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Alabama 

The Cash & Counseling (C&C) grant was awarded to the Alabama Department of Senior 
Services, which collaborated with the Alabama Medicaid Agency and the Department of 
Rehabilitation Services to implement the new program. The Department of Health was also 
involved in its role as one of the administrators of the Elderly and Disabled (E&D) waiver 
program. 

I. Availability of Self-Directed Services Prior to Receiving Grant 

Alabama did not have any self-direction options in its Medicaid program prior to receiving the 
C&C grant. However, the Alabama Department of Rehabilitation operates a very small state-
funded program that allows participants to hire their own workers and use a payroll service to 
pay them—similar to an agency-with-choice model. 

II. Primary Purpose and Major Goals of the Grant 

The grant’s primary purpose and major goal was to implement a C&C program called Personal 
Choices that gives participants the ability to select services and supports that meet their needs. 
Participants employ their own service providers and arrange services with support from a fiscal 
management agency and a counselor.  

The State planned to implement Personal Choices as a pilot program for about 15 percent of the 
600 participants in the Elderly and Disabled (E&D) and State of Alabama Independent Living 
(SAIL) waiver programs in a seven-county region in West Alabama. These counties were chosen 
based on their significant needs, which can be uniquely addressed by a self-direction program. 
They were also selected because they provided the opportunity to design a model that could be 
replicated in similar geographic areas (i.e., some in fairly urban areas; and others in rural areas 
with high poverty and illiteracy rates, and lacking adequate transportation and service resources).  

III. Issues in Key Areas and How They Were Addressed 

The State experienced challenges in several key areas when developing its new program. These 
challenges and the approaches the State has taken to address them are described below.  

Administrative 

Issue. CMS changes in Medicaid policy regarding self-direction delayed grant implementation. 
As a result, the State had insufficient time to conduct the outreach and education activities that 
had been planned.  

Background. The State originally planned to implement Personal Choices under the Section (§) 
1115 waiver authority and spent over a year developing the waiver application to ensure that the 
new program would meet CMS budget neutrality requirements. Subsequently, the Deficit 
Reduction Act of 2005 (DRA-2005)—effective 2007—included new options for offering self-
directed services, including a cash option that formerly was allowable only under a §1115 
waiver. As a result, the Federal Office of Management and Budget would not approve Alabama’s 
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§1115 application, because Personal Choices could be implemented through the new Self-
Directed State Plan Option under §1915(j) of the Social Security Act. CMS then recommended 
that Alabama withdraw the §1115 application and submit instead a §1915(j) draft preprint State 
Plan Amendment (SPA) for Personal Choices.  

Approach. The State worked closely with CMS to ensure that its application to offer Personal 
Choices under the §1915(j) authority would be successful. The State submitted the SPA request 
in March 2007 and received approval in May 2007. Alabama is the first state approved by CMS 
to use the §1915(j) authority to add self-directed services options to its Medicaid State Plan. 

Outreach and Education 

Issue. Alabama had minimal experience with self-direction, and the C&C model represented a 
major change in service delivery. Potential participants included persons age 65 or older, 
individuals age 18 to 64 with physical disabilities, and some children. Personal Choices staff 
(hereafter, program staff) anticipated that each distinct participant group would need different 
versions of outreach and educational materials tailored to their specific needs and concerns.  

Background. The Alabama Department of Senior Services hired a consultant who had 
extensive experience working with Alabama’s disability population and Olmstead efforts, to 
work on program design and implementation. Based on the consultant’s input, program staff 
expected that the new option would appeal most immediately to younger persons with 
disabilities and their families, who tend to have considerably more exposure to the concept of 
self-direction than do older persons.  

For older persons, especially those over age 70, self-direction is a new concept; many do not 
have a checking account and balancing a budget is an unfamiliar activity. Thus, program staff 
felt older people and their families might require more information than that provided to other 
groups, as well as information tailored to their specific needs and concerns. 

Approach. Program staff developed a communication plan to address the information needs of 
the different participant populations. A major component of the plan was the development of 
distinct key messages and strategies so that information about major program features were 
presented in ways meaningful to the different target audiences. 

Issue. Because self-direction options were new to the State, misconceptions about the program 
were widespread and education was needed at several levels. 

Background. The introduction of Money Follows the Person (MFP) legislation occurred about 
the same time the State received the C&C grant. As a result, there was some confusion about the 
differences between the traditional and self-direction programs.  

Approach. Program staff developed a fact sheet that explained Personal Choices, and held 
several meetings with legislative staff to discuss both the MFP legislation and the C&C program 
and the differences between them. They also used the C&C National Program Office (NPO) 
publications on the results of the original C&C states to demonstrate the positive outcomes of 
self-direction programs. These activities raised the awareness of both legislators and other 
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policymakers, including the Medicaid Commissioner, about the desire of their constituents for 
more choice over how their services are delivered and for flexible funding mechanisms.  

Resistance Among Case Managers  

Issue. The counseling function in Personal Choices was designed to be performed by case 
managers in the traditional service system after they receive training as a counselor. Participants 
have both a case manager and a counselor but the same individual cannot assume both roles for a 
participant. Both roles are needed because participants’ individual budgets do not cover all 
waiver services, such as skilled nursing care.  

The Cash & Counseling Model was introduced during a workshop with about 200 case managers 
who worked in the waiver programs throughout the State. Most were opposed to the Personal 
Choices program and did not think it would work for the clients they served. Even after hearing 
about the positive research of the Cash & Counseling Demonstration Evaluation (CCDE), they 
had doubts and concerns about self-direction generally and Personal Choices specifically. 

Approach. Program staff developed training materials that specifically addressed case 
managers’ concerns and held two types of training sessions. The first—a 2-day training for case 
managers in both the SAIL and E&D waivers in the counties selected for the pilot—focused on 
education to bring about a shift in the mindset about self-direction, as well as training in the new 
program’s policies and procedures. The second training was provided to the pilot area’s lead 
counselor and her backup and focused on how to deliver the communications plan messages to 
all of the target audiences.  

Program staff found that trainings with small groups—fewer than 15 case managers—were 
effective in getting case managers to think differently about their clients and their abilities. The 
small group trainings enabled case managers to participate in exercises designed to shift their 
thinking about the ability of their clients to direct their services. When the trainings began, none 
of the case managers said they knew a client who would be appropriate for the program, but by 
the end of the training all said they knew at least one. 

Based on resistance encountered during the initial presentation of the program, it is clear that 
extensive case management education will be needed prior to statewide expansion of Personal 
Choices. Program staff have found that lingering resistance may be partially based on case 
managers’ concerns about the impact of the new program on their role and on the personal 
satisfaction they gain from their work. Because the smaller training session did seem more 
successful in changing negative mindsets, the State plans to continue case manager education 
using the same approach. 

Quality Assurance and Quality Improvement Systems 

Issue. Traditionally, the State has involved participants in the quality assurance process 
primarily through surveys, which are sent to only a small sample each year. The surveys have a 
low response rate and often do not provide good outcomes information. Focus group results and 
input from case managers have indicated that some participants are afraid to complain about 
services because they are afraid they will lose their workers and have to enter a nursing home. 
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Approach. The State designed Personal Choices to incorporate quality assurance and 
improvement processes that ensure greater participant input and feedback. For example, 
participants are required to develop a personal support plan that identifies their services and 
supports goals, and specify performance indicators for measuring progress toward these goals. 
These indicators are reviewed by program staff on an ongoing basis. 

Individual Budgets 

Issue. Potential participants required a significant amount of education to understand the budget 
process and their responsibilities in Personal Choices. Early in the enrollment process, 
counselors realized that individuals found the amount of information provided too much to grasp 
during one visit. Some elderly persons needed more time to understand the person-centered 
planning process and to learn to think “outside the box” about services and supports they could 
purchase with an individual budget. 

Approach. Program staff developed a handbook that explains how participants can spend their 
budgets, and counselors now present budget information in three sessions. During the first visit, 
the counselor explains the budget process and participants’ responsibilities, and provides written 
materials to help them begin the spending plan development process. During the second visit, the 
spending plan is completed and additional questions are answered. During the third visit, the 
financial management representative discusses IRS requirements and completes necessary tax 
forms.  

This approach seems to be working well. Program staff anticipate that younger individuals with 
disabilities who are familiar with the self-direction concept, either through experience in other 
programs or involvement with disability advocacy groups, will not require as much education. 

Working with Other State Agencies  

Issue. The administration of the E&D waiver is shared by two different state agencies—the 
Department of Senior Services and the Department of Public Health. In addition, the Department 
of Rehabilitation was interested in expanding self-direction options in the programs it 
administers and wanted to be part of the project. It was a significant challenge to design and 
implement a program that would meet the needs and address the concerns of all three agencies.  

Concerns about the program varied considerably (e.g., staff operating the program had different 
concerns than staff dealing with its impact on state budgets). Program staff did not fully 
anticipate how much time would be needed to educate and obtain buy-in from all stakeholders 
and how this could delay implementation. For example, when the program was first being 
implemented, the Department of Rehabilitation identified additional issues they wanted 
addressed, which delayed their participation in Personal Choices by several months. 

Approach. Although the agencies that collaborated in designing and implementing Personal 
Choices have a very good working relationship, program staff had to expend a considerable 
amount of time in discussion, negotiation, and experimentation to arrive at a model that was 
workable for all agencies; as well as to educate the state staff who directly or indirectly deal with 
the program. Initial trainings were held with case managers, counselors, Medicaid program and 
financial staff, and Department of Senior Services staff, but were found to be insufficient. After 
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attending them, many state staff still did not fully understand the concept underlying Personal 
Choices, and so additional training was needed.  

Because Personal Choices represented a totally different service delivery model, many staff 
found it difficult to make the shift, particularly for those who were used to managing services 
under the traditional waiver program. Program staff worked with a consultant to develop 
numerous hand-outs and reference documents to reinforce information about the program 
presented in the trainings.  

IV. Lessons Learned and Recommendations 

Based on its experience developing and implementing Personal Choices, the State learned 
several lessons and made several recommendations that may be useful to other states.  

Medicaid Authorities 

States should consider amending their State Plans to offer self-direction options under the 
§1915(j) authority. The advantage of using the §1915(j) authority is that Personal Choices can 
be used together with any §1915(c) waiver program (or with a State Plan Personal Care program) 
and does not require amendments and renewals. It will be much easier to expand the program 
statewide using this alternative and to make it available to participants in other waiver programs. 
Alabama’s mental health community also has expressed interest in using the State Plan to 
provide a self-direction option for persons with serious mental illness.  

Communications  
 Developing a formal communication plan that establishes a vision statement and key 

messages is a good way to help ensure that appropriate information is furnished to all of the 
program’s stakeholders. Program staff found the RWJF-sponsored Spitfire Communications 
training to be very helpful in developing a communication plan for Personal Choices.1 

 States need to address resistance—and potential resistance—as early as possible, to allay 
fears and to allow stakeholders time to understand the new program and its potential benefits 
for participants.  

Training  
 States need to plan training activities to be ongoing and to provide multiple trainings, if 

needed, for the same groups. Having break-out meetings during trainings to discuss 
individuals’ concerns in small groups can help to resolve issues in a timely fashion. 

 States need to allocate sufficient training for state staff, who require as much, if not more 
training than participants. The first training for state staff should introduce self-direction 
concepts, which should be reinforced in subsequent trainings. Because self-direction differs 
so markedly from traditional service delivery—particularly in day-to-day program 
operations—it can take some time for all program stakeholders to understand how the new 
program will work. States need to consider how every process associated with the current 

                                                 
1 Information available at http://www.spitfirestrategies.com/ 
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waiver program and service delivery system—from referrals to transferring funds—will be 
affected by the implementation of a new self-direction option. 

Financial Management Services 

Because financial management services are key to the success of a new self-direction option 
states need to allow sufficient time to select a financial management agency (FMA). It is 
important to have either someone on staff or a consultant who understands the state’s contract 
requirements as well as program and IRS requirements. States should pay for the best technical 
assistance available to save money in the long run. 

Alabama requires a bid process using a request-for-proposal (RFP) that takes a significant 
amount of time. Technical assistance provided through the C&C National Program Office helped 
the State to select a successful vendor by ensuring that the RFP described vendor responsibilities 
as they pertain to state tax requirements as well as to FMA duties in general. The RFP should 
describe the full scope of a state’s unique needs so that potential FMAs understand that they 
must have a system to meet those needs.  

Program Management 

Alabama participated in the selection of a vendor and in the design and development of the 
Consumer Directed Software (CDM) Project. The CDM software complements the State’s 
existing database and provides additional electronic management and support for the Personal 
Choices program. Although the Consumer Direction Module is not yet fully operational, 
program staff recommend that other states use it because it facilitates program management.  

Technical Assistance 

States should consider hiring consultants who have expertise in setting up self-direction 
programs. Alabama’s consultant, who had considerable experience developing self-direction 
programs and related training for other states, and the technical assistance provided by the C&C 
NPO were key factors in the success of Personal Choices.  

Participation in available technical assistance opportunities and attendance at meetings that 
present information about self-direction programs helps state staff to become more 
knowledgeable. The networking opportunities provided by the C&C NPO provided a formal and 
structured way to obtain useful information, which was an important factor in the grant’s 
success. 

V. Outcomes  

Enrollment in Personal Choices began in September 2007 and, in November 2007, the program 
had five participants with active budgets. As of December 31, 2008, the program had enrolled 31 
individuals, 14 of whom have active budgets. Most states experience low enrollment numbers at 
the beginning of a new program. Alabama wanted to start small to give the State time to work 
out any “kinks” in the program before it was made available statewide. The State also wants to 
have a year’s worth of data for at least 90 participants to informally evaluate the program before 
expanding it. 
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Although the State wants to expand Personal Choices statewide for E&D waiver participants, 
plans to do so are on hold at this time because of state budget constraints.  

The Department of Rehabilitation has not yet decided whether to continue having SAIL waiver 
participants opt for self-direction under the State Plan option when it is available statewide, or to 
amend their §1915(c) waiver to include self-direction. (SAIL participants are eligible to 
participate in the Personal Choices pilot if they live in the pilot areas.)  

Alabama’s work with CMS on completing an application for a State Plan Amendment using the 
§1915(j) authority contributed to the template and instructions that support the application 
process. As the first state to receive approval under the §1915(j) authority, Alabama has received 
numerous requests for information and assistance from other states, and continues to receive 
many requests to make presentations about its experience. The State has also informed other 
states about the benefits of the Consumer Direction Module.  

VI. Key Products  

Outreach and Educational Materials 

The Governor’s announcement about Personal Choices, a presentation about the program, and 
Frequently Asked Questions are available through links at the State’s website at 
www.medicaid.state.al.us/programs/long_term_care/other_personal_choices_program.aspx?tab=
3 and www.alabamaageline.gov/personalChoice.cfm.  

A description of the program and Alabama’s application for the State Plan Amendment are 
available on the Cash & Counseling website at 
www.cashandcounseling.org/about/participating_states/alabama. 

 

http://www.medicaid.state.al.us/documents/Program-LTC/Personal_Choices_FAQ_6-1-07.pdf
http://www.medicaid.state.al.us/programs/long_term_care/other_personal_choices_program.aspx?tab=3
http://www.medicaid.state.al.us/programs/long_term_care/other_personal_choices_program.aspx?tab=3
http://www.alabamaageline.gov/personalChoice.cfm
http://www.cashandcounseling.org/about/participating_states/alabama




Illinois 

The Cash & Counseling (C&C) grant was awarded to the Illinois Department on Aging (IDOA). 
When the IDOA was unsuccessful in its application for a C&C grant from the Robert Wood 
Johnson Foundation (RWJF), the Retirement Research Foundation agreed to fund the project as 
an equal partner with the RWJF-funded C&C Replication Grantees.  

The grant was awarded to the IDOA with the Illinois Public Health Association (IPHA) serving 
as the grant’s administrator. The IPHA contracted with the C&C National Program Office (NPO) 
to provide technical assistance.  

I. Availability of Self-Directed Services Prior to Receiving Grant  

Prior to receiving the C&C grant, the IDOA did not offer self-direction in the Section (§) 1915(c) 
waiver it administers, known in Illinois as the Community Care Program, for individuals age 60 
or older who are at risk for institutionalization. The program is funded by both a waiver for 
Medicaid-eligibles and with state funds for those not Medicaid eligible.  

However, Illinois has eight other §1915(c) waivers, some of which allow varying degrees of self-
direction. The HIV/AIDS waiver and the Developmental Disabilities waiver allow participants to 
hire, supervise, and dismiss their workers. These waivers are administered by different divisions 
of the Department of Human Services. The State’s Division of Rehabilitative Services Home 
Services Program—which serves individuals under age 60 with disabilities as an alternative to 
institutional care—also has offered a self-direction option for many years. This option allows 
participants to hire, supervise, and dismiss their personal assistants. The Home Services Program 
has a state-funded component and a Medicaid (§)1915(c) waiver component and serves both 
Medicaid-eligible and non-eligible persons.  

The IDOA Family Caregiver Initiative, funded through the Older Americans Act, provides direct 
payments to caregivers/families upon verification of respite and other service expenses or 
allocates a specified dollar amount annually for respite and other services.  

II. Primary Purpose and Major Goals  

The grant’s primary purpose and major goal was to implement a C&C option called My Choices 
in the Community Care Program, which serves both Medicaid-eligible and non-eligible older 
adults who are at risk for institutionalization. The Community Care Program is funded through 
both general revenue funds (for non-Medicaid eligible participants) and through a §1915(c) 
waiver. Approximately 43 percent of Community Care Program participants are Medicaid-
eligible. The State offers this program as an entitlement and there is no waiting list. The 
Community Care Program offers only homemaker services, adult day services, and an 
emergency home response service, so an individual budget option would enable participants to 
purchase a much broader range of services. The homemaker service provides assistance with 
household tasks, and some help with personal care. 
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The IDOA planned to pilot My Choices in four geographic areas selected to represent the rural, 
urban, and mixed areas that characterize the State, and evaluate the pilot to determine if it should 
be expanded statewide. The State planned to enroll 200 participants by December 31, 2007. 

III. Issues in Key Areas and How They Were Addressed 

The State experienced challenges in several key areas when developing and implementing its 
new program. These challenges and the approaches the State has taken to address them are 
described below.  

Administrative 

Issue. Due to hiring freezes and other staffing issues, the C&C program was staffed with a 
combination of contractual consultants and a patchwork of IDOA staff. The individuals who 
prepared the original proposal were no longer with the IDOA when the grant was awarded, and 
the individual in a key leadership position resigned soon after the first program manager was 
hired. The position remained vacant for nearly 2 years because of the hiring freeze and a lack of 
willing and qualified applicants. Many qualified state employees were reluctant to take the 
position based on the lack of long-term job security inherent in a 3-year grant.  

During that time, the program had little direction and was unable to address several challenges. 
These challenges—combined with difficulty establishing state policies and procedures related to 
unemployment and workers’ compensation, and changes to Internal Revenue Service (IRS) 
regulations—delayed program implementation until September 1, 2007.  

Approach. Little could be done to change the hiring and supervisory challenges for the first 12 
months of the project. Once a project manager was hired in June 2006, the program began to 
make some progress, including resolving several IRS and workers’ compensation issues. 
However, that project manager left to take another position in March 2008, just as enrollment 
goals were being met and before all of the My Choices policies were finalized.  

Issue. IDOA needed to determine whether to amend the existing waiver or obtain a new waiver 
to implement the My Choices demonstration. 

Approach. The project manager met with the Illinois Department of Health Care and Family 
Services (the State Medicaid Agency) to discuss whether submitting a §1915(c) Medicaid waiver 
or amending the existing waiver would be the best strategy to implement a C&C program for 
older adults. Because the program would initially operate as a demonstration and the State would 
not claim federal financial participation for Medicaid-eligible participants, the Agency decided to 
defer work on either amending the existing waiver or applying for a new one until the State 
determined that it would expand My Choices statewide. 

The current waiver for the Community Care Program is up for renewal in September 2009, and 
work has begun on the documentation for the renewal and compliance with the new CMS quality 
standards. The IDOA plans to amend the waiver to include additional services and will need to 
decide whether to add personal assistance services and a self-direction option or to apply for a 
completely new and separate waiver. 
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Resistance from Key Stakeholders 

Issue. A stakeholder Advisory Committee was established for the C&C program that included 
representatives from the home care industry, AARP, case coordination units, caregivers, and 
potential participants. The initial meetings were not productive because of disagreements about 
the philosophy and practice of self-direction. IDOA staff and other representatives from the 
aging services network were suspicious of service options that would allow family members to 
be paid. Several members, in particular, those associated with provider agencies, were concerned 
that allowing individuals to hire their own workers would lead to a decrease in agency revenue 
and they frequently raised concerns about service quality under a self-direction program.  

To complicate matters, the first project manager did not have any background or experience with 
either aging services or members of the advisory group and was not able to provide the 
leadership needed to help the group reach consensus. 

Approach. In March 2006, program staff arranged for an outside facilitator to conduct a 
strategic planning session with the group, which helped them to reach consensus on 
recommendations for program policies, which were implemented in the development of My 
Choices policies and training documents. The consensus achieved did help to lessen some 
stakeholders’ concerns, which was apparent when Addus Healthcare—one of the largest 
homemaker provider agencies in the State and initially one of the most vocal opponents of the 
program—bid to become the program’s fiscal intermediary and was awarded the contract. The 
involvement of Addus in the implementation of the program has been very helpful in identifying 
and addressing various program issues that arose in the first year of implementation, such as the 
need to orient participants to their employee supervisory responsibilities, and to clarify that 
authorized representatives cannot be paid workers.  

Finally, IDOA engaged Boston College and Scripps Institute of Gerontology to assist in the 
evaluation of the program with the first 200 enrollees. Program staff hope that the results of the 
evaluation will not only help inform program improvements but will assuage stakeholder 
concerns about the program.  

Financial Management Services  

Issue. The Area Agency on Aging of Southwestern Illinois had expressed interest in acting as 
the fiscal intermediary during the initial planning stages for the C&C project, but in the Spring of 
2006, informed program staff that it was no longer interested in serving in this capacity. To 
complicate matters, the IDOA determined that providing a sole source contract for a fiscal 
intermediary without conducting a procurement would violate the State’s rules and regulations.  

Approach. The IDOA determined In May 2006 that releasing a Request for Proposals (RFP) 
would be consistent with state procurement rules and expedite the procurement process. The RFP 
was posted in August 2006 and nine proposals were received. Program staff obtained invaluable 
technical assistance from the C&C NPO that helped them to evaluate the proposals and conduct 
a readiness review of the selected contractor. The contract with Addus Healthcare was effective 
July 1, 2007, and the first clients began receiving services in November 2007. Prior to 
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enrollment, the State hired a consultant from the C&C NPO to assist IDOA and the Project 
Manager in conducting a readiness review with Addus. 

Individual Budgets  

Issue. The Community Care Program utilizes an assessment process, called Determination of 
Need (DON), to establish levels of need for clients applying for services, and these levels of need 
correspond to dollar amounts known as service cost maximums. Because Community Care 
Program participants use fewer services than are authorized, concerns about the cost of My 
Choices led to a major internal debate about setting budget maximums.  

Background. Community Care Program participants who are not in My Choices are eligible for 
homemaker, adult day service, and emergency home response services delivered by state-
contracted service providers. My Choices participants may use their budgets to purchase 
whatever services will meet their needs and determine how and when their services will be 
provided.  

Individual budgets for My Choices participants are equal to the monthly amount of the 
homemaker service cost maximum that corresponds to their DON score. The homemaker service 
cost maximum was chosen because most Community Care Program participants use this service 
and program staff determined that the allocation for homemaker services, which is linked to the 
DON score, would provide sufficient funds to cover the services needed. 

Approach. Even though other states were using a budget amount less than their maximums, the 
decision was made to use the full homemaker service cost maximums for My Choices. The 
rationale for this decision was that the actual service amounts in the Community Care Program 
were artificially low, and the State should use the demonstration to determine what amount of 
services would be used when participants have the authority to choose their services and hire 
their workers. 

As soon as the enrollment goal of 200 participants was reached, the program was closed so it 
could be evaluated. Because so many of the clients were at higher DON levels, and therefore 
were utilizing higher service cost maximums, IDOA administrators were concerned about the 
program’s sustainability. Currently, IDOA is evaluating My Choices service plans and utilization 
to determine what dollar amount will both meet needs, cover fiscal intermediary services, 
provide workers’ compensation insurance, and be sustainable in the current poor economic 
environment.  

Workers Compensation/Unemployment Insurance 

Issue. My Choices participants are the “employer of record” in accordance with IRS rules. As 
such, if participants employ their workers more than a certain number of hours in a given number 
of weeks, they are required by law to provide unemployment and workers’ compensation 
insurance for them. Before the IDOA could implement My Choices, several tasks had to be 
accomplished, including:  

 The State Department of Financial and Professional Regulation, Division of Insurance, had to 
establish a workers’ compensation definition and rating code for participants’ workers. 
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 IDOA had to ensure that My Choices policies and procedures regarding workers’ 
compensation and unemployment insurance are consistent with those in other self-direction 
programs, including the Home Service Program and the program administered by the Office 
of Developmental Disabilities. 

Background. Illinois’ Home Services Program, which offers participants the employer authority 
to hire and supervise personal assistants, self-insures for workers’ compensation claims. The 
Workers’ Compensation Insurance Review Board has ruled that because the Home Services 
Program is the State’s vendor fiscal agent, when claims are filed by workers in its program, the 
State is responsible for paying them. 

Approach. The program director received technical assistance from the C&C NPO to address 
workers’ compensation issues and worked with the Department of Employment Security for 
more than 10 months to establish state-level policies and procedures related to unemployment 
tax and workers’ compensation premium withholding and payments. Although the National 
Compensation Council of Insurance—the entity that Illinois utilizes to establish codes and 
develop rates for insurance categories—established a code for home workers in Illinois in late 
2007, the fiscal intermediary has not yet been able to purchase the insurance because traditional 
workers’ compensation insurers are unfamiliar with the new codes.  

IV. Lessons Learned and Recommendations 

Based on its experience developing and implementing My Choices, the State learned several 
lessons and made several recommendations that may be useful to other states.  

Administrative 
 The most important lesson learned was the need for experienced, consistent, dedicated staff 

who have the responsibility and authority to develop and implement the program. With the 
right staff and administrative support, My Choices program could have started much earlier 
than it did and the evaluation would have been completed sooner. 

 States need to understand that establishing a program with a service delivery approach that is 
fundamentally different from the traditional approach takes considerable time, expertise, and 
leadership. 

Communications  

It is essential to conduct a stakeholder analysis to find out who might oppose a new self-direction 
program and develop a communication plan specifically targeted to reduce opposition. While 
case managers may be somewhat resistant to the new paradigm of self-direction, the real 
resistance may come from the home health industry and workers’ unions.  

