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       >>.

       >> Good afternoon everyone.  Welcome to the Affordable Care Act confor instance call.  Today's host will be Mr. Tim Fuchs, during the presentation, all participant lines will be on mute.  Participants will be allowed to ask questions in the middle and at the end of the conversation.  Today's call is being recorded.  Without further dlai, I'll turn the call over to Mr. Tim Fuchs.  

       >> TIM FUCHS:  Thank you, Jewelly.  Good afternoon everybody.  I'm Tim Fuchs, with the National Council on Independent Living.  And I want to welcome you all to part II of this new series on community-based services.  

       Today's presentation is titled "New community opportunities from the Affordable Care Act." This Webinar is presented by new community opportunities, a national training and technical assistance program of the Independent Living research program.  oi LRU.  This was organized and facilitated by the National Council of Independent Living.  Support for the presentation was provided by RSA.  No endorsement of the Department of Education should be inferred.  This is being recorded.  We will break during the mid evlt call and again at the end to take your questions.  Our webcast participants can ask questions by using the textbook under the Emoticons under the platform and the CART parsis pants can do the same in the chat box in the CART scene.  You'll be able to ask questions live when we take our Q and A breaks.  The materials for today's call, including the PowerPoint presentation and an evaluation form are on our Web site.  This is the Web site that was sent to you, before the call.  And your confirmation e-mail but I'll read I it out loud if you haven't opened the materials.  You'll want to do that now.  If you're on the Webinar, the PowerPoint displays automatically.  But if you're on the phone, you want to have the PowerPoint in front of U.  

       That URL is www.NCIL.org/training/cbs2011materials.html.  

       That's http://Ncil.Org/training/cbs2011materials.Html 

       Okay.  Please do take a few moments after today's call to fill out the evaluation form.  There is a new one for the second part of the series.  

       And it's very quick to complete, but it's very important to us, so let us know what you thought.  So without any further delay, I want to welcome back our presenter for the zero, Suzanne Crisp.  She is Director of Program design and implementation for the national resource center for participant directed services at Boston college.  You did a great job on part I and we're eager to hear part II.  Go ahead, Suzanne.  

       >> SUZANNE CRISP:  Thank you Tim.  It's a pleasure to be back so soon and I appreciate you all attending.  Let's overview our three part series.  On March 9 we talked about resources available to examine the performance of our long-term systems and support.  We identifies waste ways to get current data about the community programs and methods to compare our program with national averages and other states.  This gives' sense of how your community provides home and community-based services and will assist you to develop a baseline so that you can track future progress.  

       Today we move on to look at healthcare reform and how this broad scale national initiative might help to expand our capacity and organizations.  

       Let's look at the next slide.  

       Learning objectives.  We want to gain an understanding of current opportunities available in many of the new federal initiatives, as well as examine new prospects to position ourselves for the possibility of new funding, new services, and potential expansions in the near future.  We will also obtain information about available resources, and how to access those resources specific to healthcare reform.  

       On slide 2, this informs us of existing opportunities that we talked about last time.  Money follows the person authorized by the deficit reduction act, to provide states 1.7 billion dollars to transition Medicaid enrolled nursing home residents to the community.  As said last time, to date, over 12,000 people have returned to the community, and recently 13 states were added as grantees.  

       Centers for Independent living are directly involved with money follows the person.  By providing transition services, counseling services, financial management and peer support.  

       The level of participation depends on how the program is designed.  But clearly, the federal legislation has intended a strong collaboration between Medicaid and the disability community.  

       As we remember aging and adultery source centers, a joint venture between the centers for Medicare and Medicaid services and the administration on aging just received an additional 10 million dollars each year until 20 14.  This money is identified to strengthen community positioning for the 200 organizations that provide information and assistance to all members of the community.  

       Centers for independent living -- for liing provide training, information about resource, community awareness and education, peer mentoring and information about accessibility.  

       Again, the federal expectation is for there to be a close collaboration between centers for Independent Living and other community partners including the aging network.  

       The role of centers for Independent Living is extremely strong with participant direction.  Certainly beginning all of it with the independent living movement some years ago.  And here I would like to acknowledge, as I tried to each time, that the Independent Living movement started participant direction, consumer direction, and self direction, and we are really proud to be affiliated with that today and appreciate you all starting that for us.  And we want you to continue to be strong members with us.  

