management services, accessed through the ADRC delivery system, must focus on
assisting consumers to maximize their ability to use available resources to improve their quality
of life. The Care Manager serves as a:

Broker, arranger and coordinator, who identifies and coordinates services

A gatekeeper, who contains costs and monitors resource allocation

An evaluator, who assures that care management goals are attained

An educator

A counselor

A monitor
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The Care Manager also acts as a mediator between the ADRC delivery sysiem and the
consumer and as an advocate on the behalf of the consumer. An Interdisciplinary Team (10T}
care management method, based on person-centered care strategies, is used, whereby there
is a team approach to assessing the needs of a consumer and if applicable, the family,
establishing a comprehensive plan for addressing all care needs and using service integration
to deliver required services. ‘Person-centered” care management is based on a person’s
preferences and neecs, includes the person’s responsibilities and increases the person’s
capacity to manage their own needs. "Service integration” refers to a process by which a range
of social services is dalivered in 2 coordinated and seamless manner to provide
consumer-criented services, increase early intervention, welliness, and prevention opportunities,

improve consumer oufcomes and establish provider accountability through performance
measures.

Referrals made through the ADRC to any and all willing and qualified care management
agencies must not restrict an individual's free choice of providers. In addition, while {ederai
policy does not prohibit entities that might fumish other direct waiver services from having
responsibility for assessment or service plan development, safeguards should be established
when an ADRC entity alsc provides care management services and assessment o avoid
problems such as self-referral, that may arise when options counseling is provided {o ADRC
consumers. These safeguards must inciude full disclosure to consumers and assuring that
consumers are suppcrted in exercising their right to free choice of providers and are provided
information about the fuli range of services availabie {0 them, not just the services furnished by
the ADRC entity that is responsibie for assessment and interim service plan development.



Vision

Care Management is a core service accessed through the ADRC delivery system and is central
to the National and State Vision for the ADRC model.

Centers for Medicare and Medicaid Services (CMS) & Administration on Aging (AcA}

Vision for ADRC

To have Aging and Disability Resource Centers in every community serving as highly visible
and trusted places where people of all incomes and ages can get information on the full range

of long term support cptions and a single eniry system for access to public long term support
programs and benefits.

There are three broad mandates for States implementing the ADRC model -
1. Increase Awareness and Provide Reliable information
2 Provide Consumers Assistance in Seeking Services and Making decisions; and

3. Simplify and Streamiine Access to Public Programs through a Physical or Virtual One
Stop Shop

Definition
Care Management:

Services that assist participants in gaining access to needed home and community-based
care, as well as medical, social, educational and other services, regardiess of the funding
source for the services tc which access is gained. Care management promotes the ability
of the participant and 2s applicable, his or her caregiver, o make informed decisions
addressing needs and direct their own care needs.

Philosophy

Each person is unique with specific needs, goals, and preferences. Al individuals have a right o

autonomy, a right to make their own choices and decisions, and a right to exercise conirol over
their own lives.



Consumer’s Bill of Rights and Responsibilities

In working with a Care Manager, participants have certain rights:
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The right to be treated with respect.

The right to privacy and confidentiality.

The right to self-determination.

The right to diract the development of the plan of care.

The right to receive assistance to access needed and available health and social
services.

The right to know the cost of service prior to receive the service.
The right to access your case record.
The right to refuse any portion of the plan of care.

The right to voluntarily withdraw from the program by which care management services
are provided.

The right to a grievance procedure.

By the same token, participants have certain responsibilities:

The responsibility to treat his or her Care Manager and service providers with respect.

The responsibility to provide accurate and complete information about matters pertaining
to his or her care, including changes as they occur.

The responsibility to ask guestions until he or she understands.
The responsitility to work with his or her Care Manager to develop the Plan of Care.
The responsibility to work with the people who carry out the Plan of Cars.

The responsibility to pay any agreed upon cosis.