Program opponents may claim that self-direction increases health and safety risks and the 
potential for fraud. These claims—valid or not—can pose a major barrier to the statewide 
implementation of a new self-direction program. To counter these claims, the program must 
include protections against fraud and procedures to monitor and report abuse. Program staff must 
also be prepared to document the quality of services.  

Lessons Learned from the C&C Replication States A-13 



Description of States’ Grant Initiatives Illinois 

Lessons Learned from the C&C Replication States A-14 

Financial Management Services 

The selection and oversight of the fiscal intermediary and the resolution of insurance and IRS 
issues requires a body of knowledge that was not available in the Department, and is likely not 
available in other states. It is essential that states obtain technical assistance in this area. 

V. Outcomes 

The My Choices Demonstration Program began enrollment in four areas of the State in 
September 2007. The program enrolled its target of 200 without conducing any formal outreach, 
demonstrating that if people have the opportunity to receive their authorized service hours and 
hire their own workers, they will be interested in the program. 

As of October 2008, 200 were enrolled with 185 active participants. Fifteen clients left the 
program due to either death, nursing home placement, moving out of the area, or returning to 
traditional services. The average age of the participants is 76 years and 67 percent are female. 
The average Determination of Need score is 54—higher than the traditional program average 
score of 49. As noted above, when the enrollment goal of 200 participants was reached, the 
program was closed so it could be evaluated. 

All of the participants have chosen to hire their own worker to provide personal care services; 
58 percent of the participants and/or their authorized representatives have hired a family member 
and 28 percent have selected a friend or neighbor; 8 percent have hired a prior paid caregiver and 
6 percent have hired workers from other sources (information was unavailable for the remaining 
10 percent).  

Fifty-nine percent of participants are using their monthly budgets only to hire workers; 
30 percent are hiring workers and purchasing other services (generally emergency home 
response); 8 percent are hiring workers and allocating a small portion of each month's budget to 
purchase an allowed item that will help them maintain or increase their independence (i.e., 
microwave oven, refrigerator, transportation service); and 3 percent are using their budgets to 
hire their own worker, budget for monthly ongoing services, and save for one-time purchases. 

In 2007, the State received a Nursing Home Diversion and Modernization Grant from the 
Administration on Aging, which is being used to offer self-direction options to recipients of 
Older Americans Act services.  

Currently, the IDOA is working with Scripps School of Gerontology to evaluate the pilot 
program, and is examining participant satisfaction and service plan expenditures to determine 
what elements of My Choices will best meet the needs and desires of elderly persons. The 
Advisory Committee will meet in early 2009 to review the evaluation of the program so far, and 
make recommendations to the IDOA about whether it should be expanded. 

It is not clear whether self-direction programs with a budget authority feature will be viable in 
Illinois. The Community Care Program serves close to 49,000 participants each month and 
IDOA’s oversight capacity is limited; thus, IDOA may choose to implement an agency-with-
choice employer authority model rather than a budget authority model for statewide 
implementation. 



Iowa 

The Cash & Counseling (C&C) grant was awarded to the Iowa Department of Human Services 
(DHS). DHS received support from the Department of Elder Affairs, the Workforce 
Development Center, and the Attorney General’s Office to develop and implement Consumer 
Choices Option. 

I. Availability of Self-Directed Services prior to Receiving Grant 

Prior to receiving the C&C grant, the Iowa Department of Human Services offered a self-
directed services option called Consumer-Directed Attendant Care (CDAC) in six of the State’s 
Home and Community-Based Services (HCBS) waiver programs (see below for names of 
waivers). However, under the CDAC option, participants are only able to direct personal care 
services and do not have budget authority to purchase goods and services.  

CDAC participants may hire their own workers or choose an agency to provide personal care 
services. In the latter case, workers are the employees of the agency but participants can schedule 
and supervise them and can request a different worker if they are dissatisfied. Financial 
management services (FMS) are not provided because workers and agencies must be Medicaid 
providers who bill Medicaid directly. Workers who are hired directly by participants are treated 
as independent contractors and are responsible for paying their own payroll taxes.  

II. Primary Purpose and Major Grant Goals  

The primary purpose of the C&C grant was to provide HCBS waiver participants more choice 
and control over their services and supports by implementing a new self-direction option called 
Consumer Choices Option. Iowa wanted participants to have both employer authority and budget 
authority for personal care services and for other goods and services that would meet their needs. 
The major goals of the C&C grant were as follows: 

1. Amend the six waiver programs—Mental Retardation (MR), Ill and Handicapped, Physical 
Disability, Elderly, Brain Injury, and AIDS/HIV—to offer the new self-direction option.  

2. Develop the infrastructure for the new self-direction option, including (a) an individual 
budget methodology, (b) policies and procedures for independent support brokers and 
financial management services, (c) training for stakeholders, and (d) increased capacity of 
key stakeholders to implement the option. 

3. Enhance the quality assurance systems for all waiver participants.  

III. Issues in Key Areas and How They Were Addressed 

The State experienced challenges in several key areas when developing and implementing its 
new program. These challenges and the approaches the State has taken to address them are 
described below.  
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Administrative  

Because Iowa had to amend six waivers to add the new self-direction option, changes in CMS 
waiver policy delayed implementation and enrollment, which had been planned for March 2006. 
Past waiver amendments had not been difficult to obtain, but CMS had recently developed a new 
Section 1915(c) waiver application and requested that Iowa submit this new application for each 
waiver. Because the State had to provide information for the new application that had not 
previously been required, the waiver amendment process took over 2 years to complete and the 
final amendments were not approved until September 2006.  

Outreach and Education  

Issue. Despite extensive outreach and education, some participants and case managers did not 
understand the respective roles of independent support brokers and case managers in Consumer 
Choices Option.  

Background. Participants in Consumer Choices Option must work with two individuals: (1) a 
case manager who handles enrollment and monitors both traditional and participant-directed 
services, and (2) an independent support broker who provides guidance and assistance to help 
participants develop a budget and direct their services. Outreach and educational materials for 
both participants and case managers were distributed but some confusion remained (e.g., some 
participants thought that they would not have to use case managers in the new option). In some 
instances, case managers were not able to provide information about Consumer Choices Option 
when asked by potential participants. 

Approach. DHS provided additional training for case managers and in some instances was able 
to involve case managers who were knowledgeable about and supportive of the new option. DHS 
continues to provide educational materials to participants. Mandatory training for case managers 
would have helped to decrease some of the confusion and misconceptions about the new option. 
However, not all case managers are state employees so the State would have had to amend 
administrative rules to mandate training about Consumer Choices Options for all case managers, 
and there was insufficient time to do so.  

Enrollment 

Issue. Negative views about the sufficiency of the budget and the ability of elderly individuals 
to direct their services has slowed enrollment in the Elderly waiver. 

Background. Initial participation in Consumer Choices Option was higher in the Brain Injury, 
AIDS/HIV, and MR waivers than in the Elderly, the Ill and Handicapped, and the Physical 
Disability waivers. Program staff conducted focus groups with case managers and found a 
common stereotype of frail elderly persons as incapable of directing their services. Additionally, 
both potential participants and case managers believed that individuals who enrolled in 
Consumer Choices Option might receive fewer services than under the traditional service 
system. (Follow-up quality assurance interviews with participants have found that some are 
receiving more services under Consumer Choices Option than they did in the traditional system, 
because they were able to hire their own workers.)  
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Approach. DHS attempted to counter negative views about elderly persons with education 
regarding research on their participation in self-direction programs. Program staff also conducted 
extensive outreach and education with the Department of Elder Affairs. To address negative 
perceptions about the budget, program staff developed communication strategies to deal 
specifically with this concern among both case managers and participants. It is too early to 
determine empirically whether the State’s budget methodology has had an impact on enrollment 
but DHS is conducting ongoing analyses of the budget methodology to ensure that is it meeting 
participants’ needs.  

Issue. At the same time Consumer Choices Option became available, case management became 
a new service under the Elderly waiver, and newly hired case managers had to learn both their 
traditional roles and responsibilities as well as those for the new Consumer Choices Option. 
Informal feedback and anecdotal reports to program staff revealed resistance to Consumer 
Choices Option among some case managers.  

Background. DHS requires case managers to inform potential participants about Consumer 
Choices Option and to enroll those who want to participate. Iowa began enrollment in Consumer 
Choices Option December 2006 and implemented a progressive enrollment schedule, beginning 
enrollment by service administrative areas in different time periods during the next 9 months. 
This approach allowed time for program staff to provide training for case managers and potential 
participants as the option became available throughout the State.  

In early Fall 2007, the C&C National Program Office (NPO) conducted four focus groups with 
case managers to gain insight into their concerns. Although many who participated were 
supportive of the option, many also felt that case managers needed more training about how it 
worked, in particular, the roles and responsibilities of case managers and individual support 
brokers. Some case managers also had concerns about fraud and abuse in the new option.  

Approach. Program staff attended communication training sponsored by the C&C NPO to help 
them develop training and communication strategies to address the case managers’ concerns, 
counter their resistance, and obtain their support. The concerns and questions raised in the focus 
groups were addressed in follow-up trainings with case managers, during which some case 
managers spoke in support of the option. In addition, some case managers conducted local 
outreach on their own. 

Program staff offered many training opportunities for case managers to learn about Consumer 
Choices Option, but could not mandate their attendance. Case managers that did attend were 
generally those who supported self-direction. There was a perception by non-supportive case 
managers that if they did not learn about Consumer Choices Option they would not have to 
worry about it, therefore they did not attend the training.  

The director of DHS sent a letter expressing support for Consumer Choices Option to case 
managers early in 2008, and DHS requires case managers to inform their clients about the option 
at the time of assessment for waiver services and again at the time of their service plan 
development. As DHS conducts periodic interviews with all HCBS waiver participants, program 
staff will be able to determine if case managers are in fact doing this.  
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Counseling Services 

Issue. The State started training independent support brokers in the counties where Consumer 
Choices Option would first be offered so that a sufficient number would be available when the 
option was implemented. However, when implementation was delayed due to changes in CMS 
policy, some independent support brokers lost interest in or had to leave Consumer Choices 
Option because they did not have a sufficient number of clients and needed to find other work.  

Approach. DHS put the list of approved independent support brokers and their contact 
information on its website. Program staff also gave the list to case managers, thus enabling 
participants to either locate the brokers themselves or obtain the information from their case 
manager. DHS suggested to independent support brokers that they market themselves in their 
community to both potential clients and case managers. A few—who were parents of 
participants—gave presentations at schools and parent groups about their services and Consumer 
Choices Option. Others conducted outreach in their local areas with participants and families and 
have been very successful marketing their services.  

After conducting the initial independent support broker training, DHS continued to provide 
trainings across the State based on the enrollment schedule. More than 30 training sessions have 
been conducted throughout the grant period and 115 independent support brokers have 
successfully completed the training and are listed on the independent support broker registry. 
Iowa will continue to provide training for new independent support brokers in addition to 
providing ongoing training and resources for current independent support brokers. Recently, 
DHS used the videoconferencing capabilities of the Iowa Communications Network to conduct 
trainings simultaneously in eight locations throughout the State. DHS is also considering 
developing an online curriculum to increase access to training, particularly for individuals who 
live in geographically isolated areas.  

Issue. The Iowa Work Force Development Department informed DHS in August 2007 that 
independent support brokers have to be treated as independent contractors, which required 
changes to how individual budgets were calculated. Some independent support brokers did not 
want to be independent contractors and stopped providing services.  

Background. When Consumer Choices Option first started, independent support brokers were 
treated as participants’ employees and were paid an hourly wage of $15 an hour up to a 
maximum of 26 hours a year, the amount to be deducted from the individual budget. When they 
found out that they had to be independent contractors, some individuals were concerned about 
assuming responsibility for payment of self-employment taxes; others thought being an 
independent contractor carried a higher liability risk.  

Approach. DHS informed independent support brokers that participants make the decisions and 
that being an independent contractor does not pose an additional liability risk. 

Financial Management Services  

Issue. The State chose to recruit financial institutions such as credit unions and banks to provide 
financial management services for participants but had difficulty finding more than one that was 
willing to provide these services. In March 2005, Iowa released a Request for Information to 
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credit unions and banks to determine their interest in providing financial management services 
but received no response.  

Background. Consumer Choices Option uses a Vendor Fiscal/Employer Agent model, which 
allows participants to be the common law employer while an FMS entity operates as the fiscal 
agent that manages payroll functions, payments of all state and federal employment taxes, and 
payments for goods and services. Financial management services are covered as a Medicaid 
waiver service in order to secure the higher Federal match rate. 

The State felt that one advantage of using financial institutions to provide financial management 
services was that they were already set up to do electronic deposits and had extensive experience 
monitoring and balancing accounts. Also, they could offer other financial services to participants 
and their worker/employees, such as financial counseling and savings accounts.  

Approach. Because Veridian Credit Union had been working with another grant dealing with 
self-direction for children for 3 years before the C&C grant was awarded, it agreed to enroll as a 
Medicaid FMS provider for Consumer Choices Option. The State had planned to start enrollment 
in March 2006, but Veridian took longer than anticipated to complete the readiness review. (As it 
turned out, the State had also not yet received the waiver approval from CMS by this date.)  

With technical assistance from the C&C NPO and their consultants, the readiness review with 
Veridian Credit Union was approved in November 2006. Veridian is the only entity providing 
financial management services statewide for participants in Consumer Choices Option. The State 
is continuing its marketing and outreach efforts to other credit unions and banks in order to meet 
CMS requirements that participants have a choice of providers.  

Individual Budgets 

Issue. Program staff had to assure the Director of DHS and state legislators that adding 
Consumer Choices Option to the six waiver programs would not increase the State’s HCBS 
Medicaid waiver costs.  

Background. Prior to the offering of Consumer Choices Option, case managers authorized 
services in the service plan based on assessed need. For various reasons—including a lack of 
reliable workers, many participants do not receive all of their authorized services. As a result, 
DHS was concerned that if participants were given the dollar amount of their authorized service 
plan in their individual budgets, Consumer Choices Option would cost more than traditional 
services. (The State has an Individualized Service Information System (ISIS) that tracks all 
expenditures and service plans, which is being used in Consumer Choices Option to develop 
budgets.) 

Approach. DHS staff developed a budget methodology to ensure that the new option would not 
increase overall waiver costs. This methodology is based on all participants’ service use—not 
individual use—which allows it to be used for new participants. The methodology also allows 
changes to the budget to address participants’ changing needs, whether they need additional 
services or increased amounts of current services. The State is monitoring service utilization in 

Lessons Learned from the C&C Replication States A-19 



Description of States’ Grant Initiatives Iowa 

Consumer Choices Option and continues to look at the budget methodology to ensure that 
budgets both meet participants’ needs and do not cost more than traditional services.  

Workers’ Compensation 

Issue. Workers’ Compensation Insurance has generally been too expensive for most participants 
to pay for out of their individual budgets. In Iowa, employees are entitled to workers’ 
compensation coverage if they earn more than $1,500 a year (or have the potential to earn more 
than this amount). Because DHS does not oversee workers compensation the Iowa Attorney 
General’s office did not think it could mandate coverage. Rather, DHS could only inform 
employers of the Department of Labor law.  

Although DHS did find an insurance broker who will sell coverage through the workers 
compensation risk pool, the minimum premium is $503, which can increase as participants’ 
payroll increases. Because the premium is paid for out of participants’ individual budgets, it is 
too high for those with low budgets, and some have to forego providing coverage, placing them 
at risk of being sued if workers injure themselves on the job. 

Approach. Currently, DHS and the Attorney General’s office are determining if DHS can and 
should mandate that everyone have workers compensation coverage, even though it will reduce 
the amount of funds available for services. DHS still needs to develop a working relationship 
with the Iowa Insurance Division to work through issues related to the employment of household 
workers and Workers’ Compensation Insurance. 

IV. Lessons Learned and Recommendations 

Based on its experience developing and implementing Consumer Choices Option, the State 
learned several lessons and made several recommendations that may be useful to other states.  

Communications  
 Although it can be difficult to reach participants and their families, states should have a 

comprehensive outreach and educational strategy. A better understanding of Consumer 
Choices Option and its benefits among participants would have helped to counter resistance 
from some case managers and service providers. 

 States should allocate resources for communications training. The Spitfire Communication 
training for program staff sponsored by the C&C NPO was extremely beneficial.2  

Training 
 The State should have combined the training for independent support brokers and case 

managers so that each group would have better understood each other’s role in Consumer 
Choices Option. 

 States should ensure that they can mandate training for case managers who will be involved 
in a new self-direction program. Doing so would have helped to decrease some of the 
confusion and misconceptions about Consumer Choices Options.  

                                                 
2 More information about this training is available at http://www.spitfirestrategies.com/. 
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Financial Management Services 

States should consider having someone on staff who understands the Internal Revenue Service 
and workers’ compensation rules regarding employment, and the responsibilities of FMS 
providers. 

V. Outcomes 

Enrollment began in a 12-county area on December 1, 2006 and expanded statewide on July 1, 
2007. As of December 31, 2008, 984 participants from six waiver programs have enrolled in 
Consumer Choices Option. 

During the first year of enrollment, DHS quality assurance staff conducted interviews with 
participants who had been in the program for 90 days, using the Personal Experience Survey. 
The survey found that participants and their families feel that service delivery is based on their 
individual needs and scheduling requirements and not those of agency staff. Additionally, now 
that participants can train staff, they feel that staff are better trained to meet the participant’s 
needs than agency staff. They also feel more comfortable with staff because they choose them 
and do not have strangers coming into their home. Finally, they feel they now have the flexibility 
to purchase the goods and service they need and are getting more services than they did before 
Consumer Choices Option because of reduced worker turnover. 

Their complaints about the program include too much paperwork to get started and a need for 
more training for case managers.  

A few individuals enrolled in Consumer Choices Option primarily to obtain home and vehicle 
modifications through their individual budgets while they continued to receive other services 
through the traditional system. Once the modifications were completed, they disenrolled.  

VI. Key Products 

Grant funds were used to develop a Consumer Choices Option fact sheet and a Consumer 
Choices Option consumer manual. A video was also developed showcasing two Consumer 
Choices Option participants. Materials developed under the grant can be found on the State’s 
website at http://www.ime.state.ia.us/HCBS/HCBSConsumerOptions.html or at 
http://www.cashandcounseling.org/resources/browse?SourceIndex=Iowa. 
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Kentucky 

The grant was awarded to the Department for Medicaid Services (DMS), which initially 
contracted with the Department for Mental Health, Developmental Disabilities, and Addiction 
Services to design the infrastructure to support the new Consumer Direction Option (CDO). In 
September 2006, the Department for Aging and Independent Living (DAIL) assumed 
responsibility for administering the grant and implementing the CDO program.  

I. Availability of Self-Directed Services Prior to Receiving Grant 

Prior to receiving the Cash & Counseling (C&C) grant, Kentucky had two state programs that 
included components of self-direction: the Personal Care Attendant Program and the Hart 
Supported Living grant program. Both programs are funded through the appropriation of state 
general funds.  

The Personal Care Attendant Program (PCAP) provides assistance to help adults with severe 
physical disabilities at risk of institutionalization to remain in their own homes and communities 
by subsidizing the cost of personal attendant services. PCAP participants hire attendants to 
provide personal care, housekeeping, shopping, meal preparation, and assistance with travel and 
other day-to-day activities. PCAP participants must be age 18 or older, severely and permanently 
physically disabled, need at least 14 hours but no more than 40 hours of attendant care per week, 
be mentally capable of instructing and supervising attendants, and be capable of preparing 
payroll and required employer tax statements. Approximately 400 people receive assistance 
through the PCAP program.  

The Hart-Supported Living program provides grants to individuals with disabilities to enable 
them to live in the community. Any state resident with a disability recognized under the 
Americans with Disabilities Act may apply for a grant. Grant recipients decide what supports 
and services they will purchase with grant funds and arrange and manage their services. The 
program currently serves 400 individuals. Both the PCAP and the Hart-Supported Living 
program are administered by the Department for Aging and Independent Living. 

Individuals with disabilities in Kentucky expressed interest in a C&C service model as early as 
the 1960s. Years later, interested citizens accompanied a legislator to view the Florida model, 
and, in 2004, legislation was passed creating the Consumer Direction Option in the State’s 
Medicaid waiver programs.  

II. Primary Purpose and Major Goals of the Grant 

The major goals of the grant were to amend three waivers to include CDO, and to develop the 
infrastructure to support the option, including interagency and intra-agency agreements; 
regulations, policies, and procedures; quality assurance strategies; and outreach and 
communication plans. The waivers that were amended are (1) the Supports for Community 
Living waiver for individuals with mental retardation or other developmental disabilities, (2) the 
Acquired Brain Injury waiver, and (3) the Home and Community-Based Services waiver for 
elderly persons and adults with physical disabilities. 
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III. Issues in Key Areas and How They Were Addressed 

The State experienced challenges in several key areas when developing and implementing its 
new program. These challenges and the approaches the State has taken to address them are 
described below.  

Administrative Changes and Lack of Coordination Across Agencies 

Issue. Numerous administrative changes—a new governor, four different Medicaid directors, 
and changes in responsibility for the administration of CDO—all delayed implementation 
throughout the grant period.  

After the grant’s first year, DMS transferred responsibility for CDO from the Department for 
Mental Health, Developmental Disabilities, and Addiction Service back to DMS and then 
contracted with DAIL to implement the program. DAIL then contracted with the local Area 
Agencies on Aging and Independent Living (AAAs) to handle all program operations. Approval 
from both DMS and DAIL is necessary for policy decisions.  

Because the State was behind schedule and there was strong legislative interest and consumer 
group pressure to implement the program, insufficient time was allowed to train the AAA’s prior 
to implementation and to establish all of the program’s operational policies and procedures. As a 
result, policies and procedures were changed frequently to reflect experience gained and to 
address problems encountered and many issues were not adequately addressed. For example, the 
State had not determined whether individual budgets could be used to cover transportation and 
workers’ compensation insurance and so support brokers were unable to advise participants in 
these areas. 

Support brokers and financial services managers were frustrated with the frequent changes and 
the time and effort required to keep up with them, and as a result lacked confidence in their 
ability to serve potential and current participants. Participants were frustrated for the same 
reason. 

Approach. DAIL developed a procedures manual and distributed it to (1) the departments that 
administer the three waivers, (2) the AAAs, which operate CDO, and (3) the Area Development 
Districts (ADDs), which provide financial management services (FMS). DAIL also held various 
trainings throughout the State—both in person and via video conference—on a wide range of 
CDO topics, including assessments and billing. DAIL also developed provider guidelines to 
answer questions and alleviate fears and concerns about the status and future direction of CDO, 
and hired a nurse consultant and social workers to act as liaisons to the AAA’s to troubleshoot 
program issues.  

Outreach and Education  

Issue. The initial outreach and education activities—funded by a local Kentucky health 
foundation and carried out by state developmental disabilities organizations—were undertaken 
when the grant was being administered by the Department for Mental Health, Developmental 
Disabilities, and Addiction Services. When responsibility for developing and implementing CDO 
was transferred to the AAAs, some program policies changed, as did outreach and education 
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approaches, which caused confusion among many stakeholders. In addition to having to deal 
with the confusion caused by the changes, program staff also had to correct misconceptions 
about the financial management responsibilities as some individuals believed they could hire 
family and friends to handle payroll and other financial tasks. 

Approach. In addition to revising the policy and procedures manual, DAIL established a toll-
free number to answer questions about CDO. The AAAs updated and distributed brochures and 
implemented marketing and outreach activities in order to disseminate the new information to 
current waiver participants, community advocacy groups, and other stakeholders.  

Counseling 

Issue. Kentucky uses support brokers to provide both counseling and traditional case 
management services. The lack of a clear role definition caused confusion for support brokers 
both with and without prior case management experience. Many support brokers thought their 
role was limited to CDO tasks. Additionally, some of the support brokers initially hired lacked 
case management experience, which was a problem when dealing with participants who needed 
medically-related services.  

Background. CDO participants direct non-medical in-home services only. Medically-related 
services are not included in the individual budget and are provided through the traditional service 
system as non-CDO waiver services, overseen by a traditional case manager. 

The tasks, responsibilities, and parameters of the support broker’s dual role were not clearly 
delineated prior to implementation of CDO. For example, some support brokers thought their 
role was limited to handling CDO tasks while others thought they had a broader responsibility to 
ensure participants’ health and welfare, as case managers do in the traditional service delivery 
system.  

Although the waiver specifies that support brokers need to meet required case manager 
qualifications, because CDO implementation was rushed (for reasons described above) some 
individuals who did not were initially hired. 

Approach. DAIL provided additional training for support brokers to reiterate their responsibility 
to ensure that all of the CDO participants’ needs are met, regardless of whether a traditional case 
manager is overseeing the provision of medically-oriented services. The Department also 
conducted conference calls with support brokers to clarify policies and procedures and answer 
questions, and added links on its website to other information sources, such as the University of 
Kentucky Human Development Institute, which has a Disability Resources Manual.  

The policy and procedures manual referred to above also addresses support brokers’ roles and 
responsibilities, and this manual has been distributed to all support brokers and financial services 
managers. DAIL has also assigned liaisons to each of the AAAs to answer any additional 
questions about the program. Finally, support brokers who did not have the required 
qualifications to be waiver case managers were reassigned to other jobs. 
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Issue. CDO was implemented in three waivers but the AAA support brokers had experience 
only with the waiver for elderly persons and adults with physical disabilities. As a result, they 
were not knowledgeable about the unique and varied needs of individuals with developmental 
disabilities and acquired brain injury or the specific resources available for these populations, 
such as supported employment. 

Approach. The Department provided additional training for support brokers in the Acquired 
Brain Injury and Supports for Community Living waivers. However, despite all the training that 
DAIL gave to the AAA support brokers, they never felt comfortable providing services in these 
waivers, and so in July 2008, DAIL recruited support brokers from outside the AAAs, such as 
case managers working in Community Mental Health Centers, who were then trained to perform 
support broker tasks. 

Issue. The payment to home health agencies for conducting assessments and reassessments for 
level-of-care determination was $100. Many agencies deemed this amount insufficient but 
provided the service because they could recoup any losses when they provided services. For 
CDO participants who were not using agency services, the agencies had no incentive to provide 
the assessment service for a fee that they believed was lower than the cost, particularly given that 
transportation costs to remote areas to conduct assessments were not covered and gas prices were 
increasing. As a result, potential and current participants were unable to find home health 
agencies to conduct their assessments and reassessments.  

Approach. DAIL changed its program policies to allow support brokers to conduct assessments 
and reassessments of individuals who choose to use CDO, and provided training on how to 
conduct the assessment. The support broker sends the completed assessment form to a state-
contracted Quality Improvement Organization, which reviews the assessment and makes the 
level-of-care determination. A DAIL staff nurse also reviews the assessment if there is not a 
nurse on staff at each AAA. For CDO clients with both non-medical and medical needs (those 
receiving “blended” services), at a minimum, the assessment team must include a qualified 
support broker and a nurse to conduct the assessment and reassessment. A few agencies continue 
to conduct assessments for CDO participants, predominantly for those who are receiving 
medically-related agency services in addition to services covered under their individual budgets.  