       Currently, centers provide participant skills training to manage attendants, counseling services, transition services, and financial management services.  

       I hope it will be evident after this presentation that the Independent Living movement and participant direction offer the greatest prospect for centers' growth and expansion.  

       Lastly, with the veterans directed home and community-based service program, representing a partnership between the aging network and the Veterans Administration, we are seeing many younger vets coming home from foreign wars needing services.  The centers can be valuable resources to provide age appropriate services to this younger population.  Currently, there are about 500 veterans participating in this program, which is solely self-directed.  

       In our next slide we are going to talk about the Affordable Care Act.  But before we go there, let's try to take some of the mystery out of recent federal legislation.  First came the American recovery and reinvestment act of 2009.  This is often referred to as the ARRA.  It's also known as the stimulus or recovery package.  

       This legislation attempted to relieve some of the burden to states as they met challenges of significant reductions of state revenue.  The legislation offered individual, businesses, and state incentives to stimulate the economy.  

       Its intent was to create jobs, promote investments, expand unemployment, and provide federal tax initiatives.  

       This act, due to expire June 11, has been a success in all -- in many, many points.  

       In March of 2010, Congress passed the patient protection and Affordable Care Act.  This act scheduled to take effect over a four-year period will substantially change the way Americans receive healthcare coverage.  The law has already received legal challenges regarding its constitutionality.  

       Three cases in federal court upheld the constitutionality of the Bill, while two deemed it unconstitutional.  

       The Supreme Court is scheduled to reLou the -- review the law as early as the end of 2011.  Most states however are anticipating that healthcare reform will move forward and are currently reviewing areas to enhance federal funding, thus assisting them to continue to manage their budget shortfalls and hopefully to expand services.  

       The patient protection and Affordable Care Act is commonly referred to as the Affordable Care Act, and it's complex, multifaceted, and includes numerous health related provisions.  

       Many we hear about on the news include the reform to our basic healthcare system.  For example, guaranteeing insurers equity in obtaining healthcare regardless of age, sex and geographic location and also regarding preexisting conditions.  The creation of health insurance exchanges to offer a marketplace where individuals and small businesses can compare policies and premiums.  

       To improve the medication prescription drug coverage, to change Medicare reimbursement, and to identify a central healthcare coverage for which there is no copay.  

       The provisions are intended to be funded by a variety of taxes and offsets.  

       While all this is graund ground break for most American, today we're going to focus on a more detailed look at how the Affordable Care Act might support the availability and the use of home and community-based services, and how this legislation might impact directly our organizations and daily operations.  

       First, uses state balancing incentive payments to decrease the amount spent on institutions and increase the amount spent for home and community-based services.  

       For states spending less than 50 percent of their total Medicaid long care term services and support on home and community-based services, can select to be -- to receive enhanced federal funding from October 20 is 1 to September -- 2011 to September 2015.  If states agree to meet certain goals to achieve a more equitable balance, states could receive an additional 5 percent federal match for home and community-based services.  

       States spending between 25 percent and 49 percent of their total long-term care services and supports, in their budget, must reach 50 percent by September 2015, to receive 2 percent points above their traditional match.  

       These incentives will create new options to shift the setting from institutions to the community, and will dramatically help states meet legal requirements of Olmstead.  This is not related to opportunities, the provision focus os states that were slow to balance their long care services and support spending and should increase the availability for home and community-based options, and hopefully protect our programs for budget cuts.  I would like to draw everyone's attention to a Steven gold e-mail that we all received December 1, 2001.  

       In that, he does list out the states, and there are more than 24 states that spend less than 25 percent of their Medicaid long-term care expenditures on home and community-based services.  

       There is another 21 percent that are spending between 25 percent and 49 percent.  So, virtually any state could take advantage of this enhanced funding.  And if you think about it, 5 percent of the total spend on long-term care services in-home and community-based setting could be a substantial amount, given to each state.  

       In our next three slides we will talk about how the Affordable Care Act acknowledges the Independent Living movement as a critical component of service provision and the importance of recognizing and supporting friends and family as primary providers of services.  

       We will take a detailed look at two new options under the Affordable Care Act.  One limited to persons eligible for Medicaid.  And the other option, one that we might all select in the future.  

       Both have strong independent living or participant direction themes.  