How to Use These Standards

The Division of Aging and Community Services (DACS) is committed to the idea that there are
fundamenta! core values that must be incorporaied info the development and implementation of
strategic priorities, goals, and objectives. To ensure consistency with these core values, DACS
has established these five guiding principles:

1. Leadership

2. Advecacy

3. Consumer Direction

4. Cultural Competency

5. Quality Assurance/Quality improvement

Supported by these guiding principles, and based on CMS’ Home and Community-Based
Services (HCBS) Quality Framework, the foliowing Care Management Services Quaiity Focus

Areas were created to provide a common set of principles and values fo serve as a guide tc
care management agencies.

The Care Management Services Quality Focus Areas concentrate on participant-centered
Desired Qutcomes along these seven dimensions:

Participant Access Ind{vfdaais hayg access fo home and community-based services and supperls in
their communities.

Services and supports are planned and effectively implemented i accordance with
each participant's unigue needs, expressed preferences and decisions concerming
his/her life in the community

Participant-Centered Service
Planning and Delivery

Provider Capacity and There are sufficient HCBS providers and they possess and demonsirate the
Capabilities capability to effectively serve parficipants.
. Participants are safe and secure in their homes and communities; taking info
Participant Safeguards account their informed and expressed choices.
Participant Rights and Farticipants receive support to exercise their rights and In accepfing personal
Responsibilities responsibilities.
Participant Qutcomes and . i . , . . o
Satisfaction Participants are satisfied with their services and achieve desired cuicomes.
System Performance The system supports participanis efficiently and effectively and constantly sirives o

improve gualiy.

Developing a Quality Management Strategy

The intention of these standards is to provide guidance to care management agencies in
developing a comprehensive and continual quality improvement process to enhance the guality
of services for older adults and individuals with physical disabilities. No two care management
agencies are identical; they provide different services to difierent populations in different
geographic areas and have different stakeholders and different organizational cultures.
Therefore, these standards suggest that care management agencies consider these differences
and include these Desired Qutcomes when developing performance measures and indicators in
their Quality Management Strategy, and when deciding on data collection methods for their own
internal quality improvement process.

Each care managemeant agency has or should develop a comprehensive Quaiity Management
Strategy that reflects its uniqueness. These Care Management Services — Quality Focus Areas
will show the agency how key concepts, such as outcomes based on overarching visions,
values, and guiding principles, come together so that they can directly correlate row
information/data is reviewed and acted upcn by various parts of their organization; and how
internal agency and ADRC staff fit into these processes to form a continuous guality
improvement system. Providers are expected to deveiop or modify their plans to engage in
continual quality enhancement activities.



CARE MANAGEMENT SERVICES -
QUALITY FOCUS AREAS

Not every consumer assisted through the Aging and Disabiiity Resource Connection
(ADRC; will be assessed fo need care management services.
If such services are warranted, however, to any extent, all qualified and approved care
management agencies shall ufilize the same core principles of service delivery
as posed in these quality focus areas.

Participant Access
Desired Outcome: Individuals, through the service of care management, have

strengthened access to home and community-based services {HCBS) and supports in their
communities.

Information/Referral

Desired Outcome: Individuals and families can readily obtain information from the Care
Manager concerning the availability of home and community based services, how to apply
and, if desired, offered assistance to make a referral.

Intake and Eligibility

<% Individual Choice
Desired Outcome: If warranted, once a care management agency is designated,
with the assignad Care Manager, each individual is given timely information about
available services to exercise his or her choice in selecting options.

% Prompt Initiation
Desired Outcome: Care management services are initiated promptiy when the
individual is datermined eligible and selects his or her desired option.

Participant-Centerad Service Planning and Delivery

Desired Outcome: Services and supports are planned and effectively impiemented in
accordance with each participant’s unique needs, expressed preferences and decisions
concerning his/her life in the community.

Participant-Centered Service Planning
% Assessment
Desired Outcome: Based on the NIChoice/MDS-HC assessment, comprehensive
information concerning each participant’s preferences and perscnal goals, care needs
and abilities, heaith status and other available supports are gathered and used in
developing a personalized Plan of Care.
< Participant Decision Making
Desired Outrome: Information and support is available to help participants make
informed selections among service options. '
% Free Choice of Providers
Desired Outcome: Information and support is available to assist participants to
freely choose among qualified providers, inciuding care management agencies.
%+ Service Plan
Desired Outcome: Each participant’s Pian of Care comprehensively addresses his or
her identified need for HCBS, health care and other services in accordance with his
or her expressed personal preferences and goals.
< Participant Direction
Desired Outcome: Participants have the authority and are supported o direct and
manage their own services to the extent they wish.