Resistance from Key Stakeholders 

Issue. In some areas of the State, because home health agencies thought CDO would lead to a 
loss of revenue, they would not voluntarily provide any information about the program, or would 
provide inaccurate information. 

Approach. To address their concerns, DAIL invited representatives of the home health agencies 
to be members of the CDO Advisory Board. Additional Board members included individuals 
with disabilities, their families, and advocates; state staff; support brokers; and representatives 
from financial management entities. The Advisory Board provided a forum for stakeholders to 
share concerns and information and helped to lessen providers’ fears about losing revenue.  

To address reports that agencies were providing inaccurate information, and in some cases 
discouraging individuals from enrolling in CDO, DMS staff contacted the Executive Director of 
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the State Association of Home Health Agencies and recounted the incidents. They requested that 
the Association send a memorandum to the home health agencies clarifying the facts about CDO 
and defining their responsibility to provide information about CDO to their clients. Currently, the 
State is not hearing complaints about the provision of misinformation.  

Person-Centered Planning 

Issue. Support brokers in CDO are required to use person-centered-planning (PCP) but several 
support brokers lacked experience doing so. Initial monitoring of the program has revealed that 
support brokers are using the PCP process, but they are only working with participants and not 
including family members and other informal supporters, or formal service providers. 

Approach. DAIL has upgraded its training for support brokers about person-centered planning. 
DAIL also provides PCP training for participants, family members, community providers, and 
participants’ employees. The AAAs are required to monitor support brokers to determine and 
document whether and how they are using person-centered planning to develop individual 
budgets and service plans.  

Financial Management Services  

Issue. A request for proposals for FMS entities was issued; however, only one proposal was 
received, which was not affordable.  

Approach. Because a year had passed from the date of the state legislation that authorized and 
required a self-directed service option to be implemented in Kentucky’s waiver programs, the 
State quickly contracted with the 15 Area Development Districts that provide a variety of 
financial services for AAAs and the State, to provide financial management services for CDO. 
DMS hired a consultant to work with the ADDs, and trained the ADDs to monitor timesheets, 
budgets, make payroll, and keep required records for CDO. 

Enrollment 

Issue. The enrollment process was initially overly complex with over 40 separate steps, and 
Medicaid’s Quality Improvement Organization also caused delays by not processing paperwork 
in a timely manner, sometimes taking a month to review budgets. As a result, enrollment was 
taking 8 to 10 weeks and several AAAs had waiting lists and experienced delays in processing 
budgets. These delays led some potential participants to remain in the traditional service system. 
Lastly, difficulty in finding employees also caused delays and led some participants to disenroll.  

Approach. An interdepartmental team worked to reduce the number of steps and forms required 
for enrollment and it now takes only 8 to 10 days. DAIL also capped the number of clients that a 
support broker could serve at any one time at 40, and some AAAs hired more support brokers.  

Individual Budgets  

Issue. The initial waiver amendment applications did not include goods and services under the 
waiver due to concerns that this coverage would increase program costs. When CDO was first 
implemented, the lack of coverage for goods and services was a major enrollment disincentive 
for those who needed medical supplies. Even after the State decided to add goods and services, 
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debates continued about whether the purchase of goods and services should only be allowed if 
they permanently reduced the need for workers.  

Background. In the traditional service system, home health agencies provide medically 
necessary supplies to the individuals they serve as part of providing personal care, homemaker, 
and respite services. Because their profit margins on these supplies are low, they have little 
incentive to provide them if they are not providing other services.  

Approach. The C&C National Program Office (NPO) and program staff worked with the 
Medicaid agency to come to an agreement about the need to include goods and services in CDO. 
Subsequently, all three waivers were amended a second time so that participants may now 
include goods and services in their plan of care and purchase them with their individual budgets. 
The Medicaid agency has defined permitted expenditures in regulation and trained support 
brokers about this coverage. 

Issue. The established budget cap has been a source of contention because it is based on 
historical service use, which does not account for the under-utilization of services caused by a 
lack of workers. Because service utilization prior to CDO was much less than what was 
authorized, using historical costs created inadequate budgets for participants in most cases.  

Approach. DAIL developed a system for participants to request an increase in their budget to 
meet their assessed needs. Participants can also request an adjustment when a change in their 
condition necessitates additional services.  

Issue. The Medicaid agency’s billing system was not designed to provide flexibility for 
participants to spend funds in their individuals budgets. For example, the system had codes for 
specific services and no code for CDO services. Thus, once specific services were authorized 
(e.g., 5 hours of respite, 5 hours of homemaker services, and 20 hours of personal care), 
participants were not able to easily reallocate their service hours.  

Approach. The system has been revised to allow for a single CDO code, which gives 
participants the flexibility to spend their budgets on the services they need and to reallocate 
funds to meet changing needs. This change was implemented on July 1, 2008. 

Paying Relatives 

Issue. There are differences in opinion among state agency staff who administer the waiver 
program, DAIL staff, and participants about the extent to which relatives and other available 
informal supporters should provide services for no pay.  

Approach. In addition to reviewing CMS guidance in the waiver application and CMS reports 
about other states, DAIL and DMS staff continue to discuss this issue and will continue to 
research how other states address it. 

IV. Lessons Learned and Recommendations  

Based on its experience developing and implementing the Consumer Direction Option, the State 
learned several lessons and made several recommendations that may be useful to other states.  
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Lessons Learned from the C&C Replication States A-29 

Program Implementation 

It is essential to develop and, preferably, pilot a program’s infrastructure (e.g., policies and 
procedures and billing processes) prior to implementation. Implementing the program in a few 
pilot sites to work out kinks before expanding statewide is highly recommended. 

Administrative 
 When multiple agencies are involved in development, outreach, training, and 

implementation, it is essential to have a clear delineation of each agency’s roles and an 
efficient communication system among them. Without clearly defined roles, there is a 
tendency for departments to disagree about who has the authority to make policy with 
resulting delays in decision making.  

 States should take whatever steps they can to ensure continuity of the personnel involved in 
developing infrastructure, training, and implementation. Due to staff turnover, Kentucky had 
to continually educate new staff about the history of Cash & Counseling and the CDO 
philosophy, policies and procedures, service barriers, and possible solutions. Every time 
turnover occurred in key positions, implementation was delayed.  

Financial Management Services 

States should have an FMS subject matter expert on staff prior to program implementation. 
Ideally, a designated staff person would be responsible for staying current on all of the laws and 
regulations related to the provision of this service.  

V. Outcomes  

The Consumer Direction Option is currently offered in three of Kentucky’s waiver programs. 
Unlike some other C&C states, Kentucky did not experience difficulties with slow enrollment. 
The C&C model had been discussed for many years and waiver participants were ready and 
eager to enroll in the new option, despite implementation challenges. As of November 30, 2008, 
1,442 individuals had enrolled in the CDO program. [Enrollment figures for December 2008 
were not available at the time of publication.] 

VI. Key Products  

Information about CDO, including the CDO brochure and DAIL CDO contact details, can be 
found at these websites: http://chfs.ky.gov/dail/Consumer+Directed+Option.htm and 
http://chfs.ky.gov/dms/Consumer+Directed+Option.htm.  

In addition, a description of the program and Kentucky’s application for the waiver amendment 
and other CDO resources are available on the C&C website at 
http://www.cashandcounseling.org/about/participating_states. 

http://chfs.ky.gov/dail/Consumer+Directed+Option.htm
http://chfs.ky.gov/dms/Consumer+Directed+Option.htm
http://www.cashandcounseling.org/about/participating_states




Michigan 

The Cash & Counseling (C&C) grant was awarded to Michigan’s Office of Long Term Care 
Supports and Services. The Medicaid Service Administration (MSA), which is responsible for 
the MI Choice waiver’s contracts, standards, and policies, worked with program staff to help 
develop and implement the program. The MSA policy unit assisted with the waiver amendment 
and renewal process. The Office of Mental Health and Substance Abuse provided support and 
mentoring with person-centered planning (PCP) training and allowed grant staff and MI Choice 
waiver staff to attend their forums and seminars. 

I. Availability of Self-Directed Services Prior to Receiving Grant 

Michigan has had significant experience with participant direction and control of services in its 
public mental health system through the application of self-determination principles and 
methods. (In Michigan, the mental health system includes developmental disabilities services 
and will be referred to throughout as the mental health/DD system.) In 1996, the State enacted a 
law requiring that mental health program participants’ individual service plans be developed 
using a PCP process, and the State participated in the Robert Wood Johnson Foundation’s 
National Program of Self-Determination for Persons with Developmental Disabilities.  

Michigan has well-developed guidelines for conducting person-centered planning, which is the 
basis for individual budget development as delineated in the State’s Self-Determination Policy 
and Practice Guideline promulgated in 2001. In the mental health/DD system, 12 entities 
function as fiscal intermediaries, providing financial management services (FMS) to participants 
who have an individual budget. The Michigan Department of Community Health also produced 
the Self-Determination Technical Advisory: The Choice Voucher System in order to provide 
guidance to community mental health agencies in implementing arrangements that support 
participant self-determination.  

At the time Michigan received its C&C grant, a self-direction option was not available for 
participants in MI Choice, the State’s HCBS waiver program that serves elderly persons and 
working age adults with disabilities. 

II. Primary Purpose and Major Goals of the Grant 

The grant’s primary purpose was to develop a self-direction program that would be available 
statewide; the State called this initiative Self-Determination in Long-Term Care. Subsequent to 
CMS policy changes that allowed a more wide-ranging approach to participant-directed services 
under a standard Section (§) 1915(c) waiver, Michigan chose not to pursue an Independence Plus 
waiver, as it had initially planned. Instead, the State decided to amend its MI Choice waiver to 
include a self-direction option.  

The grant’s major goals included (1) implementing the new option in ‘pioneer’ sites and phasing 
in statewide expansion, (2) ensuring participant involvement in the development and evaluation 
of the C&C option, (3) developing elements of the MI Choice waiver quality management 
strategy that comply with the minimum design requirements of the Independence Plus waiver, 
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and (4) developing the infrastructure and modifying current policies and procedures to support a 
C&C model.  

III. Issues in Key Areas and How They Were Addressed  

The State experienced challenges in several key areas when developing and implementing its 
new program. These challenges and the approaches the State has taken to address them are 
described below.  

Administrative 

Issue. MI Choice is operated through an Organized Health Care Delivery System, which 
contracts with 21 waiver agents who in turn subcontract with service providers to deliver 
services to waiver participants. “Waiver agents” is the term Michigan uses for the entities that 
operate waiver programs, such as Area Agencies on Aging (AAAs). In addition to 
subcontracting with service providers, waiver agents provide some services, primarily case 
management (called care management in Michigan). Ensuring the involvement of all key 
stakeholders in the development of the C&C option was challenging. Each waiver agent has its 
own distinct organizational culture and numerous groups of stakeholders had to evaluate the 
services available, determine which services most lent themselves to self-direction, and create 
new services to support self-direction, including Fiscal Intermediary services. 

Approach. To be effective, implementation strategies, participant education materials, and 
policies and procedures had to be accepted by waiver agents as both realistic and reasonable. 
Focusing on the four pioneer sites—representing both urban and rural areas—enabled program 
staff to ensure that the perspective and interests of the waiver agents were the foundation of the 
new C&C option. Program staff met with local and statewide consumer and advocacy groups, as 
well as with the pioneer sites’ internal workgroups and consumer advisory councils, to provide 
information about the program and drafts of all materials developed for the program.  

Person-Centered Planning  

Issue. Prior to receipt of the C&C grant, the State had not conducted PCP training in the long-
term care (LTC) system for elderly persons and working age adults with physical disabilities. 
Although the State had a considerable amount of information and educational materials about 
person-centered planning and self-determination for participants in the mental health/DD service 
system, little pertained directly to individuals in the LTC system. 

Because the education process must change attitudes, not just provide information, debunking 
myths and addressing misconceptions about Cash & Counseling proved challenging. Because 
person-centered planning was associated with the mental health/DD system, many members of 
the LTC community did not understand its purpose or relevance to LTC services and how to use 
it in the LTC system. Attitudinal barriers were widespread and many stakeholders were 
defensive—feeling that they were already doing person-centered planning and did not need 
training.  

Background. The State views person-centered planning as the foundation for all individual 
service plans, as well as for budget development for participants choosing self-direction, and has 
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mandated its use in MI Choice.3 Although waiver agents are contractually required to use 
person-centered planning, no statewide-sanctioned training had been provided at the time the 
C&C grant was received. Waiver agents can choose whether or not to conduct or participate in 
PCP training. Also, the State had developed PCP and self-determination/ direction guidelines fo
the mental health/DD system but not the LTC

r 
 system.  

                                                

Program staff also needed to educate themselves about person-centered planning and self-
direction as they designed the C&C option and did so by creating and revising PCP and self-
direction curricula. Many stakeholders needed to be educated, including care managers, 
executive and finance staff, and boards of directors of the pioneer sites’ waiver agents, in 
addition to other waiver agents, participants, service providers, AAA staff, and policy makers. 

Approach. The PCP Action League was formed by the Office of Long Term Care Supports and 
Services to address the implementation of person-centered planning in the LTC system 
generally, and in MI Choice in particular. Stakeholders from throughout the State, including 
participants, advocates, and state policy makers led the process to draft policy and practice 
guidelines and provide input on the training curriculum. The training involved several 
methodologies: classroom, interactive, and real time planning.  

The Office of Long Term Care Supports and Services drafted PCP and self-direction/ 
determination practice guidelines, revised them based on stakeholder input, and disseminated 
them to waiver agents. Review criteria for person-centered planning were incorporated into the 
waiver agent provider reviews and the Office performed an informal PCP audit to see how 
person-centered planning was documented in participant case files.  

Program staff began PCP training with the pioneer sites and revised the training based on 
evaluations. Several training opportunities on person-centered planning and the C&C option 
were then offered in various formats statewide—at conferences, meetings, forums, and other 
venues. Program staff, local coordinators at the pioneer sites, and nationally recognized experts 
conducted the trainings. 

Participant education materials also went through numerous iterations. Each pioneer site was 
required to have a consumer advisory council in place, which proved invaluable in developing 
many different types of information and educational materials to enable participants to 
understand the C&C option and make an informed choice to try it.  

Counseling Services  

Issue. Waiver agents varied in how they provided counseling services, with some designating a 
specific care manager to be the self-direction coordinator and some making the entire care 
management staff responsible for the new C&C option. Having traditional care managers assume 
the counseling role in the new C&C option required a major paradigm shift in their thinking as 
well as the way in which MI Choice operated.  

 
3 Michigan uses the term self-determination rather than self-direction. The report uses the term self-direction to 

prevent confusion. 
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Background. Waiver agents provide care management services, which include arranging for the 
provision of services through traditional home help agencies. Options for participants to choose 
providers, types of services, and how they were delivered varied widely among the waiver 
agents. 

Approach. To ensure that care managers were able to accept and support the new self-direction 
paradigm, program staff provided two intensive “boot camps” for key staff from the pioneer 
sites. Program staff, local coordinators, participants, consultants, and support coordinators from 
the mental health service system also provided training for stakeholders at the pioneer sites, 
including board members, executive staff, and consumer advisory council members.  

Financial Management Services 

Issue. The fiscal intermediaries that provide financial management services in the mental 
health/DD delivery system were not familiar with the MI Choice waiver and had no experience 
working with elderly persons and adults age 18–64 with physical disabilities. 

Background. The State had an established network of fiscal intermediaries in the mental 
health/DD system, but the local Community Health Boards that contract with them had not used 
a consistent approach in their contractual requirements. The MI Choice budgets are smaller than 
those in the mental health/DD system and the requirements for service providers are also 
different. 

Approach. Several fiscal intermediaries who were providing services for mental health program 
participants expressed interest in learning about a new client base and were willing to undertake 
all the required tasks. Program staff held trainings for those who were interested. In addition, 
program staff obtained technical assistance from the C&C National Program Office (NPO) to 
develop a readiness review process based on standards for essential tasks that fiscal 
intermediaries have to meet before they can provide services. The NPO consultant provided 
training for this review to interested fiscal intermediaries. 

Program staff and an expert consultant trained the financial, data management, and contract staff 
who worked for the waiver agents at the pioneer sites to conduct readiness reviews. The training 
included information about the readiness review criteria and process, as well as the monitoring 
process. Pioneer site teams then conducted the readiness reviews with fiscal intermediaries. In 
the end, all the fiscal intermediaries chosen for MI Choice were also providers of fiscal 
intermediary services for mental health program participants. 

Quality Assurance and Quality Improvement Systems 

Issue. Adapting the current quality assurance and quality improvement (QA/QI) system to 
measure the effectiveness of the new self-direction service option, the quality of service and 
supports, and the quality of life for participants was challenging, particularly as the State had to 
determine how to address self-direction quality issues in the current QA/QI system that all 
waiver agents use. 

Background. The MI Choice Quality Management Collaborative—a group composed primarily 
of service users and advocates from around the State—has been meeting since 2004 to examine 
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MI Choice quality issues, develop quality indicators, and address risk management policy and 
procedures.  

Approach. Program staff used the Collaborative as the steering committee for the 
implementation of the C&C option and received technical assistance from the C&C NPO, 
Scripps Gerontology Center, and the University of Michigan. Program staff designed an initial 
follow-up satisfaction survey for new participants, using the Participant Outcome Survey Method 
(POSM) to measure quality of life outcomes. The POSM was piloted in the pioneer sites and was 
revised based on feedback from participants. It is now being used statewide and will be included 
in the MICIS information system. 

Enrollment  

Issue. It was challenging to develop a standardized enrollment process that would also allow 
individual waiver agents the flexibility to use different enrollment approaches.  

Background. Each waiver agent designed the enrollment process differently; some have 
designated staff for the new option and others expect all care managers/support coordinators to 
conduct enrollment. Similarly, while fiscal intermediaries all perform the same program tasks, 
the process for performing them varies depending on the waiver agents who contract for their 
services. The role of the fiscal intermediary during enrollment includes explanation of their 
duties and the forms, and the provision of information about Medicaid fraud.  

Initial enrollment was targeted to current waiver participants, primarily because all waiver slots 
were allocated and MI Choice was not taking new participants at the pioneer sites. Another 
consideration was to enroll participants whom the care managers/support coordinators knew well 
and who appeared would benefit immediately from the option.  

Approach. Program staff understood that waiver agents would want to design their own 
implementation processes and they were given the flexibility to do so. To share information 
about best practices, program staff conducted weekly teleconferences with the coordinators at the 
pioneer sites. 

At the same time, program staff developed a core process that all waiver agents have to follow. 
Check-lists were developed outlining each step in the enrollment process, including the 
necessary forms to be completed and data to be collected. They also established the process for 
tracking budget and enrollment data for C&C NPO reports, as well as other information that 
must be sent to the Office of Long-Term Services and Supports. Each pioneer site had to develop 
a sustainability plan to ensure that enrollment in the C&C option would be an option for all 
current and future MI Choice participants.  

Individual Budgets 

Issue. As with the enrollment process, the challenge was to develop a standardized process for 
developing individual budgets but to allow for variation among waiver agents and fiscal 
intermediaries. In particular, program staff had to determine how much variation would be 
allowed.  
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Background. While templates and processes for developing individual budgets were available 
for self-determination participants in the mental health/DD system, they were not directly 
applicable for participants in MI Choice. Program staff developed policy and practice guidelines 
for developing individual budgets in MI Choice, which were provided to stakeholders for their 
input before they were finalized. 

Approach. Budget development is based on the PCP process. The pioneer sites developed 
budget templates for waiver services and supports based on and adapted from those used by the 
mental health agencies, and worked with fiscal intermediaries on several iterations of the budget 
template. Program staff experimented with an adjusted unit rate and held “budget roundtables” 
with the pioneer sites and the director of the Office of Long Term Care Supports and Services to 
share processes and outcomes. Currently, two methodologies are being used: the zero-based 
budget and the unit rate budget.  

Each option accounts for expenses in the budget, including services and number of hours; wage 
rates for workers; employment taxes and other related costs; fiscal intermediary services; and 
other waiver services that are not participant directed. Zero-based budgets begin with the cost of 
individual workers’ wages and other expenses are added to reach a total. Unit rate budgets begin 
with an established hourly rate for services, which is multiplied by the number of hours 
authorized; from this total amount, the cost of other expenses are subtracted to establish the total 
budget amount.  

Most waiver agents are using the zero-based budget model because they believe it more 
accurately reflects the spending plan. A policy and practice guideline for individual budgets was 
drafted and released to stakeholders for their feedback, which will be used to revise the 
guidelines. 

IV. Lessons Learned and Recommendations 

Based on its experience developing and implementing Self-Determination in Long-Term Care, 
the State learned several lessons and made a number of recommendations that may be useful to 
other states.  

Communications 

Program staff need to be patient and prepared to repeat information—from the principles and 
values of the new paradigm to the information required on the forms. It is important to find as 
many ways to impart the information as possible. Examples include in-person training, 
conference calls, “boot camps,” and written bulletins. The message can also be incorporated into 
larger forums on long-term care.  

Program Implementation  

States should strongly consider piloting a new self-direction option prior to statewide 
implementation. Working with waiver agents to design and implement Michigan’s new option in 
pilot sites was critical to the ultimate success of the initiative. Staff at the sites had expertise that 
was essential in the design and development stage as well as during implementation and quality 
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monitoring. They also had the needed credibility to conduct training for care managers/support 
coordinators.  

While the Office of Long Term Care Supports and Services provided grants to the pilot sites, 
each site had to provide matching funds and in-kind contributions to support this effort. Waiver 
agents had to apply for a grant and describe their interest in and commitment to changing the 
system to allow participants more choice and control. The waiver agents with the most positive 
plans, who were also seen as leaders among the waiver agent system, were selected for the pilot. 
This approach helped the State to ensure buy-in for initial implementation and to develop 
program “champions” when the program was expanded.  

Finally, piloting the program not only provided invaluable input, it provided time for the State to 
identify issues and to refine policies, outreach techniques, and approaches to measuring quality 
prior to statewide implementation.  

Administrative 
 It is important to have a designated coordinator or a person with the authority to ensure that 

all local staff are knowledgeable and supportive of the program. 

 Program staff also need to be flexible and prepared to change as better ways to do things 
become clear. What seemed logical in theory sometimes did not work in practice. For 
example, the budget template was refined numerous times to increase its ability to accurately 
reflect participants’ needs and service preferences, and a policy requiring CPR training for all 
staff was changed to allow exceptions for participants with Do Not Resuscitate orders. 

V. Outcomes  

The MI Choice waiver was amended during the renewal process to make Self-Determination in 
Long Term Care a statewide option. (Initially, the MI Choice waiver was amended to include a 
self-direction option only for the Pioneer Sites.) The option includes two self-direction models—
an employer/agent model, called the Choice Voucher System, and an agency-with-choice model, 
which is under development. By December 31, 2008, 659 individuals had enrolled in the Self-
Determination in Long Term Care program, 68 percent of whom are over age 60; 91 participants 
out of the 659 have disenrolled.  

The program has a disenrollment form for listing the reasons for leaving the program, as well as 
any efforts by the support coordinator to resolve precipitating factors. Reasons include death, 
admission to a hospital or nursing home, relocating to a geographic area where the option is not 
yet available, and personal reasons. When someone wants to disenroll, a support coordinator/care 
manager is required to follow up and find out if there are any problems that can be resolved. 
Disenrollment information is submitted to the State for review. 

VI.  Key Products  

Grant funds were used to develop a wide range of outreach, education, and technical materials, 
as well as reports and manuals, which can be found at 
http://www.cashandcounseling.org/resources/browse?SourceIndex=Michigan.  
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Specific information about the Self-Determination in Long-Term Care option and the PCP 
Practice Guidance for MI Choice waiver sites is available at 
http://www.michigan.gov/ltc/0,1607,7-148--179012--,00.html. 

 

http://www.michigan.gov/ltc/0,1607,7-148--179012--,00.html


Minnesota 

The Cash & Counseling (C&C) grant was awarded to the Minnesota Department of Human 
Services (DHS). 

I. Availability of Self-Directed Services Prior to Receiving Grant 

Prior to receiving the C&C grant, Minnesota had considerable experience providing a range of 
self-directed services options. Since 1997, the RWJF Self-Determination Project for the waiver 
for persons with Mental Retardation and Related Conditions (MR/RC) has incorporated all 
aspects of the C&C model (e.g., person-centered planning and control over an individual budget) 
in a service option called Consumer Directed Community Supports (CDCS).4 However, the 
option was not available statewide.  

Since 2000, the State has also offered Personal Care Assistance (PCA) Choice under 
Minnesota’s Medicaid State Plan, all five waiver programs, and the Alternative Care program. 
Alternative Care is a state program targeted to low-income people aged 65 and older who are 
financially ineligible for Medicaid and who meet nursing home level-of-care criteria. 

PCA Choice allows participants to hire, supervise, and dismiss their workers using an agency-
with-choice model. In addition, the Alternative Care program offered an option called Cash 
Grant Services that allowed participants to purchase personal assistance services from non-
agency workers when no agency workers were available, and to purchase goods and services not 
available on the service menu. Providers were paid directly by the county. The Cash Grant 
Services program was discontinued with the advent of CDCS.  

The Consumer Support Grant (CSG) program allows recipients to convert the state portion of 
Medicaid payments for specific home care services into a cash grant. Eligible participants 
receive monthly cash grants to replace fee-for-service home care services payments. With county 
assistance, participants can manage and pay for a variety of home and community-based services 
(HCBS). The CSG program provides participants with greater flexibility and freedom of choice 
in service selection, payment rates, service delivery specifications, and employment of service 
providers. Parents, spouses, family members, neighbors or friends can be paid for services, as 
well as employees of traditional home care provider agencies 

Prior to receiving the C&C grant, the Department of Human Services was working on a plan to 
ensure statewide access to the CDCS service option by adding it to all of the State’s Medicaid 
HCBS waivers, the Alternative Care program, and the Title III-funded National Family 
Caregiver Support Program’s respite option. The Centers for Medicare & Medicaid Services 
(CMS) approved CDCS as a service under all of Minnesota’s waivers in March 2004, which 
provided the impetus for the statewide expansion of self-directed services. The Department 
began a two phased implementation plan in October 2004. 