       On the next slide, we're going to be focusing on the community first choice option.  This represents a new Medicaid state planned authority created by the Affordable Care Act.  

       Some refer to this provision as 1915 K, since it amends the Social Security act, just like home and community-based services.  The act covers persons of all age, type and nature of disabilities or severity of disability.  Services include personal attendant services or assistance with tasks of daily living and -- and relating to enhancing independence.  

       Income limits are 150 percent of the federal poverty level or 300 percent of SSI, if an individual is receiving at least one waiver service, and the state has adopted the enhanced income option.  

       The service models must ensure individuals have the right to select, hire, manage and dismiss workers, and may be given a budget to purchase transition cost or items that increase independence or substitute for human assistance.  

       The items must be related to a need identified in the person's service plan.  

       Training and skills building must be available to participants, but is voluntary.  

       A financial management services organization manages employment tasks, but individuals may opt to perform these duties themselves.  CMS is also proposing to standardize needs assessment by providing core assessment criteria.  

       The next slide provides some additional information about the new option.  

       A person centered planning process must be used and programs can use an agency with choice model.  This is where an agency is retained as the status -- as the employer of record.  However, the participant may -- can manage the worker and direct purchases made under the individual budget.  

       A prospective cash option is available as a flexible individual budget.  

       now now, you might be thinking this sounds like opportunities that we currently have with Medicaid, for example, under the 1915 C waiver or the 1915 J, often referred to as the cash and counseling option.  But the Affordable Care Act provides an inven sentive payment of an additional 6 percent federal match over the life of the program.  So what this means is if a state ops for the community first choice option, they could consider all of their self-directed programs under one authority, and receive 6 percent additional federal participation for the life of that program.  

       Which is a substantial -- which could be a substantial amount of of new money to the state.  

       The new proposed rule was released in early March and comments are due back to CMS, the centers for Medicare and Medicaid services, on April 26.  I encourage you to review the proposed rule and pay close attention to many of the things that are included in the proposed language.  

       One thing of particular importance is that the proposal includes a definition for home and community-based services.  What the proposed language says is that it defines the setting not considered as home and community-based services, in terms of building proximity to institution, and segregation based on diagnosis.  And it has more of the reference of bricks and mortar than it does a home like setting.  

       It was a surprise to me that not more was said about an environment that encourages the home setting, such as access to community, access to kitchens, small dining areas, privacy, things like that.  

       I would, as I said, I would encourage each of you to look at the proposed rule.  I know that our center is going to be really scrutinizing the Bill and issuing our comments to CMS.  And if I could help in any way, I'll be happy to.  

       You can propose -- you can view the proposed rule at www.participantdirection.org.  

       I encourage you to review the Bill and either comment individually or comment as a group to CMS about this.  

       The next session of the oh and here we're going to stop and see if we have any questions.  

       >> OPERATOR:  Thank you.  If you would like to ask a question, you can do so by pressing zero and then 1 on your telephone keypad.  Again, to ask a question at this time, you can press zero and then 1 on your telephone keypad.  And there appear to be no audio questions.  Mr. Fuchs, do you have any Web questions?  

       >> TIM FUCHS:  Thank you, Julie.  We just got one.  Susan, Rachel wants to know if the Bill addresses spousal impoverishment.  

       >> SUZANNE CRISP:  It does.  And we will discuss that slightly I think towards the last of the sli.ds but in January of 20 14, spousal impoverishment for home and community-based services will be mandated.  As you probably know by now, it's an option for the states.  And many states do not invoke this option.  And what that means is that spouses that live together in the community then, the spouse's income is not protected and is counted towards eligibility.  So this will be a big change, but we will have to wait to until 20 14 before we see it.  That was a good question.  Thank you.  

       >> TIM FUCHS:  Great.  Thanks.  We have another question from Stacy Swartz who asks under the agency with choice model, would the centers be required to cover health insurance for attendants if they are the employer of record?  

       >> SUZANNE CRISP:  Well, great.  Another good question.  

       Currently, no.  The answer would be no, you do not have to cover health insurance for agency with choice.  It is not known what the Affordable Care Act will do to requiring providers -- particularly small businesses -- to provide healthcare insurance.  This will somewhat level the playing field if agency with choice has to provide it, then so do other small agencies, though.  

       Hopefully, the Affordable Care Act will make it so affordable for universal healthcare that it won't be a substantial expense.  But the answer to the question is no for right now.  