Service Delivery

& Ongoing Service and Support Coordination
Desired Outcome: Participants have continuous access to care management
assistance as needed to obtain and coordinate services and promptly address issues
encountered in community living.
Service Provision
Desired Qutcome: Care Managers assure that services are furnished In accordance
with the participant’s Plan of Care.
Ongoing Monitoring
Desired Outcome: Regular, systematic and objective methods - including obtaining
the participant’s feedback — are used by the Care Manager to monitor the individual's
well being, health status, and the effectiveness of HCBS in enabiing the individual to
achieve his or her personal goals.
Responsivensass to Changing Needs
Desired Quicome: Significant changes in the participant’s needs or
circumstances promptly trigger reevaluation and modifications in his or her
Plan of Care.
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Provider Capacity and Capabilities
Desired Outcome: There are sufficient HCBS providers and they peossess and demonstrate
the capability to effectively serve participants.

Provider Qualifications
Desired Outcome: Before services are authorized the Care Manager will verify that each

agency and individua! provider possesses the appropriate approval by the State as &
qualified provider. :

Provider Performance

Desired Cutcome: In order to remain an approved entity, every care management agency
meets the specified provider gualifications, maintains current contractual provider
agreements, and demonstrates the ability to provide care management services and
supports in an effective and efficient manner.

Participant Safeguards

Desired Qutcome: Participants are safe and secure in their homes and communities,
taking into account their informed and expressed choices.

Risk and Safety Planning

Desired Outcome: Participant heaith risk and safety factors are considerad by the care
management agency and potential interventions are identified that promote heaith,
independence and safety with the informed involvement of the participant.

Critica!l Incident Management
Desired Qutcome: The Care Manager will work with the participant and family to ensure

that there are systematic safequards in place to protect participants from critical incidents
and other life-endangering situations.

Housing and Environment

Desired Outcome: The safety and security of the participant’s living arrangement is
considered, risk factors are identified and modifications are offered to promote
independence and safety in the home.

Natural Disasters and Other Public Emergencies
Desired Outcome: There are safeguards in place to protect and support participants in the
event of natural disasters or other public emergencies.




participant Rights and Responsibilities
Desired Outcome: Participants receive suppori to exercise their rights and in accepling
personal responsibilities.

Civic and Human Rights
Desired Outcome: Participants are informed of and supported by care management
agencies to freely exercise their fundamentai constitutional & federal/state statutory rights.

Participant Decision Making Authority
Desired Outcome: Care management agencies foster alternatives for participants {0
receive training and support to exercise and maintain their own decision-making authority.

Due Process

Desired Outcome: Farticipants are informed of and supported by care management
agencies to freely exercise their due process rights.

Grievances
Desired Outcome: Participants are informed by care management agencies of how to
register grievances and complaints and are supported in seeking their resoiution.

Grievances and complaints posed tc care managemeni agencies are resoived in a timely
fashion.

Participant Outcemes and Satisfaction

Desired Outcome: Participants are satisfied with their services and achieve desired
outcomes.

Participant Satisfaction

Desired Cutcome: Participants and family members, as appropriate, express satisfaction
with their care management services and supports.

Participant Outcomes

Desired Outcome: Care management services and supports lead to positive cuicomes for
each participant.

System Performance

Desired Outcome: The system supports participants efficiently and effectively and
constantly strives to improve guality.

A System Performance Appraisal
Desired Qutcome: The care management agency promotes the effective and efficient

provision of services and supports by engaging in systematic data coliection and analysis of
program performance and impact.

Quality Improvemani

Desired Outcome: There is a systemic approach to the continuous improvement of
guality in the provision of care management services

Cultura! Competency

Desired Outcome: The care management system effectively supports participants of
diverse cultural and ethnic backgrounds.

Financial Integrity

Desired Outceme: Financial accountability of the care management agency is assured and
bills for care management services are submitted promptly in accordance with program
reguirements.
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