In the first phase, CDCS was made available in the 37 counties previously authorized to provide 
CDCS under the MR/RC waiver (the state has 87 counties). It was available in all waiver 
                                                 
4 In Fall 2007, the MR/RC waiver was renamed the DD waiver. 
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programs, the Alternative Care program, and in the State’s two managed care integrated 
purchasing and health delivery systems—Minnesota Disability Health Options and Minnesota 
Senior Health Options, hereafter referred to as managed care organizations (MCOs.) This phase 
also included the transition of individuals who were currently receiving CDCS under the MR/RC 
waiver to services that reflected the new policies, including a new budget methodology. In the 
second phase, starting April 2005, CDCS was made available statewide. The exhibit below 
depicts the features of the various self-directed service options that were available when 
Minnesota was awarded its C&C grant in October 2004. 

Exhibit 1. Self-Direction Options Available Prior to Receipt of C&C Grant 

Service/Program 

Control 
of 

Budget 

Develop 
Service 

Plan 
Hire 

Workers

Buy 
Goods/ 
Services 

Buy Self- 
directed 

Supports1 Funding Source

CDCS—(HCBS waivers)  Yes Yes Yes Yes Yes Medicaid 

CDCS—(Alternative 
Care) 

Yes Yes Yes Yes Yes State and Private 
Pay funds 

PCA Choice—(State Plan, 
HCBS waivers, and 
Alternative Care) 

Yes Yes Yes No No Medicaid and 
State, Private 
Pay  

Consumer Support Grant  Yes Yes Yes Yes No State 

NFCSP Caregiver Respite2 Yes Yes Yes Yes Yes Title III-E and 
Private Pay 

1 Self-directed supports include support planner services and the fiscal support entity. 
2 The National Family Caregiver Support Program is targeted to caregivers for persons age 60 or older. 

II. Primary Purpose and Major Goals of the Grant 

The primary purpose of the C&C grant was to jumpstart CDCS enrollment in the Elderly waiver, 
the Community Alternatives for Disabled Individuals waiver program, the state-funded 
Alternative Care program, and the Title III-funded National Family Caregiver Support Program. 
The grant primarily focused on increasing enrollment among older adults, infrastructure 
development, training and technical assistance, and outreach and marketing to older adults and 
family caregivers. The grant enabled the State to respond to some of the enrollment barriers and 
to strengthen the infrastructure to support CDCS. 

The grant’s major goals were (1) to expand essential services that support CDCS—including 
fiscal and counseling services—to ensure their quality and availability statewide; and (2) to 
increase enrollment in CDCS, particularly among older adults, by building consumer awareness 
and advocacy in conjunction with key partnership networks. 
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III. Issues in Key Areas and How They Were Addressed 

The State experienced challenges in several key areas when developing and implementing its 
new program. These challenges and the approaches the State has taken to address them are 
described below.  

Outreach and Education 

Issue. Minnesota’s Medicaid State Plan and HCBS waiver programs, as well as the State’s 
Alternative Care program, cover a comprehensive range of services. These programs serve many 
people who are satisfied with the traditional system and have strong relationships with their case 
managers, which they rely on and say they do not want to change. Consequently, many people 
who were not familiar with the new self-direction option were not motivated to learn about the 
option and enroll.  

Approach. Initially, the Department sent a postcard to all current eligible adults in the Elderly 
waiver, Community Alternatives for Disabled Individuals waiver, and Alternative Care program; 
response was minimal. The Department also prepared a variety of outreach and educational 
materials for current waiver and Alternative Care program participants that described the 
program, and used stories to explain how to use CDCS and how it can benefit participants. 
Materials included a Consumer Handbook, kiosk card, program video, web pages, messaged 
scripts for professionals, quizzes, a collection of personal stories, and other materials. The 
materials also explained how case managers would continue to have a central role in the 
program. (See Key Products section at the end of this summary for links to some of these 
materials.)  

In addition, the Department conducted regional meetings in 2007 with local CDCS stakeholders 
to more directly address slow enrollment and low demand for the CDCS option. The State is 
continuing these meetings as a key strategy in effectively communicating information about 
CDCS policy, practice, and roles; fostering working relationships among key players; and better 
addressing training and technical assistance needs of the lead agencies. Project staff encouraged 
all stakeholders across the State to use their communication resources (e.g., newsletters, training 
programs, written and web-based materials, and community forums) to inform the public about 
CDCS. Many organizations and networks responded. Project staff also worked closely with a 
25-member stakeholder group representing lead agencies, provider networks, advocacy 
organizations, and consumers to inform and gather input for strategic development of CDCS. 

Project staff recruited a CDCS participant’s daughter to represent Minnesota in the National 
Participant Network and also established a Self-Directed Services Advocacy Group for 
Minnesota comprising CDCS participants, family members, and other interested parties. Their 
goal is to become a strong voice for self-directed services and to help ensure the sustainability of 
the model in the future. Project staff have worked with the Advocacy Group’s leader to define 
the Group’s purpose and goals, which are to: (1) educate people about self-directed services; 
(2) collaborate with other human service agencies who support the self-direction service model; 
(3) provide testimony about the program to public officials; and (4) help to educate the public 
about the model through various methods, including placing participants’ stories on the web and 
in local newspapers.  
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Person-Centered Planning/Person-Centered Budgeting 

Issue. Person-centered planning (PCP) is not fully integrated in Minnesota’s Long-Term 
Care/HCBS system as it is not yet a common practice for the lead agency case managers and 
aging network service providers who develop service plans. 

Background. Minnesota participated in the Robert Wood Johnson Foundation Self-
Determination Initiative (1997–2001) and implemented the use of person-centered planning for 
developing MR/RC waiver participants’ community support plans. County case managers and 
disability network providers across the State were trained on the PCP process and several PCP 
models, and since 2001, training has been available for various stakeholders. Because Minnesota 
does not mandate use of a particular PCP model, several models are in general use.  

Approach. The Department of Human Services continues to provide occasional training and 
technical assistance on person-centered planning to support planners, lead agency case managers, 
and certain providers (e.g., those furnishing family caregiver support). The Department has also 
integrated core PCP principles into the support planner services through its certification test, 
service standards, training curriculum, policies, and procedures. The State conducts training 
face-to-face and via videoconference for lead agencies, providers (waiver and Title III), fiscal 
support entities, support planners, Area Agency on Aging (AAA) staff, and advocacy groups. 
However, the State does not provide comprehensive training in a particular PCP model. The 
State lacks funding for such training and encourages support planners, lead agency case 
managers, and other providers who develop service plans to obtain training on person-centered 
planning from other sources.  

Counseling  

Background. Under the original CDCS service option in the MR/RC waiver, case managers 
worked with participants to prepare their support plans, and service/support coordinators within 
the fiscal support entity helped the participant to find and procure goods, prepare budgets, and 
locate workers. Under the current CDCS service option, lead agency case managers are 
responsible for ensuring that the participant uses waiver services in accordance with federal 
Medicaid and Department policies.  

Case managers core functions include (1) assessing functional eligibility for the waiver or 
Alternative Care program at least annually, or when there is a significant change in condition; 
(2) approving CDCS community support plans according to established CDCS policy; 
(3) monitoring the participants’ spending; (4) providing information and technical assistance to 
participants about CDCS; (5) linking participants to fiscal support entity and support planner 
services; and (6) ensuring health and safety. These case management functions performed by the 
lead agency are not included in the CDCS budget and are referred to as “required case 
management” services. The lead agency is allotted up to two hours per month, per participant, 
for case management services. The cost of these services is not deducted from the participant’s 
CDCS budget but billed to the State. 

Support planners provide education about the CDCS enrollment process and forms, assist 
participants to write an individualized plan, help participants to employ and manage workers, 
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and help them to purchase goods.5 The cost of the support planner service is paid from 
participants’ CDCS budget. Minnesota does not require participants to use a support planner to 
prepare their community support plans. They can receive assistance writing their plan from 
family or friends and from the lead agency case manager who is also their required case 
manager.  

Issue. The majority of certified support planners had work experience only in the MR/RC 
service system and so were unfamiliar with the needs of elderly individuals and working-age 
adults with physical disabilities. 

Approach. To address this problem, program staff recruited individuals with experience in the 
aging network to become support planners for older adults (e.g., those who had worked with 
AAAs and Title III services and private pay case managers working with elderly persons). They 
also facilitated connections with the Aging network through trainings, meetings, and network 
groups, to help broaden their experience and provide the expertise needed to work with elderly 
persons. Both these approaches have been successful. 

Issue. Initial quality assurance measures for support planners included only a one-time 
certification test. 

Background. In order to be a support planner, an individual must be at least 18 years of age, 
cannot be the parent of a minor child to whom they are delivering support planner services, nor 
the spouse or the common law employer for any participant to whom they are delivering support 
planner services. Also, they cannot have any direct or indirect financial interest in the delivery of 
the services in the plan. They must also pass a certification test.  

Approach. The Department strengthened quality assurance measures for support planner 
services. New measures include the following: 

1. New Support Planner Service Standards in 2008. Department staff developed additional 
support planner standards to ensure service quality. The standards address the functions and 
limitations of support planner services; ethics and values; service and support planning and 
implementation; support of self-advocacy; fostering self-determination; the right to privacy; 
and diversity and inclusion.  

2. Recertification. Support planners must be recertified every two years, effective 2008–2009.  

3. New Support Planner Training Curriculum. Project staff worked with a contractor to develop 
a support planner curriculum based on the revised service standards in order to ensure 
competence and improve service quality. The 3-day support planner skills-building course 
reviews the Support Planner service standards; expectations and practice of support planner 
and PCP skills; and partnering with fiscal support entities.  

4. New Support Planner Networks. A few counties—and support planners themselves—have 
initiated several networking groups around the State. One group is coordinated by a county 

                                                 
5 Support planner services use to be called flexible case management services but due to widespread confusion about 

the difference between required and flexible case management services, the State substituted the term support 
planner for flexible case manager.  
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staff person and Department staff occasionally attend meetings. These groups discuss 
operational and practice issues, and work to improve the quality of support planner services 
statewide. The Department obtains input from these groups on a wide range of support 
planner services issues. Support planners communicate routinely with the Department 
through the CDCS policy mailbox, various workgroups, trainings, or other correspondence.  

Financial Management Services 

Issue. Although different types of financial management services (FMS) models are available, 
most CDCS participants elect to use the agency-with-choice model, which was the most 
frequently used model prior to CDCS implementation. 

Background. All FMS entities must provide assistance with employer tasks. The extent to 
which an FMS entity performs common law and managing employer functions depends on the 
participant’s choice.  

Approach. The Department continues to encourage increased use of the Fiscal/Employer Agent 
model by requesting that fiscal support entities better educate participants regarding their 
options, and by training support planners about appropriate circumstances for using each option 
and its financial impact on individual CDCS budgets. Because case managers, support planners, 
and fiscal support entity staff were typically unfamiliar with the Fiscal/Employer Agent model, 
the Department provided, and continues to offer, ongoing education to them about the various 
FMS models. Most fiscal support entities attended the national fiscal support entity meetings 
sponsored by the C&C National Program Office in 2006 and 2007. Fiscal support entities require 
certification to be Fiscal/Employer Agents.  

Issue. Lead agencies have been slow to enter into contracts with fiscal support entities. 

Approach. Most fiscal support entities are willing to serve participants throughout the State, but 
lead agencies have been reluctant to contract with more than a few because of the time required 
to manage multiple provider contracts. Some lead agencies have opted to use a host county 
contract arrangement in which a single county contracts with a fiscal support entity and allows 
other lead agencies, tribal governments, and managed health care plans to “piggyback” on to this 
contract, thereby eliminating their administrative burden. 

To increase awareness of their services, many fiscal support entities are providing training to 
MCOs, counties, and other stakeholder groups across the State, such as Centers for Independent 
Living (CILs) and elder law attorneys. A network of fiscal support entities meets regularly to 
share information and Department staff attend the meetings, providing an opportunity to discuss 
lead agency practices, problems and issues, and best practices.  

Enrollment  

Issue. When Minnesota’s C&C grant began, although the option to enroll in CDCS was 
available, no Elderly waiver or Alternative Care participants had enrolled.  

Background. Although the State requires case managers and MCO care coordinators to inform 
participants about all service options for which they are eligible, enrollment was slow initially, 
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especially for older adults. Satisfaction with traditional services, including case management, 
under the Elderly waiver and Alternative Care programs is high. Historical records show 
enrollment for the CDCS service option under the MR/RC waiver was also slow when it began 
in 1998, as was enrollment in the PCA Choice option when it first began. 

Approach. To boost enrollment, the Department engaged in a multi-pronged approach. In 
January 2007, the Department entered into a 9-month contract with three CILs to provide 
enrollment assistance services in the 29 counties they serve. This assistance included outreach 
and initial education about CDCS for older adults in the target group—Elderly waiver and 
Alternative Care participants—and technical assistance for lead agencies. The CILs used direct 
mailings, made telephone calls, and conducted in-person visits to eligible persons. By the 
summer of 2007, awareness of CDCS among Elderly waiver and Alternative Care participants 
had increased as it did among county and MCO staff. CDCS acceptance by MCOs is especially 
important, because most Elderly waiver participants are enrolled in a managed care plan for 
Medicaid State Plan services as well as for home and community-based services. 

In conjunction with the CILs contract, the Department planned and developed regional meetings 
with local CDCS stakeholders to address enrollment and consumer education issues, to help 
facilitate communication about roles and responsibilities, and to foster stronger working 
relationships. The Department also trained case managers and MCO care coordinators, support 
planners, and aging network providers about CDCS. These individuals were encouraged to 
provide information about CDCS during annual reviews, or when there is a change in 
condition—with resulting change in service need—or during ongoing communications with 
participants. The training was conducted in regional meetings and via videoconference.  

Grant staff developed a wide range of informational and educational materials for consumers, 
lead agency staff, providers, and Senior LinkAge Line® and Disability Linkage Line™ staff. 
They include (1) a web page for CDCS information, tools, resource materials, and participant 
stories; and (2) a video, kiosk card, and flowcharts to describe CDCS in brief. Personal stories 
were excellent educational tools, especially when told by participants, case managers, fiscal 
support entities, or support planners. Additionally, the Senior LinkAge Line® and Disability 
Linkage Line™ were established as access points for objective information about CDCS.  

Grant staff also provided on-going information and education about CDCS to participants and 
other key stakeholders using simple messages and effective materials at numerous 
videoconferences, conferences, and regional meetings. Grant staff obtained input from 
stakeholders when developing outreach and educational materials to ensure that they would be 
understood by the target audience.  

Issue. During the initial enrollment period in CDCS (2005 to 2006) there were competing 
demands for the attention of lead agency case managers and MCO care coordinators and a lack 
of interest in learning about the program slowed enrollment. For those who may have wanted to 
learn about CDCS, heavy caseloads and a steep learning curve were challenges. Resistance to or 
unfamiliarity with CDCS among professionals with responsibility for describing the service 
option to eligible participants was common. Interviews with healthcare and social service 
professionals in 2006, and case managers and MCO care coordinators in 2007, suggested the 
need for additional education and training.  
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Background. During the first 2 years implementing CDCS, staff in lead agencies (i.e., counties, 
MCOs, tribes, and AAAs) were extremely busy with two new activities: (1) helping to educate 
and enroll eligible participants in the Medicare Part D drug benefit and Medicaid programs for 
dual eligibles, and (2) enrolling about 75 percent of Elderly waiver participants into an MCO, in 
particular, the Minnesota Senior Health Options program. When surveyed in 2006, most 
organizational representatives said their organizations did not have plans to step up the 
marketing of the CDCS service option to older adults. 

Initially many case managers and care coordinators thought that CDCS was too complicated and 
that participants would find it difficult to use this option. Some felt that no one on their case load 
was appropriate for the program. Often, their involvement with CDCS began only when a 
participant or family member asked to enroll. Focus groups with case managers and MCO care 
coordinators in 2007 revealed that many remained unconvinced that CDCS is a good option for 
their clients/members because they still believe that the individual budgets are too low to meet 
assessed needs. They also had concerns about service complexity, lack of staff capacity to handle 
CDCS, and about older participants being taken advantage of by family members.  

Approach. Grant staff have developed and conducted a range of activities to address case 
managers’ concerns, including (1) small group technical assistance sessions for lead agency 
staff; (2) regional CDCS meetings for staff from lead agencies and AAAs, fiscal support entities, 
support planners, and aging network providers; (3) large group technical assistance sessions via 
statewide videoconference and teleconference; and (4) regional conferences. Grant and 
Department staff have also written stories about how the CDCS option is meeting participants’ 
needs, which are posted on the Department’s CDCS website.  

In addition, grant staff continue to encourage lead agency staff to speak with case managers who 
have CDCS enrollment experience. Some fiscal support entities and support planners have 
conducted group and individual training sessions with case managers and MCO care 
coordinators. All of these activities appear to be having the intended effect as grant staff hear less 
frequently comments such as, “We don’t do CDCS in our county,” and eligible participants 
report less frequently hearing “CDCS is not for you.”  

Individual Budgets 

Issue. Because the CDCS maximum budgets in the Elderly waiver and Alternative Care 
programs were lower than the maximum budgets in the traditional programs, many case 
managers and participants perceived them to be inadequate. Program staff learned that case 
managers and MCO care coordinators were informing potential participants and their families 
about CDCS by first presenting the maximum CDCS budget amount and comparing it to the 
Elderly waiver and Alternative Care program monthly service caps for traditional services, 
which could create a disincentive to enroll, particularly if the program’s benefits were not 
discussed. (In fact, most individuals who were receiving services through the traditional system 
were not using the maximum amount of their authorization, and the budget under the traditional 
system included a fixed agency overhead rate.)  

In many cases, the lead agency case managers did not explain how the differences between the 
CDCS and traditional budgets were calculated and how the CDCS option worked. County staff 
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in particular did not want to do what they perceived as a lot of additional work to enroll 
participants in CDCS. Some also did not think it was ‘right’ for participants to begin paying 
family members for assistance they were already providing.  

Approach. Because CDCS uses a different purchasing model than traditional services, grant 
staff trained case managers and care coordinators to start the conversation about CDCS by first 
talking about what participants need and what services and goods will meet their needs, rather 
than focusing on the maximum budget amount. However, focus groups conducted in 2007 with 
care coordinators, supervisors from counties and MCOs, support planners, fiscal support entities, 
and representatives from MCOs and provider systems found that many still believe that the 
current CDCS budget amount is not sufficient for many of the Elderly waiver participants. 
Additionally, CDCS budgets sometimes are perceived as inequitable compared to resources 
available to participants electing traditional service options. The Department continues to solicit 
input regarding the impact of CDCS budget limits and is looking at options for increasing the 
Elderly waiver and Alternative Care budget amounts. 

Issue. Changes in the eligibility requirements and budget methodology for the CDCS service 
option in the MR/RC waiver—prior to receipt of the C&C grant—resulted in a time of upheaval 
for many participants and their families, lead agency case managers, the Department, and 
advocates. As a result, some lead agencies and their case managers were wary about the new 
CDCS option in the Elderly waiver, the Community Alternatives for Disabled Individuals 
waiver, and the Alternative Care program, which slowed their acceptance of CDCS and, as 
result, seemed to negatively impact CDCS enrollment. 

Background. Prior to receipt of the C&C grant, families using the CDCS service option under 
the MR/RC waiver program expressed frustration with the variation in counties’ decisions about 
requested changes in spending plans. Counties were finding it increasingly difficult to defend 
their decisions about participants’ budget and spending plan requests. Data demonstrated 
significant variation in how counties established budgets, the guidelines they used to make 
decisions about allowable expenses, and the resulting budgets. It was not clear that individual 
budgets consistently related to participants’ needs in an equitable manner. 

At the urging of participants’ families, advocates, and county agencies, the Department of 
Human Services agreed to develop a uniform method to identify budget amounts for people 
wanting to use the CDCS service option under the MR/RC waiver program, which was then 
implemented during a transition period. As a result of the changes, many CDCS enrollees on the 
MR/RC waiver saw their budgets change—some increased and some decreased.  

The State also developed new eligibility requirements. In the original CDCS service option, 
participants living in group foster care and other types of residential care facilities were eligible 
to use the CDCS option, whereas under the standardized CDCS service option implemented in 
2005 they were no longer eligible to participate.  

When the transition period ended, approximately half of the CDCS participants had disenrolled, 
either because they were no longer eligible, or they perceived the maximum CDCS budget to be 
too low, or they chose to have their needs met in other ways. As stated above, due to this 
experience, some lead agencies and their case managers were wary about the new CDCS option 
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for participants in the Elderly waiver, the Community Alternatives for Disabled Individuals 
waiver, and the Alternative Care program, which slowed their acceptance of CDCS in these 
programs, and, as result, slowed enrollment.  

Approach. See discussion above under Enrollment about activities undertaken to address 
resistance among case managers.  

IV. Lessons Learned and Recommendations 

Based on its experience implementing Consumer Directed Community Supports, the State 
learned several lessons and made a number of recommendations that may be useful to other 
states.  

Involving and Educating Stakeholders 
 States should involve key stakeholders as early as possible in the design, development, and 

training processes. Doing so is key to ensuring their understanding and buy-in. It may also be 
useful to work intensively with one entity, be it an MCO or an AAA, so they can serve as a 
role model and assist in educational efforts. For example, a state can use MCO care 
coordinators who support self-direction to be messengers and trainers to help reduce 
resistance among their colleagues.  

 When introducing self-direction in programs that have not previously used this service 
delivery model, considerable time and effort may be needed to educate stakeholders and 
overcome inertia and/or resistance. For example, because MCOs operate according to a 
medical model, their management staff did not immediately accept self-direction or 
understand how it could operate to their benefit. Additionally, MCO care coordinators found 
it difficult to make the shift from a mindset focused on ensuring health, welfare, and safety to 
allowing individuals to make decisions about their services. 

Financial Management Services  
 States should consider having an FMS subject matter expert on staff. 

 State agencies that administer self-direction programs need to establish working relationships 
with their state Workers’ Compensation Insurance Associations and any agencies or 
organizations that handle domestic employment and labor issues. 

 The CDCS policy provisions and fiscal support entity and support planner provider 
infrastructure can be used to support self-direction in programs funded by the Older 
Americans Act as well as in the private pay market. 

Counseling  

States need to develop strong service standards for individuals who provide counseling to ensure 
high-quality services. 

Enrollment 

States should consider using dedicated enrollment staff for new self-direction programs, 
particularly in the first 6 months. Doing so will help to ensure that potential participants are not 
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Lessons Learned from the C&C Replication States A-49 

influenced by biases and negative views about their ability to use the self-directed option held by 
some case managers in the traditional service system. 

V. Outcomes  

The grant project evaluation found that older adult CDCS participants and their family members 
were enthusiastic about the service option and voiced a strong desire to keep CDCS a viable and 
growing option in Minnesota. Grant staff interviewed several participants and spoke with case 
managers and care coordinators to gather information about how CDCS worked for participants 
and the reasons for the high degree of satisfaction with the option. This information was used to 
write stories to use in outreach and educational materials.  

The CDCS service option was open to all eligible waiver and Alternative Care participants 
statewide in October 2004, but the enrollment process could not be completed until January 
2005, when the fiscal support entities were certified. The grant’s goal was to jumpstart efforts to 
implement the CDCS option in four programs. As of December 21, 2008, 245 participants had 
used the option in the Community Alternatives for Disabled Individuals waiver (adults only), 
240 in the Elderly waiver, 92 in the Alternative Care program, and 96 in the Title III-E National 
Family Caregiver Support Program. As of the same date, the total number of CDCS enrollees 
across all five of the State’s waivers and the state-funded Alternative Care program was 2,200. 

Disenrollment from the CDCS option among participants in the Elderly waiver, the Community 
Alternatives for Disabled Individuals waiver, and the Alternative Care program has not been a 
significant issue. Most older adults disenroll from CDCS because of nursing home placement or 
death. Alternative Care participants who become eligible for the Elderly waiver continue to use 
the CDCS option.  

VI. Key Products  

Grant funds were used to develop a wide range of outreach, education, and technical materials, 
as well as reports and manuals, which can be found at the following websites: 
http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION& 
RevisionSelectionMethod=LatestReleased&dDocName=id_054699) and 
http://www.cashandcounseling.org/resources/browse?SourceIndex=Minnesota. 

The Final Report on the grant project submitted to RWJF is available at 
http://www.dhs.state.mn.us/main/groups/aging/documents/pub/dhs16_141459.pdf. 

 

http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&%0BRevisionSelectionMethod=LatestReleased&dDocName=id_054699
http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&%0BRevisionSelectionMethod=LatestReleased&dDocName=id_054699
http://www.cashandcounseling.org/resources/browse?SourceIndex=Minnesota
http://www.dhs.state.mn.us/main/groups/aging/documents/pub/dhs16_141459.pdf




New Mexico 

The Cash & Counseling (C&C) grant was awarded to the New Mexico Aging and Long-Term 
Services Department, Elderly and Disability Services Division.  

I. Availability of Self-Directed Services Prior to Receiving Grant 

New Mexico had limited experience with self-direction programs prior to receiving the C&C 
grant. The state-funded Self-Directed Family Support Program, which is administered by the 
Department of Health in conjunction with the University of New Mexico, provides some self-
directed services (that include employer authority) for individuals with developmental 
disabilities while they wait for an allocation to the HCBS Developmental Disabilities (DD) 
waiver program. 

In addition, since 1999, the State has offered a self-directed personal care option (PCO) through 
the Medicaid State Plan. Participants in the PCO may choose the consumer-directed personal 
care model or the consumer-delegated personal care model. Under both models, PCO 
participants may select a family member (except a spouse), friend, neighbor, or other individual 
as their attendant. However, only in the consumer-directed model can PCO participants act as the 
employer and oversee their service delivery. The following exhibit describes the PCO consumer-
directed model in more detail.  

Exhibit 2. Personal Care Option (PCO) Service—Consumer-Directed Model 

Program Component Description 

Eligibility Age 21 or older and meets Medicaid financial and program criteria. 

Covered services Personal care includes assistance with ADLs and IADLs. 

Service plan The Coordination of Long-Term Services (CoLTS) Managed Care Organization 
Service Coordinator conducts in-home assessments and determines personal 
care hours. The participant and PCO provider develops the plan based on 
participants’ needs. 

Hiring workers Participants can hire, train, schedule, and dismiss personal care attendants. 

Control of funding Participants have no control over funding. Services are authorized by the 
Service Coordinator and reimbursement rates for services are established by the 
State; the personal care agency (e.g., the fiscal intermediary) handles employer-
related functions. 

Funding source State and Federal Medicaid funding. 

 

II. Primary Purpose and Major Goals of the Grant 

The primary purpose of the C&C grant was to establish a comprehensive self-directed services 
program, called Mi Via (“my path,” “my way,” or “my road”), that would allow participants to 
have the option to control and direct their services and supports using an individual budget. To 
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accomplish this, New Mexico submitted two Section (§)1915(c) waiver applications to CMS: 
one for a nursing facility level of care (NF) and one for an Intermediate Care Facility for the 
Mentally Retarded level of care (ICF-MR).  