       >> TIM FUCHS:  Okay.  Thanks.  That is the last question on the Web.  Julie, anymore questions come in on the telephone?  

       >> OPERATOR:  No. there are no audio questions.  

       >> TIM FUCHS:  Thanks.  Go ahead, Suzanne.  

       >> SUZANNE CRISP:  Okay.  I got ahead of myself, I have one more slide to go on community first option.  Sorry about that.  I want to discuss just a few more things about the Affordable Care Act before we move along.  This plan will be available to -- sorry.  

       I have gotten ahead of myself.  Now we are on slide 7.  Sorry now you can see how complicated the healthcare reform and Affordable Care Act is, I can't keep it straight, can I?es Now then we will talk about the Affordable Care Act and the community living assistance services and support plan.  This is commonly referred to as CLASS.  This plan will be available to all Americans and is not tied to Medicaid or any income restrictions.  It is a national voluntary insurance program for purchasing assistance to live in the community or a nursing facility.  

       This federally administered insurance allows individuals with functional limitations to maintain their personal and financial independence and live in the community.  

       Services include personal assistance, homemaker, specialized transportation, and assistive technology to help individuals address their service needs.  

       The plan establishes an infrastructure that will help to address the nation's community living needs and alleviate the burden on family support -- on the family support system by providing a cash benefit of no less than $50 a day.  

       The benefit may be used to hire personal attendants or purchase items to increase independence, such as home modifications, assistive technology, and nursing support.  

       A financial management services entity will be available to manage a life independence account electronically and will serve as a fiscal agent.  

       Enrollment is voluntary and will be available to most working adults.  Preexisting medical conditions will not disqualify someone from enrolling.  And a five year investing period is required.  

       The rate of payment for the insurance is not known, but premiums will be paid via an automatic enrollment by an employer payroll deduction.  

       The secretary of health and human services has until October 2012 to designate the CLASS benefit plan.  

       The next slide, slide 8, -- 9, I think.  -- will talk about the support system that will be available under CLASS.  

       And this is where I think centers might be able to envision an opportunity.  There will be several support systems that are needed for each of these insurance groups.  And people will want to have the ability to have financial management services support, and many other supportive services.  

       As we see in this slide, an assessment of need to measure functional limitations for eligibility, counseling to provide advice and assistance to develop a spending plan, quality oversight to ensure needed services are provided, and assistance on managing flexible life independence account are all needed as support services within the community.  

       In our next slide, let's connect some dots.  

       We see with two major funding options under the Affordable Care Act, both are solidly supporting independent living and participant direction.  One, community first, is a Medicaid option.  Secondly, CLASS is an option that will be available to all who elect this long-term care services and support system.  Both require individuals to select, hire, manage, and dismiss attendants and both allow for the flexible use of an individual budget.  

       This slide suggests many opportunities for Centers for Independent living.  First, to serve on advisory councils.  As we said in the beginning, states are just now looking at the act and seeing what opportunities they may look at to see how to increase their federal funding for home and community-based services.  

       It would be helpful for centers to go to state Medicaid agencies, as well as the insurance agencies, and become familiar with what the states and the insurance companies intend to do about both community first as well as the CLASS act.  

       We need to be talking to state decision makers to see what their intentions are and to see what kind of advantage they are going to be taking for these federal options.  We need to actively participate in the review and the consideration of any or all of these opportunities.  

       Centers might also provide states with strategies to engage services -- service users to ensure meaningful participation on all levels, are considered -- in their decision-making.  

       I know one common thing that I hear among state folks is that they have trouble having participants fully engaged in the development and in the management of their programs.  I think personally that part of the problem is that the state doesn't do a very good job of encouraging such participation and supporting and sustaining that participationment but also I think states need to have -- participation.  But also I think states need information about how to do that.  So I think it's a two-way partnership.  

       So two things, serving on advisory council, to directly influence decisions and also helping to get participants or users of the service at the table to help in decision-making.  

       Next is to provide direct transition services.  Many of you are already working with states in transitioning persons from institutions with money follows the person.  With the community first option, transition costs are covered with a 6 percent enhanced federal funding for the life of the program.  And there is not the time limitation nor the stipulations of money follows the person.  

       If you think about this, it is even better than money follows the person, because it is consistently -- kit be a consistently bankedo and it also -- you don't have to go through quite the scrutiny of money follows the person.  For example, the 180 days institutionalization, that is not a part of the 6 percent enhancement for transition services.  

       If you think about it, this is even a better deal than money follows the person.  

       Also conducting assessments.  The centers for Medicaid and Medicare services tried to prohibit service providers from assessing needs, developing service plans and providing services.  As you can see, this is a pretty shuj conflict of interest.  -- huge conflict of interest to provide services and then manage how those services are provided and what services are provided.  

       State plan and waiver services do not prohibit this conflict of interest, but in recent legislation the 1915 I and the community first option expressly prohibits this conflict of interest.  

       Many states are seeing the handwriting on the wall and they are retooling their programs to eliminate the conflict of interest by contracting the assessment process and service planning to other entities.  

       Typically, they are issuing a request for proposal or an invitation to bid.  So this might be an opportunity for the centers to perform these tasks.  

       As you can see, the two main initiatives that we have been talking about include the philosophy of Independent Living.  And I think this invites many opportunities for centers.  

       All recent legislation regarding service delivery require person centered planning.  To mee, this is a fairly ambiguous requirement.  As we probably know, person centered planning originated with the developmental disability community, and includes mapping out a person's life.  It generally requires a dry board or an Easel.  It requires time and attention.  Often times requires individuals to select members of a group.  All of that has been very successful for the developmental disability community.  But we have had a difficult time translating all of that into the disability and aging communities.  

       I think this is a perfect time -- actually, it's past time for the centers to help us develop a new strategy by which to practice person centered planning.  Even to the point of giving it a different name.  

       So, I would encourage us all to sit down and think about how we can come together as a group and how we can create this philosophy and then have it adopted for the disability and the aging communities, rather than try the ill fitting person centered planning process that we have had little success in doing over the past few years.  

       Keep in mind that in all new legislation from Medicaid, including, though, healthcare reform and the CLASS act, there has been a requirement for person centered planning.  So I think this is a wonderful opportunity.  

       As we have already talked about, managing payroll taxes and the individual budget or the flexible spending budget, using financial management services, it's going to be a big part of both of these -- both of these opportunities.  If you think about it, one day we all may have the opportunity to purchase long-term care insurance through CLASS, and that will be through a participant directed service delivery option.  And I don't know about you, but I -- when I get to that point, I certainly don't want to keep up with my taxes, my Social Security, my Medicare taxes, unemployment, both state and federal income tax, and workers compensation and other liability insurances.  I don't want to have to do that.  I want to hire someone to do that.  

       So, the CLASS act gives us a great opportunity to either expand what we offer under financial management services or start looking at it as a viable option for us as a business opportunity.  

       There are a lot of -- there is a lot of good information about becoming a financial management services entity.  Much is on our Web site and I've given you that.  It's www.participantdirection.org.  

       We're also going to be talking to two different individuals on Thursday, the 24th, about them being centers and going into the financial management services business.  And the pros and cons of that, and how they did it, why they did it, and just what would that would look like.  

       And note that it is a complex opportunity.  However, there is a great deal of technical assistance out there that can help states and there are some very, very successful models.  

       Next is to provide information and assistance, both of the options that we have talked about, both CLASS and community first, have had a requirement that there be an entity provide information and assistance in a counseling way.  In other words, give advice and then assist to monitor the health and safety of individuals.  This can be done through participant direction or self-directed counseling.  I think the centers are poised to become counselors as well as care transition specialists.  

       I think these are two very big opportunities for centers then.  

       If both of these things come to pass in their current form, there will be an opportunity for participant training.  Both of the legislative statue -- statutes require that training in order to understand participant direction, in order to understand a flexible account and an individual budget and what is possible with their budgets, and also just to have someone there as a guider or a navigator, both require participant training, skills training on how to become an employer, how to train an attendant, various things.  

       Also, maintaining a worker registry might be something that centers will be interested in.  I am doing some research on this.  One of the major things that people tell me is that if you maintain and sustain a worker registry, that there is a liability there, that you're making a referral and telling people that these people -- that workers are, in fact, qualified and would be good workers for you.  But a true worker registry is simply a tool to link individuals with employees.  There can be a lot of safeguards built into that system, where it's a fully informed system and the person that actually makes the hiring decision takes the liability of making that hire.  