The Mi Via program is administered jointly by the New Mexico Aging and Long-Term Services 
Department, the Department of Health, and the Human Services Department. The mission 
statements of the three state agencies reflect a common commitment to and movement toward 
self-determination for older adults and individuals with disabilities, including children and—
where appropriate—families. Each agency has incorporated some facets of self-determination in 
its programs; however, Mi Via represents the first opportunity for the three agencies to 
collaborate closely and facilitate even greater self-determination for the individuals and families 
they serve.  

The goals of Mi Via are (1) to facilitate greater participant choice and control over the types of 
services and supports that are purchased within an agreed budgetary amount, and (2) to serve the 
most people possible within available resources.  

III. Issues in Key Areas and How They Were Addressed 

The State has experienced challenges in several key areas during development and 
implementation of Mi Via. These challenges and the approaches the State has taken to address 
them are described below. In some instances, issues are still being resolved as the program has 
been operating fully only since March 2007. 

Outreach and Education 

Issue. Mi Via’s eligible populations include individuals from four HCBS waivers (the disabled 
and elderly, developmental disabilities, medically fragile, and AIDS waivers) and individuals 
with brain injuries. The populations are diverse, and early on the State recognized that crafting 
one message for all would present quite a challenge. In addition, among the five populations, 
there are three distinct groups: (1) individuals eligible to transfer from one of the four traditional 
waivers to Mi Via, (2) individuals newly allocated to one of the four waivers and who need 
information with which to decide between the traditional waiver and Mi Via, and (3) individuals 
who are entering Mi Via through a new category of eligibility for individuals with brain injuries.  

Finally, the State has a large Native American and Hispanic population. Native Americans live 
across the State in 19 pueblos, Indian Reservations, and Tribes. These include two Apache 
Tribes of Mescalero and Jiccarilla, the Navajo Nation, Ramah Navajo, and Alamo Navajo. 
Native American languages vary and are seldom written; even if they are, not all speakers are 
able to read. Additionally, a number of Hispanic elderly persons in the State speak but do not 
read Spanish. 

Approach. The State worked with participants, families, representatives, advocates, and 
providers to identify and respond to common information needs among the various populations 
while being sensitive to differences. The final outreach strategy was to provide ready access to 
ongoing information, education, tools, and support related to all aspects of Mi Via to enable 
participants to make informed decisions about whether Mi Via was right for them. The Mi Via 
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written materials were attractive and easy to understand and included a Mi Via flyer—Mi Via: Is 
It Right for You?, a Mi Via Participant Guidebook, and Mi Via Frequently Asked Questions.  

In addition to these general materials, which were relevant to all eligibility groups, the State 
developed materials tailored to specific populations, such as information about eligibility and 
enrollment for persons with brain injury, who were a new population eligible to be served under 
Mi Via. The State also translated written materials into Spanish and produced a video about the 
program—Mi Via: Choosing Self-Direction—in four languages: English, Keres (or Pueblo), 
Spanish, and Navajo. The video features current Mi Via participants speaking to potential 
participants. Because they are already using Mi Via, their views about the value of the program 
have greater credibility than would the same views presented by program professionals or state 
administrative staff. 

Numerous Mi Via outreach activities and trainings were held statewide—at pueblos, 
reservations, senior centers, independent living centers, and advocacy group meetings. When 
possible, a Native American disability advocate and a Spanish-speaker accompanied the Mi Via 
Outreach Liaison.  

Prior to enrollment, individuals who were eligible through one of the four traditional HCBS 
waivers received a letter, a Mi Via brochure, and telephone numbers to call for more information. 
Individuals who were newly eligible for waiver services received information about their option 
to choose between the traditional waiver program and Mi Via. (Individuals newly eligible are 
those who have moved to the top of the waiting list and are registered with the New Mexico 
Aging and Long-Term Services Department’s Aging and Disability Resource Center.) 
Individuals with a brain injury who were registered with the Aging and Disability Resource 
Center received information about Mi Via, which is the only waiver program available to them. 
The Consultant Contractor Agency (CCA) responded to requests for additional information and 
answered questions. The response to the initial outreach efforts was much greater than what 
could be satisfactorily accommodated, which slowed enrollment. (See discussion under 
Enrollment below for more information.)  

In addition, participant-friendly websites are available at the Aging and Long-Term Services 
Department and Department of Health websites, cross-referenced to share up-to-date information 
on Mi Via, including upcoming meetings and other additions and changes to the program. The 
CCA and the Financial Management Agent (FMA) hold joint educational sessions in local 
communities around the State to provide instruction and offer technical assistance to participants 
and their employees during enrollment, and to seek participants’ input. A number of local 
advocacy organizations have organized self-help groups to share information and to problem-
solve.  

Issue. Periodically, evidence surfaces of inaccurate information and misinformation being 
circulated. 

Approach. Such incidents have been dealt with on a one-to-one basis as they occur. To provide 
accurate, consistent, and up-to-date information, Mi Via Frequently Asked Questions were 
developed and are found on the Aging and Long-Term Services Department and Department of 
Health websites. 
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Person-Centered Planning/Person-Centered Budgeting 

Issue. New Mexico is deeply committed to the philosophy that Mi Via participants are in charge 
and are in the best position to decide what they need. Putting this philosophy into practice, 
however, has been easier said than done because a challenging paradigm shift was required for 
all parties involved.  

Many participants who choose Mi Via are very familiar with the traditional HCBS waiver, but 
taking charge of their lives and developing their own plans and budgets through a person-
centered planning and budgeting process was a new experience. While the early enrollees 
welcomed the opportunity to take charge, some enrollees, especially those transferring from 
waivers with traditional case management services, had to learn to handle tasks that they initially 
expected others to do for them. 

The Consultant Contractor Agency lead staff had experience as case managers in traditional 
HCBS waiver programs, but not with person-centered planning and self-direction. Similarly, 
Third-Party Assessor (TPA) review staff are nurses with extensive experience working with 
elderly and disabled individuals, but primarily in the medical model. Finally, state agency staff 
had experience working with traditional HCBS waiver programs but had limited experience with 
person-centered planning and self-direction.  

Background. Using the person-centered approach, participants, with the assistance of their 
consultant, develop their individualized service and support plans (SSPs) within their established 
individual budget amount using an SSP template that provides a framework for considering life 
goals, service and support needs, and how and where those needs can best be met, including 
through Mi Via. When the SSP and budget are completed, they are then submitted to the TPA for 
review and approval. 

Approach. The New Mexico Tri-Agencies have taken a number of steps to address the issues 
that have arisen regarding person-centered planning and budgeting. The SSP and budget 
templates were revised, after an initial period of use, to provide much-needed structure to the 
planning and budgeting processes. Participants have been encouraged to think beyond their 
experience with the traditional HCBS waivers to the possibility for a better life through Mi Via. 
Some Mi Via participants who have gone through recertification and developed a second SSP 
and budget have told the State it was easier the second time because they better understood the 
Mi Via process. 

Training on self-direction has been provided to the TPA nurses, and case examples are used to 
provide guidance on the consistent application of the criteria for reviewing and approving SSPs 
and budgets. 

In addition, to keep track of and improve the operation of the program, state agency staff and the 
CCA, FMA, and TPA have a standing meeting every week to address Mi Via operational issues 
that arise. There is always a creative tension in play as the group strives to strike the right 
balance between giving participants the greatest possible flexibility in developing their plans and 
budgets while remaining true to the standards the State has established for Mi Via’s 
administration and for maintaining fiscal accountability.  

Lessons Learned from the C&C Replication States A-54 



Description of States’ Grant Initiatives New Mexico 

Each of the Mi Via constituencies has had to struggle somewhat in coming to terms with the 
meaning of self-direction and how it fits into the new planning and budgeting processes to enable 
participants to achieve meaningful lives in the community. But by the end of the first year of 
operation, many reported a positive change and had a better understanding and appreciation of 
self-direction. The Mi Via stakeholders group, called the Self-Directed Waiver Subcommittee, 
continues to meet regularly to revisit what person-centered planning and budgeting really means 
and to provide guidance to the State as Mi Via implementation proceeds.  

Counseling  

Background. In Mi Via, counseling services are called consultant contractor services and are 
provided by individuals called consultants. Participants are required to work with consultants and 
the consultant services are paid for as a Medicaid administrative expense. Given Mi Via’s 
complexity, the State felt that it had to deal with a single entity and awarded a contract for 
consultant services to a Consultant Contractor Agency, which, in turn, hires individual 
consultants to provide assistance to each Mi Via participant.  

Mi Via consultants’ functions include: (1) providing participants with information about Mi Via, 
its scope of service, and support options; (2) informing participants about the rights, risks, and 
responsibilities associated with self-direction; (3) assisting, as requested by the participant, with 
the development and implementation of the SSP and budget; and (4) performing certain quality 
assurance oversight and improvement functions. 

In Mi Via, participants can choose from among all traditional waiver services and may identify 
and select Participant-Delegated Goods and Services, which includes: (1) services, supports, or 
goods such as home appliances; (2) computers and other assistive technology, devices, or 
services; (3) durable medical equipment not covered by Medicaid; (4) cost of social activities 
and community participation in social and recreational organizations; and (5) non-covered 
medical and dental expenses, non-medical transportation, and alternative health services. 
Understanding the very large scope of services and supports and learning how to best use them 
has required education for and careful consideration by all involved.  

Issue 1. Some Mi Via participants require more support than others in sorting through all the 
possibilities within Mi Via. In these instances, some participants had difficulty letting go of the 
case management model they were accustomed to in the traditional waiver where the case 
managers did much of the planning for them. Consequently, a greater degree of support was 
necessary than was originally anticipated to assist some participants through the eligibility and 
enrollment process and with development of the SSP and budget.  

Issue 2. During the early months of Mi Via implementation, an unusually high level of interest 
in Mi Via stretched the consultant contractor system beyond its limits. The CCA lacked the 
capacity to handle the number of inquiries. Stakeholders also raised concerns and had complaints 
about the performance of the CCA, in particular, poor communication, and time lags in training 
and hiring individuals selected by participants to be their consultant. In April 2007, 
administrative and consultant staff turnover at the CCA presented additional challenges for 
participants and for the CCA.  
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Approach. The State immediately worked with the CCA’s leadership to respond to complaints 
from stakeholders, identify what caused the staff turnover, and take necessary corrective action 
to address these issues. The CCA’s leadership affirmed its commitment to make necessary 
improvements to the program, and they carried the program forward until new administrative 
staff could be hired. They employed additional consultants and installed a new phone system to 
better handle the volume of calls.  

In May 2007, a new Mi Via lead staff person was hired and steps were taken to improve 
communication among all contractors (the CCA, FMA, and TPA), participants, potential 
participants, and traditional case management agency staff. In July 2007, a Mi Via CCA Program 
Manager, a Mi Via CCA Central Program Coordinator, a Mi Via Consultant/Consultant Tech 
Supervisor, and a Mi Via Administrative Support Supervisor/Eligibility Specialist were 
employed. To address the anticipated growth of Mi Via, the CCA plans to hire office-based 
“consultant techs” to assist with phone calls, budget revisions, paperwork, and other 
administrative tasks.  

A group of stakeholder volunteers also worked closely with the CCA to bring stability and 
improvements. As part of this process, a Consultant Issues Workgroup—comprising participants, 
families, advocates and state agency staff—was convened to identify outstanding issues related 
to the role of consultants and to recommend changes.  

The CCA’s communication processes have improved, additional staff have been hired, regional 
offices have been opened, field consultant training has been held in selected regional sites, and 
suggestions from the Consultant Issues Workgroup have been incorporated. The scope of initial 
planning sessions with participants was also broadened, and the service and support plan 
template and budget worksheets were revised.  

Financial Management Services  

Background. Mi Via serves individuals from all of the State’s waivers as well as a newly served 
population—persons with brain injury. Creating the infrastructure to support the waiver was a 
complex endeavor. For example, payment codes and rates for 27 services had to be developed 
along with employer and employee instructions for using the codes and billing procedures. 

Mi Via uses a participant as employer model. The State awarded a contract to a single Financial 
Management Agent, with whom all participants must work. Based on the participant’s individual 
SSP and budget, the FMA (1) sets up an individual account, (2) pays for expenditures in 
accordance with the authorized budget, (3) handles all payroll functions on behalf of participants 
who hire their employees or service providers (such as a homemaker/companion or driver), 
(4) provides participants with a monthly report of expenditures and budget status, (5) answers 
inquiries, and (6) provides the State with quarterly documentation of expenditures.  

Budgets are processed in three steps: (1) the CCA assists participants to develop their SSP and 
budget, (2) the SSP and budget are forwarded to the TPA for review and approval, and (3) the 
TPA enters a Medicaid Prior Authorization into the system and forwards the approved budget to 
the FMA. The FMA works with participants to complete all employer-related paperwork and sets 
up their employees and/or vendors in the FMA’s system.  
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Issue. The State had to develop processes to facilitate timely and accurate communication 
among the three contractors—the CCA, the FMA, and the TPA. Doing so has been and continues 
to be a challenging task.  

Approach. Mi Via staff hold weekly meetings with each individual contractor and weekly 
meetings with the three contractors together. These meetings are used to identify outstanding 
issues, solve problems, and establish and/or revise procedures to improve the program.  

Workers’ Compensation Insurance 

Issue. Stakeholders wanted Mi Via to provide workers’ compensation insurance to cover 
employees, but the State initially had difficulty finding a model that would work with the 
program, particularly one that readily met the needs of participants as employers. 

Approach. Grant staff researched different approaches and found that Massachusetts’ model 
afforded the best fit. They then worked with the New Mexico State Insurance Department to 
meet its requirements. Mi Via enrollment began in February 2007 and effective September 2007, 
the New Mexico Public Regulation Commission Insurance Division directed the National 
Council on Compensation Insurance, Inc., to establish Workers’ Compensation Insurance 
coverage for Mi Via caregiver employees beginning with the payroll period November 3 through 
November 16, 2007.  

New Mexico Worker’s Compensation has established its own Code 0918–Domestic Service 
Workers-Inside-Physical Assistance-Consumer Director Programs, which covers all employees 
providing the following services: homemaker/companion, respite, transportation/ regular driver, 
community participation/attendant to assist, and private duty nursing for adults. 

Payment for the benefit comes directly from the participant’s budget, just like employees’ salary 
and taxes. Initially, the workers’ compensation cost began at 3.09 percent per $100 of payroll for 
each caregiver employee but has since been reduced based on low-cost rating experience. 

Quality Assurance and Quality Improvement Systems 

Issue. Because Mi Via serves individuals from all of the State’s waivers, as well as a newly 
served population (i.e., qualifying persons with brain injury), developing a quality management 
system for the program requires a tremendous amount of continuous coordination and 
collaboration across all of the waiver programs and the three Departments.  

Background. Participants can enter Mi Via through one of five pathways: the traditional HCBS 
Disabled and Elderly, Developmental Disabilities, Medically Fragile, and AIDS waivers, and the 
Brain Injury Eligibility Category. The Mi Via self-direction program is unique because it 
operates under two waivers: the Mi Via nursing facility waiver, through which those covered in 
the Disabled and Elderly, Medically Fragile, and AIDS waivers are served, as well as individuals 
who enter through the Brain Injury Eligibility Category; and the Mi Via ICF-MR waiver through 
which those covered in the Developmental Disabilities waiver are served.  

Mi Via is administered by three state agencies: the Human Services Department, which 
administers the Medicaid program; the Aging and Long-Term Services Department, which 
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operates the Mi Via NF waiver; and the Department of Health, which operates the Mi Via 
ICF-MR waiver. 

Mi Via’s Quality Management Strategy (QMS) encompasses distinct roles for the participant, Mi 
Via’s contractors, and each of the three state agencies that oversee the program. Mi Via’s QMS is 
comprehensive and uses a process of discovery, remediation, and improvement. Multiple 
discovery processes/activities, both prospective and retrospective, are used to evaluate the 
program at the individual and system level, determine if desired outcomes are being met, and 
continually identify areas for improvement. Discovery data are aggregated, verified, analyzed, 
and reported.  

The degree to which QMS goals are being met is evaluated, areas for remediation and 
improvement are identified, and priorities are established. Remediation and improvement 
strategies vary, based on the findings. When areas for improvement are identified, processes are 
in place to ensure that appropriate and timely action is taken regardless of whether the situation 
involves participants; service and supports providers; CCA, FMA, and TPA contractors; or the 
state agencies’ systems. If any of the three agencies that oversee the grant identify issues that are 
inconsistent with Medicaid requirements, the Human Services Department/Medical Assistance 
Division ensures that the problem is corrected. 

Approach. Mi Via has developed quality oversight workgroups that are central to the 
remediation and improvement processes. These groups review the aggregate data, identify 
trends, and make recommendations for improvements, as indicated. Mi Via’s quality oversight 
workgroups include:  

1. The Self-Directed Waiver (SDW) Stakeholders Subcommittee operates under the New 
Mexico Aging and Long-Term Services Department Subcommittee on Long-Term Services. 
The SDW Stakeholders Subcommittee—comprising participants and their families and 
providers in the State’s four waiver populations and the brain injury population, as well as 
other interested stakeholders—provides guidance and makes recommendations for quality 
assurance and improvement.  

2. The Interagency Quality Review (IQR) Committee or Quality Management Workgroup—
comprising representatives from the three agencies that oversee Mi Via—reviews all 
aggregate data reports to identify strategies for improvement and makes recommendations 
for program changes, as indicated. The IQR Committee is currently assessing the 
implementation of Mi Via and the QMS after 1 year of operation.  

Medicaid Eligibility Determinations  

Issue. Mi Via assigns more responsibility for the eligibility determination process to participants 
than do self-direction options in traditional waiver programs and other C&C programs, which 
assign responsibility for the eligibility determination process to case managers.  

The eligibility determination process has proven to be one of the most difficult components of 
Mi Via for participants. Having to assume responsibility for completing the financial eligibility 
process and, in particular, the level-of-care (LOC) evaluation process has been a significant 
change for participants who formerly relied on their case managers to help them negotiate the 

Lessons Learned from the C&C Replication States A-58 



Description of States’ Grant Initiatives New Mexico 

process. Discovery processes related to LOC evaluations during Mi Via’s first year—both initial 
and re-evaluations—uncovered several areas in need of improvement. 

Background. Mi Via’s eligible populations include individuals from four HCBS waivers, 
including the disabled and elderly, medically fragile, developmental disabilities, and AIDS 
waivers; and individuals with brain injuries. Applicants to Mi Via and Mi Via participants who 
need to recertify their eligibility must initiate and complete the financial eligibility determination 
process and must apply for a LOC evaluation.  

The TPA reminds Mi Via participants when it is time to complete the annual recertification 
process. Prior to Mi Via, waiver participants never understood the eligibility determination 
process because it was handled for them. With Mi Via, they have to learn how it works and carry 
out multiple steps, including filling out and submitting forms.  

Approach. The Self-Directed Waiver Stakeholders Subcommittee pointed out that the 
introductory letters about eligibility were not clear and were causing confusion, and offered 
comments and recommendations for developing more understandable communications about the 
program.  

Grant staff established a Letters and Forms Committee staffed by Tri-Agency team members and 
representatives from the three Mi Via contractors. The Forms Committee meets regularly to 
review, revise, and update all Mi Via forms and publications to ensure clarity and continuity of 
information. 

Feedback was also received from individual participants, the Brain Injury Association, the 
Income Support Division (ISD) eligibility workers, and the Mi Via contractors, that clearly 
identified the need for additional support during the initial LOC assessment and medical 
eligibility determination and recertification processes for some participants, especially those 
coming from the Medically Fragile and DD waivers, and the brain injury population.  

The State took steps to provide additional support for Medically Fragile waiver participants. For 
individuals applying under the brain injury category of eligibility, a contract was awarded to the 
New Mexico Brain Injury Association to utilize Brain Injury Guides during the eligibility 
process, and a brain injury checklist was developed to help those individuals understand the 
eligibility steps. Additional support processes are being finalized to assist individuals coming 
from the DD waiver.  

The State took a number of steps to address issues related to the LOC assessment and eligibility 
determination. 

 For applicants who do not meet the LOC criteria, the State streamlined the process for 
requesting a re-review of the initial LOC determination.  

 Responding to a complaint received by the State that some LOC assessments of individuals 
with brain injuries were not being appropriately executed, the TPA took steps to ensure that 
the correct tool is being used appropriately.  

Lessons Learned from the C&C Replication States A-59 



Description of States’ Grant Initiatives New Mexico 

 The State is also making changes to the LOC assessment tool. Currently, the State has five 
LOC tools for the respective populations (disabled and elderly, medically fragile, 
developmental disabilities, AIDS, and brain injury). The State is piloting the brain injury 
assessment tool, which will be utilized as a basis for a universal assessment tool that will be 
applicable for all populations.  

The State recognizes the need for and is committed to standardizing and streamlining the LOC 
determination process as much as possible.  

In researching other barriers in the eligibility determination process, the State identified the need 
for training about Mi Via for Income Support Division workers who make financial eligibility 
determinations. When working with traditional waiver participants, these workers generally have 
some interaction with waiver case managers. In Mi Via, the responsibility and interaction is 
handled by and with the participant. Grant staff held statewide training with ISD workers to 
explain the differences between Mi Via and traditional waiver programs to trouble-shoot and 
provide technical assistance.  

The State also found that it needed to address the difficulty created by a long-standing 
requirement that individuals had to have an approved service and support plan in place for 30 
days before eligibility could be affirmed. (This requirement originally applied to nursing facility 
admissions and was carried over into the waiver programs.) Training about Mi Via and its 
eligibility determination process was conducted with Income Support Division workers and the 
State eliminated the 30-day requirement for Mi Via by amending Medicaid Eligibility regulations 
8.290.600, effective November 1, 2007. 

In addition, adjustments were made to the procedures for transferring participants’ eligibility 
information among the CCA, ISD, and TPA for determining LOC certification and 
recertification. The process continues to take longer than desired, and more refinements are 
anticipated to shorten and simplify the process as much as possible. The CCA has been and will 
continue to be a resource during the process, responding to questions about the process from 
applicants and participants.  

Enrollment 

Issue. The waiver faced several start-up challenges: (1) the State underestimated the complexity 
of the process for transitioning waiver participants from the four different waivers to Mi Via and 
for adding the new population—persons with brain injury; (2) coordinating the “handoff” from 
the traditional waiver to Mi Via—to ensure that there was no interruption in services—was a 
complex and time-consuming process, particularly for people with extensive needs, such as 
ventilator users; and (3) the initial interest in Mi Via was much greater than what the State 
planned for and could handle, which slowed enrollment. New Mexico is a large state with a 
widely dispersed population, many in rural areas. Consultants had to cover a large area and 
sometimes had to travel long distances to see just one participant. 

There was also confusion about the enrollment process because participants were responsible for 
handling the complex and time-consuming eligibility determination process themselves (as 
discussed in the section on Medicaid Eligibility Determinations above).  
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Approach. Grant staff used the grant’s stakeholder groups to communicate about the lack of 
capacity to handle initial interest in the program. Members of these groups in turn communicated 
with their networks. The groups also included many waiver participants, so although they were 
frustrated by the delays, they had been involved in the development of the program and also 
understood the constraints. (See discussion about additional approaches in the section on 
Counseling above.) 

As noted earlier, Mi Via has utilized multiple methods for disseminating information about the 
program. Formal questions about the enrollment process are part of the Participant Satisfaction 
Survey that is currently being administered. Anecdotally, feedback has been positive regarding 
the written materials, the website, and video. In addition, as noted earlier the SDW Stakeholder 
Subcommittee has provided comments and recommendations regarding the introductory letters 
to make the letters more clear. This feedback resulted in revisions, with additional revisions 
expected as more experience is gained.  

Individual Budgets 

Issue. Initially, individual Mi Via budgets were based on participants’ past service utilization 
and paid claims in the traditional waiver in which they were enrolled. The State recognized 
almost immediately that this methodology was not working. In several parts of the State, 
participants could not find providers, resulting in low utilization of needed services, low 
expenditures, and a corresponding low Mi Via budget.  

Approach. The State requested a Mi Via waiver amendment from CMS to revise its budget 
methodology, which was approved. The change resulted in participants receiving an amount of 
available funding based on their assessed needs rather than prior service use. 

IV. Lessons Learned/Recommendations 

Based on its experience developing and implementing Mi Via, New Mexico learned several 
lessons and made a number of recommendations that may be useful to other states.  

Ensuring Buy-in 
 Early and continuing stakeholder involvement in the design, development, and 

implementation of a program, while often time-consuming and challenging, ultimately helps 
to improve the program; enriches participants’ experience; and helps to ensure successful 
outcomes. Also, a skilled facilitator can be very helpful. In particular, involving participants, 
family-members, caregivers, and advocates in the early planning process is as important as 
involving state staff and contractors in guiding program design and development. 

 Mi Via was a program designed by and for participants, which ensured its acceptance among 
the target population. The grant’s stakeholder meetings, which initially had about 50 people 
attending, met monthly for the first 2 and a half years of the planning process and through the 
first year of enrollment and implementation. Currently, into the fourth year, the stakeholder 
meeting has grown to a minimum of 70 people in attendance and meets quarterly.  

 To ensure buy-in from traditional case managers, states may consider holding regularly 
scheduled trainings with service providers and supervisors, keeping them informed of the 
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program process, being readily available to dispel myths, and offering a group opportunity 
for trouble shooting, to answer questions, and provide technical assistance. 

Communications 
 States will benefit from establishing a strong brand, and offering an educational marketing 

and outreach campaign designed to reach diverse populations with different and sometimes 
complex needs. Culturally sensitive, statewide outreach activities easily generate program 
interest. 

 States should consider allocating funds for technical assistance and/or training to help staff 
develop effective communication and marketing plans. Grant staff greatly benefited from 
attending a series of communication trainings sponsored by the Robert Wood Johnson 
Foundation, which provided very useful information for developing and enhancing Mi Via’s 
successful communications, marketing, and outreach plan. 

Enrollment  
 Using dedicated eligibility and enrollment specialists for new participants who choose self-

direction will help ensure that these activities occur with the least frustration in the most-
timely manner. This has been evident in New Mexico with the use of a Brain Injury Guide to 
assist individuals with brain injury through this process. 

 In some instances, phasing-in a new self-direction waiver program will work better than 
launching statewide enrollment. A phase-in period provides an opportunity to work through 
complexities and glitches with a more manageable number of enrollees and more time for the 
staff, contractors, support brokers, third party assessors, and fiscal intermediaries to develop 
knowledge and expertise.  

Education  

Everyone involved in developing and implementing a self-direction program needs to be 
receptive to making a paradigm shift from a medical model focused on protecting participants to 
an independent living model focused on the rights of participants to make choices and assume 
any risks attendant on those choices. To make this shift, education should be provided to enable 
contractors working with a new program to understand the need to achieve a balance between 
autonomy and protection. No one cares more about participants’ health and welfare than the 
participants themselves, therefore contractors need to learn to allow participants the freedom to 
make choices that they consider to be in their best interest. 