       Another opportunity that I see is to provide worker training.  Training is not a requirement in any of the new initiatives.  And even in some of the older authorities that we have and participant directed programs, and that includes those that are administered by the administration on aging and the veterans administration as well as those in Medicaid sometimes have little to no training requirements.  However, some participants would like to have individuals trained in specific tut des.  

       I -- duties.  I think this might be an opportunity for Independent Living centers to look at ability to provide manual, videos, or some sort of a certification process for attendants then.  

       Of course, this would be on behalf of the participant.  The participant would have full control of referring the worker into the training session.  

       So, let's go to the next slide.  This just reiterates what we have talked about, about rebalancing the incentive payments.  It depends on the current expend tour balance and the state must establish set goals and they may obtain between 5 percent and 2 percent enhanced funding.  Again I do want to encourage to you look at Steven gold's letter.  He does specifically cite each of the states that the -- the 24 states that spend less of their -- less than 25 percent of their Medicaid long-term care budge oat home and community-based services.  

       -- budget at home and community-based services.  If you want a copy of this, let me know and I'll be glad to send you a copy of it.  

       On the next slide we talk about other opportunities that are available.  What one astute observer already mentioned, the expansion of the spousal impoverishment provision.  That is effective in January of 20 14.  If your state does not take advantage of it now, all they have do is check a block in the 379 5, 1915 C, waiver application.  And it really is as simas that.  It's not complicated at all.  It used to be that you have to submit a formal review -- amendment to your waiver, but now it's the -- it's a check box.  

       One of the things that we have seen in recent years is the strong emphasis on transitioning.  Not only money follows the person, but also the older Americans act has provided some granted limited funding for transition services.  They are calling it care transition services.  We also know that in any 1915 C that transition services can become an integral part of the labor service offering, and we know that transition services can be part of the new community first choice option.  

       Another continuing theme that we see is authentic participation.  We have talked just a bit about that.  You know, having someone on the telephone or someone sit in an advisory council that is a year of services is all fine and well.  But what we're seeking is authentic participation.  A true understanding of what the * what the program is intended to do, and a full participating voice at the table forgiving opinions about things and representing the participant community as a whole.  I think we all struggle to have authentic participation and I know that the centers can provide help to decision makers and help us to with that challenge.  So far we have not done a good job with our programs, and we need some help there.  

       Certainly an opportunity for independent hilt care workers to have health insurance.  This is emerging from the healthcare bill and we don't know what it's going to look like exactly, but we do hope that universal coverage is one day a common thing that healthcare, any healthcare worker has, whether it be through self-directed, working for one individual, or through a small agency, agency with choice, or a fiscal employer agent.  

       Certainly, the older Americans act has been charged with retooling itself.  It was charged with re-- with modernizing it se. and we talk -- itself.  And we talked on the 9th about some opportunities that we could have in working with our area agencies on aging.  

       From the fed cal ral go, it's expected that areas on aging fully include and collaborate with accept terse.  

       Sometimes this is very successful and sometimes it's not.  But what you need to know is that on the federal level, it is an expectation.  

       The expectation as we talked about also is to sustain the aging and disability resource centers.  One problem that I foresee here is that the funding is scheduled to end on 20 14 for ADRCs, and states are kind of stram scrambling for -- scrambling for funding for the abilityability for the centers.  I think that if states are wise about the use of these incentives for enhanced federal participation funding, that they might -- it might be that you could -- the -- that each state would earmark a portion for ADRCs, and that would become a mandate that is funded in each and every community.  

       We're getting done a bit earlier.  I guess maybe I talked a little faster.  In closing, and before we go to other questions, though, I just wanted to tell you all that I think this is a really exciting time.  The Federal Government is aware of, you know, the struggles with the states.  And I think now is the time to understand what this legislation is intended to do and where your organization can fit in, either in an advisory or an active service tar participation level.  

       So I encourage to you look up the community first option in the Federal Register and make comments about that.  And here I'll stop and see if we have any questions.  Operate thank you ma'am.  If would you like to ask a question at this time, you can do so by pressing zero and then 1 on your telephone keypad.  Again, to ask a question, you can press zero and then 1 on your telephone keypad.  

       And there are no audio questions at this time.  Mr. Fuchs, do you have any Web questions?  