Program Coordination 
 State agencies that partner together must adopt and sustain a commitment to coordination and 

collaboration, which requires time, staff, and resources to attend numerous committee and 
workgroup meetings. The success of Mi Via depended on team input, distribution of work 
assignments, and follow-through. 

 Having weekly meetings with state staff and Mi Via’s contractors—the CCA, FMA, and 
TPA—has been invaluable, providing a regular venue for the State to provide guidance to the 
contractors. The meetings provide a forum to address operational issues as they arise. 
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V. Outcomes  

Enrollment in Mi Via began in February 2007, and by December 2008, 1,649 individuals had 
chosen to participate in the program—385 were traditional waiver participants who transferred 
into Mi Via and 1,264 chose Mi Via rather than traditional services when they first became 
eligible for waiver services.  

These individuals are in varying stages of the financial and medical eligibility and enrollment 
process—787 have completed their employer enrollment process, have a financial management 
agent, and an approved service and support plan and budget in place; 740 are using services and 
have submitted bills for reimbursement from their budgets. Individuals are not considered to be 
participants until they have an approved plan and budget.  

Mi Via has been operating approximately 1 and a half years. Based on anecdotal feedback from 
participants and responses received through the Participant Satisfaction Survey, many 
participants are happy to be participating in Mi Via. They like the independence, control, 
flexibility, and the ability to purchase services and goods that they need. Some have described it 
as a “life-altering” experience for the better. More formal outcomes will be available after the 
first year’s data are compiled and analyzed.  

The State has contacted the few individuals who have disenrolled from Mi Via to determine their 
reasons for doing so. Typically, they disenrolled because the responsibility of Mi Via 
participation was more than they wanted to assume, or, after trying Mi Via, found that they 
preferred the arrangements they had in the traditional waiver.  

Until August 1, 2008, Mi Via was the only long-term service waiver program available to 
individuals with brain injury. Since August 1, New Mexico has implemented a Coordination of 
Long-Term Services (CoLTS) waiver that now provides brain injury individuals with the option 
to select Mi Via and self-direct their waiver services or select CoLTS in which the waiver 
services are provided through a managed care environment.  

VI. Key Products  

Outreach and Educational Materials  

Numerous communications, marketing, and educational materials were developed and can be 
found on the Mi Via website at www.MiViaNM.org. Many of the materials have been revised 
several times to improve their clarity and most have also been translated into Spanish. The list 
below is not all-inclusive. 

 Mi Via Tri-fold brochure and tear-off postcard.  

 Mi Via education and outreach presentations in varying timeframes for diverse audiences 
including senior centers, tribal councils, independent living centers, Area Agencies on Aging, 
and state conferences. 

 Mi Via Participant Guidebook. 
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 Mi Via Brochures and Fact Sheets on a range of topics: Mi Via: Is It Right for you?, What If 
Mi Via Isn’t Working for Me?, Mi Via: Frequently Asked Questions, Environmental 
Modifications under Mi Via, Mi Via Budget Tips, Medicaid Mi Via and EPSDT Services. 

 Forms and worksheets on numerous topics: Mi Via Service and Support Plan, Budget and 
Worksheets; Emergency Backup Plan; Request for Services by Legally Responsible 
Individuals; Participant Request for Additional Funding Purchasing Worksheet; Mi Via Brain 
Injury Checklists for Financial and Medical Eligibility.  

 Mi Via Flowcharts for (1) new non-expedited Allocation/Medical/Financial Eligibility routes, 
(2) Transition from Traditional Waiver to Mi Via, and (3) Transition from Mi Via to 
Traditional Waiver. 

 Videos, including Mi Via Choosing Self-Direction in English, Keres (Pueblo), Navajo, and 
Spanish available in DVD and VHS, closed-caption burned in or closed-caption optional; and 
Mi Via Program Outcomes: After the First Year, which explores the quality of life of seven 
Mi Via participants after 1 year, DVD available with subtitles. 

Materials developed through the grant are also available on the C&C website at 
http://www.cashandcounseling.org/resources/browse?SourceIndex=New%20Mexico. 
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Pennsylvania 

The Cash & Counseling (C&C) grant was awarded to the Pennsylvania Governor’s Office of 
Health Care Reform in October 2004. The Office was established by executive order in January 
2003 with the goal of improving accessibility, affordability, and quality of health and long-term 
living services in Pennsylvania.  

I. Availability of Self-Directed Services Prior to Receiving Grant 

In 1984, the Pennsylvania legislature passed the Attendant Care Service Act (Act 150), which for 
the first time gave individuals with physical disabilities access to attendant care services. Act 
150, which is funded exclusively by state funds, stated that “(r)ecipients of attendant care have 
the right to make decisions about, direct the provision of and control their attendant care 
services. This includes, but is not limited to hiring, training, managing, paying and firing of an 
attendant.”  

Since the signing of Act 150, Pennsylvania has implemented eleven Section (§) 1915(c) home 
and community-based services (HCBS) waiver programs. Initially, few of the waivers offered 
the self-direction option that was available under the state-funded Attendant Care program. 
However, over time the State has added a self-direction option with employer authority to almost 
all of its waiver programs, including the Aging and Attendant Care waiver programs. (The 
Attendant Care program has a waiver component and a state-funded component for individuals 
not eligible for Medicaid.) Eight of the 11 waivers allow participants to choose the employer-
authority, although this option is not available statewide in all of these waivers. The two waivers 
that serve individuals with mental retardation (MR) also offer the option to use the agency-with-
choice model, as well as an option to control an individual budget that includes all services 
available in the MR waivers, though it does not include “goods and services.”  

II. Primary Purpose and Major Goals of the Grant 

The primary grant goal was to implement the C&C model (Services My Way) statewide in the 
Aging waiver, and in selected counties for six of the other §1915(c) waiver programs. Programs 
to be included in the demonstration included three waivers for adults with physical disabilities, 
the Michael Dallas waiver for technology dependent persons, the waiver for those 60 years of 
age or older, and a waiver for persons with mental retardation aged 3 years or older. It was 
anticipated that about 10 percent of waiver participants given the C&C option would select it and 
that by the end of the grant period a least 1,500 participants would be enrolled. 

Due to major delays, during the third and fourth year of the grant, the goal was revised twice. 
The State now plans to implement the C&C model in the Attendant Care waiver in 5 of the 
State’s 21 counties by February 2009. The remaining 16 counties will be phased in over the 
following 12 months. When the Aging waiver is renewed, the State plans to submit an 
amendment to add a C&C option. The State’s long-term goal is to have the C&C model available 
statewide in the eight waiver programs managed by the Office of Long-Term Living. 

Lessons Learned from the C&C Replication States A-65 



Description of States’ Grant Initiatives Pennsylvania 

III. Issues in Key Areas and How They Were Addressed 

The State experienced challenges in several key areas when developing its new program. These 
challenges and the approaches the State has taken to address them are described below.  

Stakeholder Resistance 

Issue. There was a considerable lack of buy-in to the C&C model from both stakeholders and 
state staff because the waivers already offered employer authority and comprehensive benefits, 
which limited the appeal of self-directed goods and services.  

Background. In many cases, the response from stakeholders as well as state staff was “we 
already do this” (i.e., allow waiver participants the opportunity to exercise employer authority), 
and they did not understand the concept of giving participants a flexible budget to manage. Also, 
because both the Attendant Care and the Aging waivers cover home modifications and assistive 
devices, the advantages of being able to purchase a wide range of goods and services were not as 
salient as they would have been in programs that did not offer these services. 

Individuals with physical disabilities raised many questions and were concerned that the new 
C&C program would somehow have a negative affect on their current ability to hire their own 
personal care workers. Much confusion and apprehension surfaced both within state government 
and in the community.  

Individuals in the developmental disabilities community were initially the most responsive, 
because they were familiar with person-centered planning (PCP), had experience hiring their 
own workers, and were familiar with the concept of a flexible budget. However, their favorable 
response was due, in part, to a misconception that the new C&C program—called Services My 
Way—would increase funding for their service system.  

Approach. Throughout the grant’s first year, the grant manager spent a great deal of time 
meeting with state staff and individual stakeholders, and attending as many stakeholder meetings 
as possible to provide information and answer questions about Services My Way. Presentations 
were made to the Long-Term Living subcommittee of the Medicaid Assistance Advisory 
Committee and the Stakeholders Planning Team, the advisory committee for the Department of 
Public Welfare. Other efforts included (1) ten focus groups conducted statewide by the 
Department of Aging with individuals in adult daily living centers, waiver participants, informal 
caregivers, personal assistance workers, and Area Agency on Aging (AAA) staff; (2) the creation 
of a C&C Advisory Committee composed of a broad range of stakeholder groups to provide 
ongoing advice on the expansion effort; and (3) the establishment of several workgroups by the 
Department of Aging to review options and make recommendations on policy and design for 
specific program areas. 

Issue. Case management as provided through the AAAs has traditionally been provided in a 
prescriptive and paternalistic manner. Grant staff had concerns about the ability of case managers 
to understand the concepts underlying person-centered planning.  
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Approach. In the fall of 2007, approximately 200 case managers and related staff in the pilot 
areas attended a 2-day comprehensive training on self-directed services and PCP practices. The 
workshop focused on (1) definitions and terminology, (2) policy and procedures, (3) roles and 
responsibilities, (4) understanding philosophical differences between self-directed services and 
traditional case management, and (5) safeguarding health and welfare. A person-centered 
checklist identifying design features of the PCP approach was provided to the case managers. A 
second training session was conducted in the fall of 2008.  

Counseling  

Issue. Some case managers did not understand how Services My Way differed from current self-
directed services; some were concerned that giving participants control over a budget would lead 
to fraud and abuse; and others expressed concerns about having to learn new tasks, such as 
providing training to participants about how to be a good employer. 

Background. When designing Services My Way, the State considered two approaches for the 
provision of counseling services: (1) creating a new type of service provider to furnish 
information and assistance as a waiver service, or (2) adding counseling tasks to the existing case 
management and support coordination structures in the Aging and Attendant Care waivers, 
respectively. Because of limited resources and the goal to have the new program be cost-neutral, 
the State decided to use the second approach, viewing it as more cost-effective than creating a 
new type of service provider.(Participants under age 60 were very interested in developing a 
network of independent support coordinators, but the Department of Aging was not interested in 
this approach.)  

In Services My Way, participants will receive counseling (i.e., support coordination) through the 
existing case management structure that is used in waivers serving elderly adults, or through the 
support coordination structure that is used in the Attendant Care waiver serving working-age 
adults. The local AAAs will recruit case managers and support coordinators who endorse the 
self-direction philosophy and who are interested in working with participants in Services My 
Way. Individuals selected to serve as support coordinators in Services My Way must meet the 
same qualifications as case managers and Attendant Care support coordinators, and must either 
attend a 2-day training developed by the Department of Aging or review a training manual and 
pass a written test. 

Since many participants in both waivers have some experience with self-directed attendant 
services and personal care services using the employer authority, the Department felt that the 
case managers and support coordinators would be able to provide counseling in Services My 
Way. At one point, to address concerns that case managers would steer people away from the 
program, the State considered having dedicated enrollment staff. But outright opposition to 
Services My Way was rare.  

Approach. The Department selected AAAs who supported the program and used them as 
mentors to work with other AAAs and stakeholders. During the Fall of 2007, over 200 case 
managers from AAA pilot areas were trained in Services My Way policy and procedures. A 
second, more comprehensive training was conducted with support coordinators from the 
Attendant Care waiver and case managers from the Aging waiver. 
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Financial Management Services 

Issue. There is an existing network of financial management services (FMS) entities across the 
State, and although seven waivers use fiscal/employer agents, there has been minimal oversight 
of these entities as well as a general lack of understanding about how they operate.  

Background. Probably the greatest grant challenge has been settling issues related to the 
provision of financial management services, which have been treated historically as a service 
rather than as an administrative activity, and although seven waivers use fiscal employer agents, 
program offices did not perform a readiness review or initial or subsequent certifications of these 
entities; nor were they monitored to ensure they were operating in accordance with section 3504 
of the IRS code. In addition, each program office (Department of Aging, Office of 
Developmental Programs, and Bureau of Home and Community-Based Services) had different 
expectations for these entities and different reimbursement policies. When project staff examined 
the entities in depth, they found that many were actually operating under an agency-with-choice 
model rather than the fiscal/employer agent model. 

Approach. The State has spent a great deal time looking at the options for providing financial 
management services. The Office of Long-Term Living decided to reimburse FMS entities 
serving individuals in the eight waivers managed by the Office as a waiver service, rather than as 
an administrative function, and is developing service definitions, a standardized rate, and a 
certification/recertification process.  

Individual Budgets 
Issue. The State needed to develop an individual budget methodology that would both 
accurately determine the cost of the service plan and be budget neutral. The method also had to 
be standardized across the State. This was a challenging task due to considerable resistance from 
the Governor’s Budget Office and opposition from the AAAs to the initial methodology chosen.  

Background. Participants in the Aging and Attendant Care waivers have had employer 
authority but not budget authority. Under the employer authority, the cost of providing personal 
care or attendant services was calculated by assessing the number of hours needed and 
multiplying the number by the fee-for-service rate. Reimbursement for services under both 
waivers has not been standardized statewide.  

In Services My Way, participants have both employer and budget authority to direct their own 
attendant or personal care services. A traditional Individual Service Plan is utilized to calculate 
the individual budget based on the participant’s need for assistance with ADLs and IADLs, and 
takes into account functional, medical, social, and behavioral needs. Participants who choose to 
have an individual budget will exercise full control over specific services identified in the 
assessment process and the traditional service plan.  

In the Aging waiver, participants may choose to direct personal care (assistance with ADLs and 
IADLs), personal assistance (assistance with health-related tasks, including some specified in the 
State’s Nurse Practice Act), home support, companion services, and respite services. In the 
Attendant Care waiver, participants can direct personal assistance services. Participants in both 
waivers can also direct goods and services. 
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Approach. The State researched how other states calculate individual budgets and received 
extensive on-site technical assistance from the C&C National Program Office, including a 
presentation demonstrating that the State did not have to spend additional funds to use the C&C 
approach. The Department of Aging uses rates that are published by the Department of Public 
Welfare for personal assistance services; there is an established rate for self-directed services and 
one for agency-provided services.  

Initially, the Department of Aging decided to use the lower self-directed rate on which to value 
the individual budget. Many AAAs resisted this approach because they felt it penalized 
participants and strongly urged the Department to develop a different methodology. As a 
compromise, the Department now multiplies the number of assessed units (for personal care, 
home support, companion, and respite services) by the average regional agency rate to determine 
the participant’s individual budget amount. Participants can negotiate wage rates with their 
employees, but the established rate also has to cover payroll taxes and workers’ compensation 
premiums.  

Participants then develop their spending plans with the assistance of a support coordinator. The 
spending plan specifies how the individual budget amount will be spent. Participants may use 
their budget to hire and manage workers and to purchase goods and services. In both the Aging 
and Attendant Care waivers, the monthly fee for financial management services is deducted from 
the budget. In the Aging waiver, the cost of support coordination is an administrative expense 
and its cost is not deducted from the participant’s budget. But in the Attendant Care waiver, 
support coordination is a waiver service and it is deducted from the budget. 

Issues with Other State Agencies 
 Pennsylvania experienced significant Medicaid budget constraints in the first year of the 

C&C grant, which had not existed when the State applied for the grant. The budget 
constraints affected all programs and plans statewide, and the Governor’s Budget Office was 
concerned that the C&C model would increase Medicaid costs. Their concerns led to a 
complete halt in program planning and design that delayed the project until May 2006.  

 Significant resistance from the state Medicaid office to using CMS’s revised HCBS waiver 
template caused a considerable delay in preparing the required waiver amendments.  

 Pennsylvania planned to offer the C&C model statewide in the waivers serving elderly 
persons, and in some regions for the waivers serving adults with physical disabilities and 
adults with developmental disabilities. Both the Bureau of Home and Community-Based 
Services and the Office of Developmental Programs, which administer these waivers, 
encountered major issues with CMS while attempting to secure their respective waiver 
renewals, taking up much of their staff time and focus. As a result, the C&C model was not 
implemented in the physical disability and mental retardation waivers.  

 Competing initiatives—including the development of a Long-Term Living Council and the 
subsequent reorganization of the Office of Long-Term Living—led to management staff 
being assigned and re-assigned to projects as priorities changed. As a result of inconsistent 
management, the project lacked the authority needed to make it a priority. 
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IV. Lessons Learned and Recommendations  

When the C&C grant was awarded to the Governor’s Office of Health Care Reform, the 
Governor’s priority was to balance expenditures between institutions and home and community-
based services, and the C&C initiative was initially viewed as part of this effort. The decision to 
administer the grant from the Governor’s Office of Health Care Reform was based on an 
assumption that it would provide the authority needed to deal with any resistance to the program. 
However, the Office had five other grants it was administering, as well as the Nursing Facility 
Transition pilot program.  

The Department of Aging and the Bureau of Home and Community-Based Services, which 
administer the waivers in which the C&C model was to be implemented, were suspicious of—
and resistant to—initiatives coming out of the Governor’s Office of Health Care Reform, making 
it very difficult to work collaboratively with their staff. Additionally, prior to receipt of the C&C 
grant, there had been an historical lack of collaboration between the Department of Aging and 
the Bureau of Home and Community-Based Programs that oversees programs for younger adults 
with physical disabilities.  

The Governor eventually issued an executive order to create a new entity—the Office of Long-
Term Care Living (OLTL)—to assist in rebalancing Pennsylvania’s long-term living system and 
in providing opportunities for persons of all ages with disabilities to live independently. All of 
the grants and initiatives in the Governor’s Office of Health Care Reform were transferred to the 
OLTL.  

The OLTL functions out of the Department of Aging and provides a standardized and less 
fragmented structure for accomplishing initiatives. Many staff were transferred to the new office 
and concerns remain about how OLTL will work with other agencies and divisions. The lesson 
learned from Pennsylvania’s experience is that states should locate self-direction initiatives in the 
office(s) that manages the affected program(s). Another lesson learned is that it is important to 
have an FMS subject matter expert on staff. 

V. Outcomes  

Pennsylvania will begin enrollment in the Aging and Attendant Care waivers in 5 of the planned 
21 counties by February 1, 2009. The remaining 16 counties will be phased in over a 12-month 
period. The long-term goal is to have the C&C model available statewide in the eight waiver 
programs managed by the Office of Long-Term Living.  

VI. Key Products 

Informational materials on the C&C website include a presentation and handout on frequently 
asked questions, a presentation of lessons learned through the grant project, and a strategic 
communications plan. Available at: 
http://www.cashandcounseling.org/resources/browse?SourceIndex=Pennsylvania. 
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Rhode Island 

The Cash & Counseling (C&C) grant was awarded to the Rhode Island Department of Human 
Services, Center for Adult Health. 

I. Availability of Self-Directed Services Prior to Receiving Grant 

Prior to receiving the grant, Rhode Island had two programs that included a self-direction option: 
a Section (§) 1915(c) model waiver serving adults with physical disabilities, which was capped 
at 125 participants, and a state-funded program for persons with developmental disabilities. 
Participants in these programs had employer authority only and the programs lacked the 
infrastructure to support communications between participants, support brokers, and the state 
agency.  

II. Primary Purpose and Major Goals of the Grant 

The grant’s primary purpose was to develop and implement a §1915(c) Independence Plus 
waiver program, called PersonalChoice, that would include all core C&C program components 
and serve individuals of all ages. A primary focus was to establish infrastructure for 
implementing the new self-direction program and “state of the art” quality monitoring and 
oversight protocols to improve self-directed services. The grant’s major goals were (1) to 
develop an individual budget methodology, and policies and procedures for support brokers and 
financial management services; and (2) to transition current self-directing participants in the 
model waiver who want to participate in the new program. The model waiver program was 
terminated after the new C&C program was implemented. 

III. Issues in Key Areas and How They Were Addressed  

The State experienced challenges in several key areas when developing and implementing its 
new program. These challenges and the approaches the State has taken to address them are 
described below.  

Outreach and Education  

Issue. Participants thought the program had no restrictions on purchases and thus had 
exaggerated ideas about what they could purchase under “goods and services.”  

Background. The outreach and education materials did not clearly describe CMS requirements 
and restrictions on the purchase of goods and services, and preliminary training materials 
included the example of an air conditioner in a spending plan. CMS only allows the purchase of 
goods and services if they are needed as the result of a disability to perform a function or 
improve independence. Although an air conditioner may sometimes meet that criterion, it does 
not in all instances. 

Approach. Program staff developed new educational materials for participants that described 
the program and clarified Medicaid requirements and restrictions. 
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Issue. Focus groups found differences in how older adults and working age adults perceived 
educational materials and in the type of information they found salient. 

Approach. The State developed different sets of marketing materials for older adults and 
working age adults with disabilities.  

Financial Management Services 

Issue. One of the Fiscal Employer Agents (F/EAs) had difficulty meeting the State’s contracting 
standards and requirements. 

Background. Because financial management services are reimbursed as a waiver service, the 
State must allow any willing provider who meets contracting criteria to be a provider. Rhode 
Island has two F/EAs—one had experience when it began providing services for the new 
program but the other did not. The F/EA without experience—particularly with IRS 
regulations—had only processed checks for workers in the model waiver program for persons 
with physical disabilities. Nonetheless, it had received assurances from the State’s Health and 
Human Services Commissioner that it could provide financial management services in the new 
program. 

Approach. A C&C National Program Office (NPO) technical assistance provider worked 
directly with the inexperienced agency. At one point, the State notified the agency that it would 
not be able to serve additional clients if its performance did not improve. To monitor the 
agency’s performance, the project coordinator conducted site visits at least every other month, 
and the Medicaid agency also conducted a desk audit on expenditures and service plans. These 
approaches were successful and during the last three site visits, no deficiencies were found. 

Enrollment  

Issue. The support broker agencies had insufficient capacity when the program began, were 
overwhelmed by referrals following the first major mailing of promotional materials, and were 
unable to respond in a timely way. The time from referral date to initial assessment took as long 
as 3 months. 

Background. The two agencies providing support broker and enrollment services also provide 
case management to other programs. The State sent a mailing to 1,000 current waiver 
participants receiving traditional services and within a week the support broker agencies received 
over 500 calls.  

Approach. The State reduced the size of the mailings to 300 packets every other week. This 
allowed the agencies to respond to inquiries in a more timely manner. The State also recruited 
additional agencies to assume support broker functions. One of the three that responded began 
providing support broker services in January 2008, and the other two have requested that their 
application be placed on hold until they are more certain of the State’s long-term care policy 
direction. The time from referral to assessment is now about 30 days.  

Lessons Learned from the C&C Replication States A-72 



Description of States’ Grant Initiatives Rhode Island 

Workforce 

Issue. The State’s self-direction program under the model waiver treated workers as 
independent contractors, who were responsible for filing and paying their own payroll taxes. The 
new program, called PersonalChoice, requires workers to be employees. The workers for about 
five percent of participants were not willing to be declared as employees and have taxes 
deducted and so left their jobs. The affected participants had to find new workers. 

Approach. To enable participants sufficient time to find new workers, model waiver participants 
were notified about the new program a year prior to the termination of the old self-direction 
program. Most existing workers transitioned to PersonalChoice along with their employer 
participant. For those participants with employees unwilling to transition, support brokers helped 
participants to find new workers, and the State contracted with Rewarding Work Resources, Inc., 
to enable participants to use the website to locate workers.6

  

Provider Resistance 

Issue. Some traditional home health agencies had negative views about PersonalChoice because 
it allows participants to pay employees more than the agencies pay, which they felt gave 
participants an unfair hiring advantage.  

Background. Some participants elect to receive fewer hours in order to pay their workers more, 
although the average pay is similar to that of home health agency providers. 

Approach. Grant staff spoke with the state association for home health providers and presented 
data on the average hourly wages in PersonalChoice, demonstrating that the average wage was 
within the range that agencies paid. Still, some negative perceptions about the program persist.  

Workers Compensation 

Issue. The development of insurance rates for the Workers’ Compensation code for workers in 
the new program was initially delayed due to staffing issues in the Department of Business 
Regulations. When the Department issued rates for Workers’ Compensation premiums they were 
very high.  

Approach. After many months of negotiation, which involved intervention by the Medicaid 
Director and advocacy by program participants, the Department of Business Regulation issued 
rates much lower than those given initially, and that were in line with the low rate for Personal 
Assistance Services in neighboring Massachusetts. The Department is monitoring workers 
compensation claims (there have been none to date) and has agreed to notify program staff if 
they believe a rate increase is warranted. 

                                                 
6 Rewarding Work Resources, Inc., a 501(c)(3) nonprofit corporation, developed the Rewarding Work website, 

which gives older people and individuals with disabilities the choice of hiring staff directly and allows them 
control of the process of hiring personal assistants. The site also provides private agencies a resource to assist in 
recruitment of direct support professionals and other staff. Several states use the website for their programs, 
including Connecticut, Massachusetts, New Jersey, Rhode Island, and Vermont.  
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IV. Lessons Learned and Recommendations 

Based on its experience developing and implementing PersonalChoice, the State learned several 
lessons and made several recommendations that may be useful to other states.  

Communications 

It is important not to “oversell” a new program. It is better to temper the presentation on what the 
program offers than to deal with participants’ dissatisfaction later on.  

Involving Participants and other Stakeholders 
 Involving participants in program design and development is essential. Participants were very 

active in the development of the PersonalChoice program and provided valuable input for 
the development of all provider standards and quality monitoring criteria.  

 There cannot be too much open communication between stakeholders. A strong participant 
advisory council and the inclusion of home health agency staff and administrators in program 
design has led to a robust program, which generated less resistance than initially anticipated. 
The project seems to have had the greatest impact in the area of professionals’ attitudinal 
change. Although not universal, many more home health professionals now give at least a 
grudging respect to the self-direction model than they did previously.  

 For example, one of the Service Advisement Agencies is also a traditional elderly services 
case management agency, and has undergone a complete transformation to fully support the 
new C&C program. This elder agency has in turn advocated for the program to other elder 
agencies, more effectively than could have been done by other program supporters. 

 Satisfied participants can help to market a new program by promoting it to their peers and by 
generating media attention. One participant contacted a TV station about his experience, 
which led to two news segments highlighting the program’s benefits for individuals with 
disabilities. As a result, inquiries about the program increased.  

Fiscal Management Services 

States should consider providing fiscal employer agent services as an administrative function and 
contract with only one provider statewide. This would allow the state to select only the most 
qualified entity. 

Enrollment 

States should ensure that sufficient staff are available to meet enrollment demand for a new 
program, or at least have potential agencies ready to offer services in case the need arises. A 
major reason the State did not reach its projected enrollment targets was the limited provider 
capacity to enroll new participants. 
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Information Technology 

Implementation of the Consumer Data Module (CDM)—a web-based management tool with real 
time information sharing—was a significant part of PersonalChoice program development.7 
Although CDM implementation consumed a large amount of staff resources, the tool has proved 
to be invaluable in reducing administrative effort and time for managing the PersonalChoice 
program. Furthermore, the CDM enables participants to fully manage spending plans and to view 
individual program information. 

Rhode Island added an Assessment Module to the CDM software to enhance local functions, and 
is currently continuing to work with the C&C NPO to add additional functions in order to upload 
participant spending data. Although quite a lot was done with project funds to develop 
management information systems (i.e., implementing the CDM), the processes are still not fully 
integrated with the current state computer system due to lack of funds. States need to budget for 
the high cost of adequate information systems to support self-direction programs over the long 
term.  

V. Outcomes  

Enrollment began on March 1, 2006 and as of December 31, 2008, the program had enrolled 336 
participants. The former self-direction model waiver program serving adults with physical 
disabilities never exceeded 80 participants, despite the availability of slots. PersonalChoice 
quickly exceeded that number and is adding new participants every month. Disenrollment has 
been uncommon and almost always the result of an unavoidable occurrence such as death, loss of 
Medicaid eligibility, institutionalization, or an out-of-state move.  

The program underwent its first CMS review—in preparation for renewal in 2008—and was 
found to be in compliance with all of the CMS mandated assurances. Furthermore, CMS 
commended the State on its use of the Consumer Direction Module to improve communications 
and oversight.  

PersonalChoice was not formally evaluated, but several participant surveys were conducted. The 
last one, completed in April 2008, found that 98 percent of participants thought they were able to 
get the assistance they needed to stay in their homes, 99 percent said they were very satisfied 
with the program, and 99 percent said they were able to have their questions answered.  

VI. Key Products  

Grant funds were used to develop a wide range of outreach, education, and technical materials, 
including a participant manual, which can be found at the following website: 
http://www.cashandcounseling.org/resources/browse?SourceIndex=Rhode%20Island. 

 
7 The CDM is an internet-based secure information and program monitoring tool that was developed under the 

leadership of the C&C NPO with funding support from RWJF and ASPE. Several of the Replication States 
participated in its development. It is being used in Alabama, Rhode Island, and West Virginia; is in an 
implementation phase in New Mexico; and in development for Pennsylvania. The CDM can by used by 
participants, counselors, fiscal agents, families, and state administrative staff. It provides real time submission and 
approval of assessments, budget amounts, and service/spending plans. With new funding from RWJF and the U.S. 
Administration of Aging, the fiscal agent functions of the CDM will be enhanced in Fall 2008.  

http://www.cashandcounseling.org/resources/browse?SourceIndex=Rhode%20Island




Vermont 

The Cash & Counseling (C&C) grant was awarded to the Department of Disabilities, Aging and 
Independent Living. 

I. Availability of Self-Directed Services Prior to Receiving Grant 

Vermont offered a variety of self-directed service options prior to receiving its C&C grant. 

Participant-Directed Attendant Care—a combined Medicaid State Plan and state-funded program 
for adults with disabilities—is available only as a self- or surrogate-directed employer authority 
option. The Children’s Personal Care Services program—offered under the Medicaid State 
Plan—offers the employer authority to participants who do not want to use agency-directed 
services. The program has grown dramatically since it began in the mid 90’s, and at the time the 
C&C grant was received was serving about 1,200 children; services for approximately 1,000 of 
these children were family-directed. The high number of self-directing participants is due, to a 
great extent, to their ability to pay higher rates than agencies do, making it easier for participants 
to find workers in the family-directed model.  

Choices for Care. Vermont has had a Section (§) 1915(c) HCBS waiver for elderly persons and 
working-age adults with disabilities since the mid-1990s. This program developed a self- or 
surrogate-directed option that permitted participants to hire their own personal assistants to better 
meet the demand for workers. In June 2005, this waiver was replaced by a new §1115 waiver 
called Choices for Care, which guarantees access to HCBS services as well as nursing home care 
for individuals who meet nursing home level-of-care criteria and are evaluated as being in the 
Highest Need group. Individuals who choose HCBS may also choose to exercise employer 
authority to hire, supervise, and dismiss workers, and if so, receive assistance from a fiscal agent. 
About 650 participants (or their surrogates) currently direct their services using the employer 
authority model. When Vermont applied for the §1115 waiver for the Choices for Care program, 
it included a plan to develop a budget authority option.  

Developmental Services. Some individuals with developmental disabilities (DD) live in a 
type of fostering arrangement in the home of a paid Home Provider. The Home Provider can hire 
additional support staff, respite staff, or both, the cost of which is paid from the consumer’s 
overall budget. Prior to the C&C grant, a small number of individuals and their families had been 
“self/family managing” and as grant activities were getting underway, Developmental Services 
awarded a grant to an organization to provide support brokerage services to them. 

II. Primary Purpose and Major Goals of the Grant 

The grant’s primary goal was to develop and implement a C&C option—called Flexible 
Choices—in the Choices for Care program.  
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III. Issues in Key Areas and How They Were Addressed 

The State experienced challenges in several key areas when developing and implementing its 
new program. These challenges and the approaches the State has taken to address them are 
described below.  

Administrative  

Issue. Around the time the C&C grant began, the Agency of Human Services underwent a 
major reorganization and Children’s Personal Care Services was moved from the Office of 
Vermont Health Access (Medicaid), and Developmental Services was moved from the 
Department of Mental Health, and both were placed under the authority of the newly named 
Department of Disabilities, Aging and Independent Living—hereafter the Department. The 
reorganization slowed grant implementation because there were so many changes going on that it 
was very difficult to get staff to focus on the new C&C option. 

Approach. The grant project director attempted to obtain and maintain the interest and attention 
of other state staff as the option was about to be implemented, but much of the initial planning 
was carried out with little involvement from other state staff. Ideally, it would have been useful 
to involve them, because it would have helped to increase buy-in from the State’s field staff (e.g., 
RNs who perform assessments). 

Outreach and Education 

Issue. Key stakeholders, including home health agencies, Area Agencies on Aging (AAAs), and 
aging and disability advocates were aware that the State would be developing a C&C option, but 
their understanding of what “C&C” meant varied considerably. Additionally, while some 
thought it was a good idea to implement the option, many voiced concerns about how it would 
work and whether it would work.  

Background. The State spent considerable time and resources educating these stakeholders (but 
few or no consumers) about the C&C model of self-direction even before the grant proposal was 
written. Venues included a statewide conference followed by three interactive television sessions 
about the C&C concept. However, these efforts did not lead to a consensus about what C&C 
meant. It appears that potential stakeholder interest in the Flexible Choices option was 
sidetracked by their interest in the State’s initiative to develop and implement the Choices for 
Care program.  

When Flexible Choices began serious planning in June 2005, the mood among providers was 
that Choices for Care posed a potential threat; but other than expressing concerns that the 
program “wouldn’t work,” they were not able to articulate their objections. With regards to 
Flexible Choices, in addition to general concerns about how it would work, providers were also 
concerned that the option would have a negative impact on their financial status by taking away 
their clientele.  

Approach. The grant’s project director conducted numerous activities to educate stakeholders, 
listen to their concerns, and attempt to address them, as follows: 
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 Meeting with stakeholders. The grant’s project director met with key stakeholders, including 
AAAs, executive directors of home health agencies, and consumer advocacy groups such as 
the Community of Vermont Elders, Vermont Center for Independent Living, the Vermont 
Disabilities Rights Council, AARP, and the Alzheimer’s Foundation. Project staff developed 
an advisory group comprising representatives of the stakeholders listed above and three 
consumers. The group met twice in the fall of 2005 and then was kept informed of 
developments periodically via e-mail, but the group never really coalesced and did not play a 
major role in developing the Flexible Choices option.  

 Meeting with waiver teams. The project director also met with waiver teams in each of the 
State’s 12 regions to educate them about the new program and their role in it. Each team’s 
purpose was to provide a communication system for home health agency staff, especially 
with case managers, across the Choices for Care system. Since case managers, initially, 
would be the primary referral source for the new Flexible Choices option, the project director 
made two presentations to each waiver team shortly before and after Flexible Choices began 
enrollment. These meetings were not particularly successful and, overall, seem to have raised 
provider anxiety about Flexible Choices rather than alleviated it. Unfortunately, no 
champions for the program emerged.  

Counseling Services 

Issue. The project decided to use case managers to provide counseling services, but two issues 
interfered with this approach: (1) case management agencies did not seem enthusiastic about the 
C&C model, and (2) meetings with the case management agency leadership suggested that 
considerable retraining would be needed to move individuals from a case management to a 
support broker model.  

Background. The initial goal was to enroll 50 individuals from the 650 current Choices for 
Care participants who were using what Vermont calls “the home-based, consumer/ surrogate 
direction” option. Each participant already had a case manager through either an AAA or a home 
health agency. Having the case managers assume the counseling role initially appeared to be the 
simplest approach.  

Approach. Project staff released an RFP for counseling services—called consultant services. 
The intent was to allow current case management agencies to apply if they demonstrated a 
willingness to follow a counseling model. No one responded to this RFP due to agency concerns 
that reimbursement rates were too low. Home health agencies also expressed concern that the 
contract had a “no self-referral” item, which would prevent counselors working with home health 
agencies from developing budgets that included services to be provided by their agencies.  

Project staff revised the RFP to allow for a higher reimbursement rate and specified 
circumstances under which “self-referral” would be allowed. They also approached a small 
agency that had a contract to provide a service very similar to counseling to the self/family 
managed participants in Developmental Services. This was the only agency that submitted a bid 
and the program developed a contract with them.  

Because of lack of interest among traditional case mangers, the State abandoned the idea that 
case managers would become counselors. Counseling is currently covered as a waiver service 
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and is paid for—along with financial management services—out of participants’ individual 
budgets. Currently, the small, contracted agency employs two individuals (one full-time and one 
half-time) who provide counseling for all of the program’s 70 participants. If interest in the 
program were to increase to a great extent, the State would likely have to redesign its counseling 
infrastructure to support a larger number of participants.  

Vermont currently has a federal Administration on Aging Nursing Home Diversion 
Modernization Grant, the purpose of which is to enable the State to use existing Older Americans 
Act and state revenue funds in a more flexible manner to prevent nursing home placement, which 
includes using them in a C&C program. The State is trying to involve the AAAs in the grant’s 
work, which would include having some of their case managers learning how to function as a 
C&C counselor. If successful, AAAs could also provide counseling services to self-directing 
participants in Choices for Care.  

Financial Management Services 

Issue. The State has had difficulty finding a reliable provider of financial management services. 

Background. Despite Vermont’s lengthy experience with self-direction, its experience 
obtaining reliable financial management services has proven difficult. The State had mostly 
relied on a small, local company with limited resources. The State twice put the contract out for 
bids, and contracted with two out-of-state providers only to have each, in turn, withdraw from 
the contract mid-term.  

Approach. The State amended its contract with the small local company to specify the services 
they would provide under Flexible Choices. A drawback of this contract is that the company has 
limited reporting capacity, which limits the type of data the State can collect. The State 
considered using the Consumer Direction Module (CDM) to support Flexible Choices. (The 
CDM is a web-based software application specifically designed to support self-direction 
programs, which can be linked to states’ MMIS and assessment databases.) However, the 
Department’s information technology staff were not interested, believing that the current system 
was good enough and that they did not have the capacity to support the CDM.  

Quality Assurance and Quality Improvement Systems 

Issue. The State needed to determine whether to have a distinct quality management (QM) 
system for the new Choices for Care program or to have the program operate under the quality 
management system for the other HCBS programs in the State.  

Background. As mentioned above, at the time the C&C grant began, the Agency of Human 
Services underwent a major reorganization and a new Department of Disabilities, Aging and 
Independent Living was created. Systematic quality assurance and improvement activities had 
been very limited in the Medicaid §1915(c) waiver that preceded Choices for Care. 
Developmental Services, on the other hand, had a significant history of quality review and of 
providing technical assistance to its designated agencies. It was very difficult to determine how 
to combine the QM approaches from two different systems. To address this issue, the 
Department applied for and won a Systems Change Quality Assurance/Quality Improvement 
grant in 2004 with the goal of developing a unified QM system for all HCBS waivers. 
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Flexible Choices had to develop a QM plan at the same time the Department was reviewing its 
entire quality structure, which made it very difficult to get staff to focus on the new option and to 
fit it into the larger QM systems change. 

Approach. Working with the Project Manager for the Quality Management Project (the name of 
the Systems Change grant initiative), Flexible Choices developed a three-pronged approach to 
quality management. First, project staff developed a system where participants state their goals 
as they set up their budgets. This enables people to guide their budgets based on their goals and 
enables consultants (counselors) to review how well consumers are faring based on the 
achievement of their goals. Second, the QM staff meet with every Flexible Choices participant at 
the end of the first year of the project. Finally, Flexible Choices quality monitoring is part of the 
regular reviews conducted as part of the QM process carried out by the Department’s Quality 
Management Unit. These reviews are focused on the performance of the agency that hires the 
consultant(s).  

As part of the goal-setting process, grant staff worked closely with Scripps Gerontology Center 
(with funding from the C&C National Program Office) to pilot their goal-setting tool. This tool, 
and the entire goal-setting system, did not work out well. For the most part, participants set 
instrumental goals, such as getting more care hours, refitting their van, paying higher wages, and 
purchasing a washer and dryer. While these goals were measurable and tended to be met, they 
were not very useful in measuring quality as conceived in the goal-setting tool, which was 
designed more for the DD population.  

Participants also felt that the tool was not appropriate for them. They knew exactly what they 
wanted and did not want to have to go through a goal-setting process that was appropriate for the 
DD population (e.g., asking about daily and life goals framed in broad quality of life concepts). 
Because participants disliked the goal-setting process it is no longer monitored and evaluated as 
part of the QM process.  

Enrollment  

Issue. Enrollment has been the critical issue in Flexible Choices—starting extremely slowly and 
remaining slow. 

Background. The initial goal was to enroll 50 individuals from the 650 current Choices for 
Care participants who were using what Vermont calls “the home-based, consumer/surrogate 
direction” option. Each participant already had a case manager through either an AAA or a home 
health agency. The State felt that 50 participants would constitute a pilot program, which would 
enable program staff to fine-tune policies and operational procedures before expanding the 
program.  

Because Flexible Choices was initially targeted to participants in Choices for Care, project staff 
knew that case managers would have to be the primary referral source. This strategy presented 
problems because project staff also knew that most case managers were skeptical about the 
program, if not actively hostile towards it. As noted above, outreach efforts with case 
management agencies and case managers had not been particularly successful. Additionally, as 
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noted in the following section on individual budgets, discounting the budgets created an 
impression that participants would receive less than they were currently receiving. 

Another potential reason for slow enrollment is that Choices for Care has a fairly rich package of 
services and participants already have the option to hire their own workers. Given this, it is 
possible that participants—both elderly persons and working age adults with disabilities—do not 
feel a strong need to control an individual budget. However, new applicants to the program may 
be more interested in the Flexible Choices option. 

Approach. Much of what grant staff did to improve enrollment is discussed above in the 
“Outreach” section. Outreach and education are key to enrollment, particularly when the 
program faces skepticism and resistance. 

In July 2007, project staff worked with the C&C National Program Office to conduct focus 
groups with case managers and eligible non-enrollees to determine what issues might be 
interfering with enrollment. The case manager focus group revealed ongoing lack of 
understanding and suspicion of the program. The non-enrollees focus group revealed 
considerable suspicion of the State, in general, and thus Flexible Choices. The focus groups 
clearly revealed the need for one-on-one discussions with potential participants to help them 
understand the benefits of the C&C model, but the State has chosen not to conduct 
“telemarketing” calls to potential participants because the Department feels that it would be an 
invasion of their privacy. Currently, counselors only speak with individuals who express an 
interest in the program.  

The State also took specific steps to address slow enrollment, including consolidating the 
enrollment and counseling functions, which allowed individuals who had expressed interest in 
the program to obtain information from an expert who supported the program. This approach 
also limited the number of people that potential enrollees had to deal with, improving continuity 
and making the process more efficient. In January 2007, the State eliminated the 15 percent 
discount rate for individual budgets and in September 2007 opened the program up to all current 
and newly-eligible Choices for Care participants.  

Prior to the elimination of the discount rate, only 12 percent of current Choices for Care 
participants who expressed interest in Flexible Choices subsequently enrolled. After it was 
eliminated, about 85 percent of individuals expressing interest in the program enrolled. 

Individual Budgets 

Issue. Because Flexible Choices is an option in an §1115 waiver program, the State believed it 
had to discount individual budgets to meet budget neutrality requirements. However, discounting 
was very negatively perceived and discouraged enrollment.  

Background. Participants who are directing their services using the employer authority in 
Choices for Care use about 75 percent of their authorized services. In the Developmental 
Services program, participants with budget authority use closer to 90 percent of their budgets. 
For this reason, the State felt it had to discount Flexible Choices budgets by 15 percent when the 
program was initially implemented.  
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Project staff hoped that receiving 85 percent of authorized services would be perceived 
positively by a majority of participants who were currently receiving less than that amount. 
However, the discount rate turned out to be a significant deterrent to enrollment. Even 
individuals for whom it did not represent an actual loss, given their current utilization, felt they 
were losing something.  

Approach. Six months after the program began and had experienced extremely low enrollment, 
the State eliminated the discount rate. While enrollment remains slow, it is considerably faster 
than when the discount was operative. The State is monitoring the budgets and costs on an 
ongoing basis. Service utilization rates are in the 90 to 95 percent range, which is not fiscally 
supportable over the long term given the budget neutrality requirements for Choices for Care.  

One approach the State is using to keep expenditures in line with the requirements is to limit the 
budget savings participants can carry over from one year to the next. In addition, the State is 
considering limiting the amount of savings a participant can have at any given time if the savings 
are not designated for a specific purchase that will reduce the need for human assistance, such as 
a service animal or a washer and dryer.  

Issue. Developing a budget methodology to include adult day services (ADS) was very 
challenging. 

Background. Choices for Care covers ADS as one of several waiver services available to 
participants. Budgeting for ADS was a problem because their use was not based on the 
assessment per se, but on the participants’ desire to use this service. As a result, two individuals 
with very similar needs could have very different budgets if one of them attended ADS a few 
days a week and the other received only in-home care, because the person attending ADS does 
not lose an equal number of in-home personal assistance hours. For example, an individual who 
attends ADS for 40 hours a week may “lose” only 10 in-home service hours. The State takes this 
approach because it wants to encourage use of ADS, which are viewed as particularly beneficial. 
However, the higher costs for participants using ADS turned out to be very controversial because 
it raised equity concerns.  

Approach. The State decided to cash out and then restrict the ADS dollars; that is, the value of 
the number of hours of ADS in a participant’s plan is included in the budget, but participants can 
spend this amount only on ADS. The one flexibility participants had was the ability to spend 
these dollars on other types of care when they were scheduled to attend ADS, but were not able 
to because of bad weather or illness. 

Cooperation with Other State Agencies 

Cooperation with other state agencies was not required for implementing the new program. The 
only problem occurred when project staff requested that Flexible Choices participants be 
identified as such in the Medicaid Management Information System (MMIS). Doing so would 
have required programming support—although not funding—which was not forthcoming from 
the Division responsible for the MMIS. The problem was solved by allocating a unique billing 
code for all Flexible Choices costs, but some providers do not use the correct code, which 
requires time and resources to correct.  
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IV. Lessons Learned and Recommendations 

Based on its experience developing and implementing Flexible Choices, the State learned several 
lessons and made several recommendations that may be useful to other states. Most importantly, 
for a C&C option to be successful, participants need to perceive a problem with their current 
service delivery that the new option will solve. This may seem obvious, but the participants in 
Choices for Care did not seem to value greater flexibility to a degree that motivated them to 
enroll in Flexible Choices.  

Obtaining Case Managers’ Support 

Case management agency support is critical but can be difficult to obtain. In Vermont, it 
demanded persistence, patience, and ongoing effort to obtain agency buy-in. Grant staff recently 
made two presentations to about 100 case managers where Flexible Choices was presented as 
one part of the overall Choices for Care program and they were well received with appropriate 
questions and a reasonable level of interest. It is possible that greater acceptance will come as 
case managers become more familiar with the program.  

Communications 
 States should develop a carefully researched communication plan. It is important not to be 

too general about the program and its benefits. In Vermont, marketing the program as the 
“best thing ever” aroused suspicions among participants who wondered what the State “was 
up to.” Communication strategies have to be personalized—demonstrating to individuals the 
specific benefits that a new program can provide. 

 Direct mail was not a successful strategy. The State mailed participants four items about 
Flexible Choices: a notice of the new program, the opening of enrollment, questions & 
answers about the program, and photos of satisfied Flexible Choices participants with their 
quotes about the program. The first two mailings produced a small response but the fourth 
one did not generate a single call. A consumer focus group conducted shortly after the final 
mailing revealed that consumers were suspicious of direct mail outreach and wanted to know 
what the State was trying to “put over on them.” Similarly, a print ad run in Vermont 
Maturity—a magazine for the general public—did not generate a single response.  

V. Outcomes  

Enrollment began on July 27, 2006 and by December 31, 2008, 83 individuals had enrolled and 
13 had disenrolled. Disenrollment has not been a significant problem. Of the 13 that disenrolled, 
9 died, 2 went to a nursing home, 1 left the State, and 1 did not like the program. Initially, there 
was some minor and predictable confusion about the process for transferring participants from 
Flexible Choices to another Choices for Care option, but these problems were not significant.  

 In the summer of 2007, each participant who had been in the program for 3 months or more 
was surveyed using a modified Personal Experience Survey (about 20 people). The survey 
findings demonstrated high levels of satisfaction with the program. 

 One participant and his mother who participated in a focus group demonstrated very positive 
feelings about the program. 
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 The consultant reviewed with participants the extent to which they had accomplished their 
goals. She found that many had either attained their goals or had made progress toward doing 
so.  

At the same time Flexible Choices was being developed, the State also began to develop a 
budget authority option for the Medicaid Children’s Personal Care Services program, which 
began enrollment on June 1, 2008. As of December 31, 2008, the program had enrolled 136 
people and 81 had approved spending plans. The number enrolled in 5 months exceeded the 
number enrolled in Flexible Choices in over 2 years.  

The enrollment differences demonstrate the importance of ascertaining participants’ interest in a 
budget authority program before undertaking the extensive work needed to design and 
implement it. Many participants and their families in the Children’s Personal Care Program 
wanted more control over their services and more flexibility to choose and arrange services, 
which explains their greater interest in the budget authority model.  

VI. Key Products  

The State developed numerous technical and educational materials—including a manual 
detailing allowable expenses for individual budgets—which are available at 
http://www.cashandcounseling.org/resources/browse?SourceIndex=Vermont. 
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Washington 

The Cash & Counseling (C&C) grant was awarded to the Aging and Disability Services 
Administration (ADSA) in the Department of Social and Health Sciences. 

I. Availability of Self-Directed Services Prior to Receiving Grant  

Washington has a well developed system of home and community-based services (HCBS), 
which account for over half of the State’s expenditures for long-term services and supports. For 
several years prior to receiving the grant, the State had a number of programs offering a degree 
of self-direction, including the Personal Care State Plan program and the Aged and Disabled 
waiver serving individuals age 65 and older and those 18 to 64 years who have a physical 
disability.  

Waiver and State Plan participants may receive personal care services from a licensed home care 
agency or independently employ and supervise workers known as individual providers. 
Individual providers are unionized and their pay rates and benefits are established through a 
collective bargaining process. The majority of waiver participants receiving in-home services 
directly employ in-home personal assistance providers. 

By statute, participants are the employer of record and have employer authority including the 
responsibility to recruit, hire, supervise and terminate individual providers. Individual providers 
are required to have a contract with the State, and the State has established standards and 
requirements for qualified providers. The case manager is responsible for ensuring that 
individual providers sign a contract, pass a criminal background check, and attend mandatory 
annual trainings.  

The case manager also has the authority to terminate individual provider contracts based on 
inadequate performance, or if there is a reasonable, good faith belief that the worker will be 
unable to appropriately meet the client’s needs. The case manager authorizes payment through a 
state payment system. The State is responsible for all payroll and employer related tax functions 
applicable to individual providers. As a result of collective bargaining, the State also provides 
payment for workers compensation and health care benefits. 

II. Primary Purpose and Major Goals of the Grant 

The grant’s primary purpose was to expand the State’s self-direction options to allow individuals 
to direct services and supports in addition to employing their personal care aide, which has long 
been an option in Washington as noted above. Its major goals were to: 

1. Develop and receive CMS approval to implement a new Section 1915(c) waiver program—
called New Freedom—that would provide an individual budget option.  

2. Develop the infrastructure for the new waiver program, including policies and procedures for 
consultant support and financial management services.  

3. Educate potential participants and stakeholders about the new waiver program.  
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4. Integrate the new waiver’s quality assurance (QA) policies and procedures with the existing 
state QA system. 

III. Issues in Key Areas and How They Were Addressed 

The State encountered issues and challenges in several key areas. As a result, enrollment in New 
Freedom did not begin until May of 2007, 18 months after the originally planned enrollment 
date. The issues and challenges experienced to date are discussed below along with the 
approaches the State has used to address them. 

Infrastructure Development and Implementation of Project Components 

Issue. ADSA had planned to hire dedicated staff to focus on outreach, marketing and 
enrollment. Initial assessments of individuals choosing New Freedom would be performed by 
state staff and the existing case management system would provide ongoing reassessments. 
However, due to unanticipated challenges, program staff had to develop a different approach to 
providing reassessment services, the cost of which prevented the hiring of dedicated enrollment 
staff. 

Approach. A contract was established with a community-based agency to conduct 
reassessments. Because a local Area Agency on Aging had a contract with this agency to 
perform assessments, the agency already had access to and experience with the State’s automated 
assessment tool, as well as the required authorization system used to enroll participants in long-
term services programs, including New Freedom. 

However, funds allocated for the two dedicated enrollment staff had to be used to cover the costs 
of the contract with the agency, and program staff had to develop new approaches for outreach, 
marketing, and enrollment.  

Outreach and Education 

Issue. As previously noted, the State’s HCBS waivers for several years have permitted a degree 
of self-direction and the majority of waiver participants directly employ in-home personal 
assistance providers. Additionally, these programs serve many participants who are satisfied with 
the traditional case management system and prefer to have case managers take the lead in 
arranging and providing for services. As a result, many stakeholders felt that existing self-
direction options were sufficient. 

Background. While many participants are satisfied with the current system, many have also 
clearly conveyed their desire to assume more control of their services and to access a wider and 
more flexible array of waiver services. New Freedom targets the latter group and case managers 
are required to educate participants about all service options. 

Approach. The State is implementing a two-pronged outreach and education strategy. The first 
strategy is to work closely with case managers and associated administrative staff to promote 
better understanding of the increased options available with enrollment in New Freedom. To that 
end, program staff have worked with key field-based case management staff to collaboratively 
produce efficient tools for case managers to promote access to New Freedom. Additionally, in 
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order to build relationships and provide education, program staff and the Consultant Support 
Services (CSS) contractor (who hire consultants to provide counseling services for New Freedom 
participants) continue to provide ongoing trainings and briefings to case managers, state staff, 
and Area Agency on Aging staff. The case management system is advancing to more fully 
embrace the preferences of individuals seeking a greater degree of self-direction.  

When enrollment started in May 2007, program staff began to collect information about positive 
participant outcomes. This information forms the core of New Freedom marketing and outreach. 
Although enrollment is still in the early phase, the State anticipates that stakeholders will see the 
benefits of the program and that will lead to an increase in case manager-initiated referrals. 

Program staff continue to meet with case management supervisors and staff to address specific 
participant issues, explore potential referrals, and respond to questions about New Freedom. 
Additionally, they routinely touch base with case management supervisors in the field to inquire 
about concerns and obtain input for improving New Freedom operations.  

The second strategy is focused on marketing directly to participants. Program staff developed a 
sequence of direct mailings to target participants who might be interested in New Freedom. The 
consultant support entity contacts recipients of these mailings, and if they are interested, 
discusses New Freedom and how participants might benefit from the program. To date, direct 
mail outreach activities have been the source of 90 percent of New Freedom enrollees. The 
mailings were targeted only to current waiver participants but program staff also conduct 
community outreach and speaking engagements to recruit new enrollees.  

During the next 12 months, the State will begin to phase out direct mail efforts but will continue 
outreach to specific consumer groups. The current focus of broader outreach is on individuals 
residing in subsidized housing managed by the King County Housing Authority and Independent 
Living Centers. Many individuals residing in these settings are already receiving in-home waiver 
services, or will be eligible in the future. Program staff and a contractor are presently engaged in 
making presentations about New Freedom during resident meetings at a variety of housing 
complexes throughout the county.  

Program staff also recruited a New Freedom participant to represent Washington in the National 
Participant Network (NPN). The participant, program staff, and the NPN coordinator worked 
together to identify Network goals and strategies for reaching them.  

Enrollment 

Issue. Case managers are responsible for enrollment. Because the traditional case management 
system has a demanding workload and must comply with many regulatory requirements—such 
as meeting CMS assurances related to the provision of information about all service options to 
enrollees—it was essential that the New Freedom enrollment process be designed to be as 
streamlined and operationally efficient as possible.  

Approach. Program staff collaborated with case management staff on the design of the New 
Freedom enrollment process. Washington uses a Long Term Care Manual to provide guidance to 
supervisors and case managers. Case management supervisors and staff contributed to the 
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chapter on New Freedom implementation, including enrollment procedures. Once 
implementation was underway, the chapter was revised with input from case management staff 
to further streamline the process. Associated documents related to marketing, referral, and 
enrollment were also collaboratively developed and made available electronically for easy access 
by case managers.  

Issue. Program staff did not anticipate how much time a potential participant would need to 
understand the value of an individual budget in order to make an informed choice about 
enrolling. If participants already have employer authority, determining the value of an individual 
budget requires a discussion of their individual goals and a description of the greater options the 
budget can provide. The level of discussion is more complex and time consuming, by 
comparison, than the level of options counseling needed to enroll clients in other long-standing 
HCBS programs that offer only employer authority. One intake worker noted that potential 
participants wanted to take time to think about the budget option and would often seek additional 
information before making a decision. 

The need to provide additional information and counseling created two problems. First, pressed 
with hundreds of new referrals per month, the intake social workers had difficulty finding time to 
have the level of discussion required. Second, the additional time needed made it difficult to 
meet the program’s policy to have services authorized and in place within 30 days of enrollment 
for new clients. As a result, intake staff with heavy workloads who had to meet target enrollment 
timelines and requirements had a disincentive to refer individuals to the new budget authority 
program. 

Approach. Program staff changed the authorization process so that individuals who expressed 
interest in New Freedom (after an abbreviated introduction) could be referred directly to one of 
the program’s consultants for counseling services at an earlier stage in the enrollment process. 
The consultant has the time to fully discuss the program and the ability to put some basic 
services in place during the discussion. After a full review of options, if the participant sees no 
benefit in the budget-based approach (e.g., if all they need is personal care), they are referred 
back to a traditional case manager to be enrolled in another HCBS program.  

These changes eliminated the disincentive and allowed intake workers to more easily authorize 
interested individuals into the program. In fact, the new process saves them time and they are 
now confident that individuals will end up in the program that best suits their needs. The change 
also ensures that services are implemented within the required 30 day timeframe. 

Individual Budgets 

Issue. The formula to determine the monthly budget for New Freedom participants incorporates 
numerous variables, including hourly wage rates, a 5 percent deduction to maintain cost 
neutrality, an add-on for statewide average use for services other than personal assistance, and 
assessed hours of supports needed. Requiring case managers to compute the formula for each 
enrollee added an additional step to their already heavy workload. 

Approach. The State developed a conversion matrix that enabled case managers to quickly 
determine the monthly budget for New Freedom participants. 
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Workforce Issues 

Issue. The union that represents the State’s individual providers resisted the new program at its 
outset for two reasons: (1) concerns that wage and benefit levels in the new program would be 
less than those negotiated in the union’s labor agreement; and (2) concerns that state funding 
authorized to pay for personal care would be diverted to purchase other goods and services, 
which would reduce the hours of personal care provided, and thus, the income of union 
members. 

Approach. The first issue was resolved with an agreement that wages and benefits for workers 
in the new program would be in accordance with the labor contract. The second issue remains a 
concern but the State took the position that as long as the amount of an individual’s budget was 
benchmarked to other state HCBS programs, participants should be able to make informed 
choice about how to use the funds available to them. Some may choose to spend their entire 
budget on personal care but if others want to purchase other goods and services, their right to do 
so must prevail. The union remains concerned but has worked cooperatively with program staff 
during program implementation. 

IV. Lessons Learned and Recommendations  

Based on its experience developing and implementing New Freedom, the State learned several 
lessons and made several recommendations that may be useful to other states.  

Involving Stakeholders 

Engaging stakeholders in a collaborative process to develop all program components, including 
the new waiver application, will help to ensure a program’s success. To ensure stakeholder 
participation in the development of policy and the design of program components, program staff 
formed two key advisory groups for the New Freedom program. One, called the Think Tank, 
formulated policy, contributed to the design of the waiver and core self-direction program 
components, and worked with program staff to develop the required state administrative code for 
New Freedom.  

The Think Tank included a diverse group of stakeholders, including several individuals with 
disabilities, service providers, advocates, union leadership, and representatives of the current 
case management system.  

The second group, a technical assistance group called the Executive Committee, included 
representatives of leadership in both the state, case management, and community-based systems. 
This Committee ensured that New Freedom’s policies were consistent with the larger system’s 
rules and regulations.  

The two groups provided a collaborative working forum that resulted in significant contributions 
to the design of the program, in particular, the roles of consultant and financial management 
supports. Both groups actively informed the program for the duration of the grant. Although 
consensus on key program components was achieved, it took longer than anticipated. Some 
stakeholders did not immediately see the need to develop a new self-direction program with 
individual budgets, in part because the majority of HCBS waiver participants directly employ 
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their workers already. To ensure that consensus was reached, program staff extended the 
implementation timeline and continued to engage stakeholders to cultivate a thorough 
understanding of the benefits of the C&C model.  

Individual Budgets 

States offering individual budgets to participants should carefully consider the method for 
establishing budget levels and allocate resources to educate participants about all of their options. 

Enrollment  
 Although Washington was not able to hire dedicated enrollment staff, program staff still 

believe that states should consider using dedicated enrollment staff for new participant-
directed service options, particularly in the first 6 months. Doing so provides support for the 
existing service infrastructure, so that case managers and other staff who work directly or 
indirectly with the new program do not feel overwhelmed with new responsibilities. It also 
provides a means for program staff to fix enrollment and other program glitches that might 
not be addressed as quickly if overworked staff, such as case managers, are responsible for 
enrollment in the new program in addition to their existing workload. 

 The greater the choice and control that a program offers, the more a state needs to measure 
and account for the time it will take to provide the information needed to enable individuals 
to make informed choices. 

Counseling  

Having a dedicated staff person in a counseling agency assigned to procuring waiver services, 
such as assistive technology, creates efficiencies and allows counselors to spend more time 
working with participants to increase their capacity to obtain and direct their services. 

Quality  

To promote the provision of high quality services, the self-direction philosophy and quality 
management strategies should be part of the program design components and incorporated into 
RFPs for service providers and in their contracts. 

Program Operations  

Having program staff meet routinely with the program’s contractors helps to maintain 
operational efficiencies. Program staff also facilitate monthly case management supervisory 
leadership meetings, which provide a forum for identifying operational barriers, promoting 
compliance with enrollment procedure, and collaborative problem solving. 

V. Outcomes  

Enrollment began in May 2007 in King County, which includes Seattle. As of December 31, 
2008, 230 individuals had enrolled in New Freedom and the program is adding approximately 20 
participants per month. The State hopes to expand the program statewide in 2010.  

The State used grant funds to pay for financial management services until a sufficient number of 
clients was reached to cover overhead and other basic costs. The State has determined that 
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between 300 and 350 participants are needed to cover these costs and anticipates having this 
number enrolled by mid-2009.  

VI. Key Products  

Program staff developed outreach, educational, and technical materials for New Freedom, some 
of which can be found on the State’s website at http://www.aasa.dshs.wa.gov/professional/MB/ 
MB2007/H07-047%20LTC%20MANUAL%20CHAPTER%20-%20NEW%20FREEDOM% 
20CONSUMER%20DIRECTED%20SERVICES.doc and at http://apps.leg.wa.gov/WAC/ 
default.aspx?cite=388-106-1400.  

In addition, Support Broker Job Descriptions is available on the C&C website at 
http://www.cashandcounseling.org/resources/browse?SourceIndex=Washington. 

 

http://www.aasa.dshs.wa.gov/professional/MB/%0BMB2007/H07-047%20LTC%20MANUAL%20CHAPTER%20-%20NEW%20FREEDOM%25%0B20CONSUMER%20DIRECTED%20SERVICES.doc
http://www.aasa.dshs.wa.gov/professional/MB/%0BMB2007/H07-047%20LTC%20MANUAL%20CHAPTER%20-%20NEW%20FREEDOM%25%0B20CONSUMER%20DIRECTED%20SERVICES.doc
http://www.aasa.dshs.wa.gov/professional/MB/%0BMB2007/H07-047%20LTC%20MANUAL%20CHAPTER%20-%20NEW%20FREEDOM%25%0B20CONSUMER%20DIRECTED%20SERVICES.doc
http://apps.leg.wa.gov/WAC/%0Bdefault.aspx?cite=388-106-1400
http://apps.leg.wa.gov/WAC/%0Bdefault.aspx?cite=388-106-1400
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West Virginia  

The Cash & Counseling (C&C) grant was awarded to the West Virginia Bureau of Senior 
Services. The West Virginia Bureau for Medical Services contracts with the Bureau of Senior 
Services to operate and oversee the Medicaid Aged and Disabled (A/D) waiver program. 

I. Availability of Self-Directed Services Prior to Receiving Grant 

West Virginia received a Systems Change Community-Integrated Personal Assistance Services 
and Supports (CPASS) grant from the Centers for Medicare Medicaid Services (CMS) in 
October 2002. The purpose of the grant was to promote self-direction of personal assistance 
services for persons with disabilities and those with long-term care needs. The CPASS grant was 
administered by the Center for Excellence in Disabilities at West Virginia University in 
collaboration with the Bureau for Medical Services and the Bureau of Senior Services. This grant 
laid much of the foundation for offering self-directed services in the State, which the C&C grant 
built on and strengthened. 

Prior to receiving the CPASS and C&C grants, the State had only two limited self-direction 
options: self-directed personal care services in a state-funded program and self-directed case 
management services, described below. 

The Ron Yost Personal Assistance Services (RYPAS) Program, created in 1999, provides a self-
directed services option in a state-funded program for people with severe disabilities who are not 
eligible for Medicaid. The program has a very limited budget and has a waiting list. In State FY 
2007, the RYPAS program served 26 individuals; their average reimbursement was $327 per 
week.  

Participants may hire their workers directly or purchase services through an agency. The 
maximum reimbursement rate is $6.00 per hour, but participants may pay their workers a higher 
rate. They are responsible for paying their workers and applicable employment taxes. 
Participants are reimbursed by the State, the amount calculated on a sliding scale based on their 
annual income, minus deductions for dependents and disability-related expenses.  

Self-Directed Case Management Services have been available in the A/D waiver program since 
the 1990s. This is a very limited self-direction option, allowing participants or their 
representative to serve as their own case manager without reimbursement. Thirty-six participants 
currently use this option; those that do have to ensure that their eligibility for Medicaid does not 
lapse. In many instances, the agency providing services will keep track of eligibility renewal 
requirements and deadlines and remind participants when they need to submit documentation 
and forms. 

II. Primary Purpose and Major Goals of the Grant 

The grant’s primary purpose was to lay a foundation for self-direction in one of the State’s two 
waiver programs, which could be used to expand self-direction in both programs. The major goal 
of the grant was to implement a self-direction option in the A/D waiver program, which serves 
adults over age 60 and adults under age 60 with physical disabilities. Once completed, the State 
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planned to implement the self-direction option in the Mental Retardation and Developmental 
Disability (MR/DD) waiver. The State is currently working to do so and plans to have a self-
direction option in the MR/DD waiver no later than 2010.  

The State chose to begin with the A/D waiver program because it was simpler to develop budgets 
for the services in this program than for services in the MR/DD waiver program. The A/D waiver 
program covers five services: case management, homemaker (direct care worker), RN 
assessment and review, transportation, and medical adult day care. Medical adult day care is not 
included in individual budgets because participants may not direct this service. However, it 
remains available to participants, although few medical adult day care providers operate in the 
State.  

Because the MR/DD waiver covers more types of services and provides more intensive services, 
the State wanted to use the lessons learned from the A/D waiver and apply them to implementing 
a self-direction option in the MR/DD waiver.  

III. Issues in Key Areas and How They Were Addressed 

Outreach and Education 

Issues. Because the State lacked any type of self-direction option in its waiver programs, over 
3,600 current A/D waiver participants had to be educated about the basic concepts of self-
direction as well as the specific features of the new program, called Personal Options. Specific 
outreach and education challenges were: 

 a general lack of knowledge about self-direction generally and Personal Options specifically, 
among advocates, providers and participants; 

 consumer advocates exhibit lack of trust in state bureaucrats, and have difficulty 
communicating effectively with one another; and  

 lack of opportunities and venues for communicating with stakeholder groups (e.g., 
conferences) and a lack of media outlets that reach the entire State. 

Given these challenges, the State wanted to ensure that individuals interested in Personal 
Options—those newly enrolling as well as current participants—would all know who to contact 
to get accurate information about the new option. The State had a minimal budget for marketing 
and communications, no staff dedicated to marketing, and no staff with marketing expertise.  

Approach. The State used two different outreach and education approaches—one for current 
waiver participants and one for new enrollees. To reach current A/D waiver participants, the 
Bureau of Senior Services (hereafter, the Bureau) mailed out a “Coming Soon” postcard in 
February 2007 informing them that a new self-directed services model was going to be available 
May 2007. The postcard gave a toll-free number to call for more information, which connected 
to the Personal Options program manager or the assistant coordinator at the Bureau, who 
answered questions. If participants were interested and wanted additional information, the 
Bureau mailed print materials, including a frequently asked questions sheet and a form to fill out 
if they wanted to transfer to Personal Options.  
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The Bureau received well over 200 phone calls from interested participants, and enrollment 
began in late May 2007. Thirty participants who had received the “Coming Soon” postcard and 
sought additional information transferred to Personal Options from the traditional service system 
in the initial 2 months.  

The Bureau also mailed a letter from the Governor to current A/D waiver participants about 
Personal Options, which generated about 250 more calls. Those who requested additional 
information were sent the materials mentioned above, as well as a newly developed Personal 
Options brochure. 

To reach newly enrolling A/D waiver participants, the Bureau provided informational and 
educational materials about Personal Options to the West Virginia Medical Institute (WVMI), 
which conducts initial and annual Pre-Admission Screenings to determine medical eligibility 
(i.e., whether an applicant meets the waiver’s level-of-care criteria). Once eligible, they are 
assigned to one of four levels of care, based on their needs, which determines the service hours 
for which they are eligible. Each level has a specified budget amount. 

The WVMI RN conducting the assessment gave the Personal Choices materials to A/D waiver 
applicants, enabling them to make an informed choice about the type of service model they 
wanted, which they indicated on a specific “Service Delivery Model Selection” form. In mid-to-
late June 2007, new waiver participants began to enroll. 

The Bureau also developed posters about Personal Options for display at county Department of 
Health and Human Resources offices, hospitals, senior apartment complexes, Centers for 
Independent Living offices, Aging and Disability Resource Centers, and other appropriate 
venues. The posters include information about key program features and a toll-free number for 
questions or comments. However, because the response to the postcards and brochures was so 
high, it was not necessary to widely distribute the posters. 

The marketing efforts have been quite successful and will be ongoing to reach newly enrolling 
waiver participants. For example, the original and the current Personal Options project directors 
participated in the Robert Wood Johnson Foundation’s (RWJF) Connect Project, which helps the 
Foundation’s grantees build or enhance relationships with their members of Congress and other 
policymakers to further grantees' work. In May 2007, they met with several members of the West 
Virginia Congressional delegation in Washington, DC, to tell them about the new program. The 
Bureau is developing a plan to have a member or members of the delegation send a letter to A/D 
waiver participants informing them about Personal Options.  

Provider Resistance  

Issue. Some Personal Options participants use home care agency staff to supplement the 
services they receive from their hired workers or as backup. Some traditional A/D waiver service 
providers (e.g., home care agencies) will not provide services to Personal Options participants 
because they fear losing their workers to the clients. 

Background. Some service providers have openly opposed Personal Options because they 
believe it will lead to a loss of revenue for their agencies. Many of the State’s larger home care 
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agencies are providing inaccurate information about the program to dissuade participants from 
transferring to Personal Options so that workers will not leave the agencies. Grant staff heard 
anecdotal reports that some agency case managers were actively discouraging waiver 
participants from selecting Personal Options or telling them they could not handle the program’s 
responsibilities.  

Approach. The State included providers in planning sessions to develop Personal Options but 
this does not appear to have reduced resistance. In response, program staff have undertaken 
communication efforts to clarify for providers that Personal Options is seeking to enroll only a 
small segment of their client base—participants whom, for the most part, the agencies have had 
difficulty serving. These efforts were successful to some degree because agencies started to 
provide referrals to the new program. 

The Bureau is addressing the provision of inaccurate information by continually sending 
program information to current A/D waiver participants and providing it to new applicants. Some 
participants who are satisfied with Personal Options have also provided information to other 
waiver participants who are dissatisfied with the traditional service system, which also helps to 
counteract inaccurate information.  

The Bureau has also implemented a new electronic database system to handle complaints from 
all A/D waiver participants and from waiver service providers. All complaints—including those 
about providers discouraging enrollment—will be tracked, trends identified, and appropriate 
actions will be taken to address them. Resistance is now much less than it has been in the past as 
agencies have come to realize that the new self-direction program is a complement to agency-
delivered services. The State is now developing a brochure listing all of the options for receiving 
home and community services, including the use of agency workers, which will further help to 
assuage any concerns that self-direction is being promoted at their expense. 

Case Management and Counseling Services 

Issue. In Personal Options, case management is an optional service that participants may 
purchase with funds from their individual budget. Because the majority of participants who 
transferred from the traditional service system were less than satisfied with their current case 
manager, they have chosen to forego this service and use their budget for services they value. 
This represents a major change from the traditional waiver service system. 

Background. The West Virginia Personal Options Advisory Council, consisting of participants, 
family members, advocates, providers, and state agency representatives, played a major role in 
the design of Personal Options and made key program decisions. Council members felt strongly 
that participants should be allowed to choose whether or not to use a case manager, which was 
the primary reason the Bureau made case management an optional service. Also, prior to 
implementation of Personal Options, findings from the Participant Experience Survey conducted 
with much of the A/D waiver population found that the majority of participants could not 
identify their case manager. 

Resource consultants (a.k.a. counselors or support brokers) use a person-centered approach to 
assist Personal Options participants with their employer responsibilities, with the development 
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of their spending plan, and with the hiring and training of workers. The resource consultant also 
monitors the participant’s health and safety. Resource consultants receive required training in 
person-centered planning from their employer, Public Partnerships, LLC. Resource consulting is 
covered as a Medicaid administrative expense because the State felt that the number of 
participants (400 was the initial target) would not support a network of consultants. Currently, 
eight resource consultants provide services statewide. 

Participants whose health care needs have changed and believe they need additional services to 
meet these needs can use their budgets to purchase RN Assessment and Review services to 
determine what they need and submit documentation to support a new level-of-care 
determination.  

Approach. The State is monitoring how participants are managing their services through weekly 
conference calls with its resource consulting agency, Public Partnerships. Currently, resource 
consultants may recommend to participants that they consider purchasing case management 
services if they feel it would be beneficial (e.g., helping them locate durable medical equipment). 
But the State has no plans to make case management mandatory at this time. 

Equity Concerns 

Issue. Prior to receiving the C&C grant, the State’s MR/DD waiver offered a service called 
Environmental Accessibility Adaptation (not directed by participants) that was capped at $1,000 
per year. The Bureau for Medical Services had concerns that allowing a higher limit in Personal 
Options would raise equity issues for MR/DD participants, families, and advocates—and 
ultimately for the state legislature—and if so, could delay the implementation of Personal 
Options in the A/D waiver. 

Approach. In contrast with the other C&C Grantees, the Bureau for Medical Services decided to 
limit goods and services in Personal Options to $1,000 annually. However, the State is currently 
in the planning process for a self-direction option in the MR/DD waiver. As part of this process, 
there will be discussions on whether the State should increase the cap in both the MR/DD waiver 
and in Personal Options. 

Worker Training Requirements 

Issue. Many advocates of self-direction view mandatory training requirements for participant-
directed workers (employees) as a recruitment barrier. They believe that participants and/or their 
representatives can provide any needed training and can focus that training on the participants’ 
specific needs. However, participants, family members, and advocates on the Personal Options 
Advisory Council felt that Personal Options’ workers should not have less training than that 
required for individuals who work through an agency.  

Approach. Based on the Council’s recommendation, the Bureau for Medical Services decided to 
require Personal Options workers to meet the same training requirements that agency workers 
must meet. Resource consultants have a variety of training materials and all Personal Options’ 
direct care workers have access to these materials in order to meet the program’s training 
requirements. The requirements, as well as all program components, will be evaluated over time. 
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Up to the present time, the training requirements do not appear to be making recruitment more 
difficult.  

Enrollment  

Issue. The Bureau experienced difficulty obtaining documentation of financial eligibility from 
local county Departments of Health and Human Resources because their staff were used to 
working with case managers and agencies, not waiver participants. 

Approach. The Bureau continues to make policy clarifications and provide education to county 
income maintenance workers about Personal Options. This continued outreach and education on 
the local level appears to be correcting the problem. 

IV. Lessons Learned/Recommendations 

Administrative 
 Leveraging resources provided by the Systems Change CPASS grant and the C&C grant was 

key to the State’s success in implementing Personal Options. Many of the same staff who 
worked on the CPASS grant also worked on the C&C grant, providing staff continuity that 
greatly facilitated implementation. 

 West Virginia is one of three states that piloted the Consumer Direction Module (CDM), a 
web-based software application specifically designed to support self-direction programs, 
which can be linked to states’ MMIS and assessment databases. Although the State is still 
piloting the CDM, it has already found the software to be very helpful in managing Personal 
Options. 

Enrollment 
 The State purposely limited initial enrollment in the new option to current A/D waiver 

participants and limited the number to 15 per month for the first 2 months in order to 
carefully monitor the process, identify problems, and make changes as needed. Limiting 
enrollment to current waiver participants ensured that program staff would not be 
overwhelmed with new referrals, which could have led to a delay in providing services. 

 After the first 2 months, the State began enrolling new A/D waiver participants statewide. 
The State found this process to be beneficial and recommends it to other states because it 
gave program staff and the resource consultants sufficient time to determine what was and 
was not working in the enrollment process and to make changes (e.g., in the information 
provided to new enrollees).  

Provider Resistance 

It is important to have separate and distinct educational materials about a new program. 
However, to decrease resistance to a new model among service providers, it may be helpful to 
develop materials that provide information about all of the service models available in a waiver 
program. Providers felt threatened when new applicants seeking information were given a 
brochure about Personal Options. In retrospect, it might have been better to also give them a 
brochure describing the various service options. 
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V. Outcomes 

West Virginia began enrolling A/D waiver participants who wanted to switch to the new 
program on May 21, 2007 and new A/D waiver applicants in July 2007. As of December 31, 
2008, the program had 333 participants. There is no notable issue with disenrollment; the major 
causes of disenrollment are death or nursing home placement. 

The Personal Options program has been operating since May 2007. The Bureau of Medical 
Services completed the West Virginia Participant Experience Survey in June and July 2008. The 
survey was given to a 10 percent random selection of current Personal Options participants, and 
their feedback demonstrated high satisfaction with their access to services and their health and 
safety. 

Public Partnerships also conducted a Customer Satisfaction Survey with current Personal 
Options participants in June 2008. Survey results indicated that 99 percent of participants were 
satisfied with their fiscal management and support broker services and 98 percent were satisfied 
with the overall Personal Options program.  

The State plans to replicate the project in the MR/DD waiver program and has formed an 
MR/DD self-direction workgroup. The workgroup plans to have the C&C model incorporated 
into the MR/DD waiver no later than 2010. The C&C grant’s project director and Public 
Partnerships staff are assisting the MR/DD workgroup in its replication efforts. West Virginia 
will continue to seek stakeholder input and maintain a working relationship with the C&C 
National Program Office.  

The Bureau of Medical Services received a Nursing Home Diversion grant from the 
Administration on Aging in October 2007. This grant, called FAIR Plus, has a self-direction 
component and will build on the foundation laid by the C&C grant. FAIR Plus will provide 
flexible dollars—not tied to any specific category or service silo—to caregivers based on their 
preferences for supports, services, and goods that they need to continue providing care. 
Caregivers will be able to choose both traditional and non-traditional goods and services. 
Provision of FAIR Plus services began July 1, 2008. 

VI. Key Products  

The State developed a brochure, talking points, a program overview, and frequently-asked 
questions, which are available at 
http://www.cashandcounseling.org/resources/browse?SourceIndex=West%20Virginia. 
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