       >> TIM FUCHS:  I sure do, thanks, Jewelly.  We have had a couple come in here.  Suzanne, one person is asking again about the agency, the choice program.  And you can probably see on it Webinar screen.  Is operating an agency with choice program an option for centers?  And S if so, do you think states will collect she is agencies within geographic areas or will there be open competition?  

       >> SUZANNE CRISP:  That is a good question.  One of the things that we're going to do on our Thursday meeting is talk to the Stavos center, which is an independent living center in Amherst Massachusetts, and also the northeast Pennsylvania Center for Independent living in Scranton, Pennsylvania.  These entities both are in -- both are CILs.  And they do serve -- they -- as providers of financial management services.  So, it really is possible.  And I'm not sure how many centers we have serving either agency with choice or as fiscal employer agents.  But I know it certainly is possible.  

       And I would encourage you to do so.  It is not known yet how entities will be selected.  I know that many states are issuing requests for proposals, and they are selecting various entities in different locales.  So, I would be just really aware of what the state was planning on doing, and looking at positioning myself to be either an agency with choice or a fiscal employer agent.  

       So, it could be open competition or it could be a request for proposal, where you submit an application.  It depends on what options the state selects.  I know that in a technical assistance capacity, we always encourage states to have community resources that seems to work the best as opposed to having one big fiscal agent for an entire state or for a large geographic area.  

       And this I think makes it very attractive for centers to consider.  

       So, the answer to the question is yes, Centers for Independent live can go become agency with choice providers.  I do have a lot of information about that, if you'd like to contact me directly.  I'll also be talking about it on Thursday then.  

       >> TIM FUCHS:  Great.  Thanks.  The next question has to do with the community choice first option.  And they said the 6 percent match seems attractive.  In your opinion, do you think a lot of states will take advantage of the enhanced match?  

       >> SUZANNE CRISP:  You know, we have had some early activity already.  The State of California has about 450,000 people who consumer direct.  It's the employer authority.  They have public authorities that manage the budget, pay tax, and they are considering putting all of their self-directed services, including their in-home support program, as well as their developmentally disabled waiver program, under community first choice and receiving that enhanced match.  

       And for the State of California, their match rate is 50/50, so that means they would be getting 6 percent -- 6 percent then on top of all of that for over 450,000 people.  

       We have also seen some activity in Alaska.  A lot of people are even thinking that well, why don't we take all of ourself directed programs and put that under community first and then use the same infrastructure to support then the self-directed opportunities for all populations.  So yes, there has been a lot of interest in this.  It's going to be also interesting to see what the comments there, and see what kind of changes that might come from the comment period.  

       I know that from my vantage point, the legislation, when you compare the actual legislation to the proposed rules, CMS has become quite liberal with its application for what is eligible for purchasing.  In other words, permissible goods and services.  Initially, the legislation limited the -- limited funding and prohibited the purchase of assistive devices and home modifications.  And we were all pretty a palled at that, wondered why in the world there would be such a limitation, because that clearly at least based on the cash and counseling experience, those are the things that people really found useful to purchase with their individual budgets.  Those are the items they found -- that they wanted and needed to purchase.  

       In the proposed rule, though, CMS has been liberal with its interpretation and said that assistive devices and home modifications can be purchased with the flexible budget under community first.  However, if that is the only thing that is purchased, then that is -- then assistive devices and home modifications are prohibited.  So they have greatly expanded that then.  

       So I think there is going to be a lot of activity.  

       >> TIM FUCHS:  Good.  Thanks.  I don't know if anybody from New York is on the call, but I had heard that New York was poised to do the same.  Have you heard anything there?  

       >> SUZANNE CRISP:  I haven't heard about New York yet, no.  I think -- fuk 

       >> TIM FUCHS:  I think they may be.  

       >> SUZANNE CRISP:  Why not, the question is just why not?  Who wants to -- if you're doing participant direction, which New York is under agency with choice, you know, why not?  You can turn that 6 percent back into services or increased wages, benefits, it could be a huge boon to the states.  

       Now, one thing I might add, since we do have quite a bit of time left, is that states can't use the community first option to reduce eligibility or reduce benefits.  For the first year, a state has to prove that they spend as much as they are spending on oh from state general funds, so it can't be used -- it will reduce benefits and take this 6 percent and we will be even then.  So they can't do that.  

       >> TIM FUCHS:  Okay.  Good.  

       Let's see.  From the Web, Dan Gover is wondering, who how would you move waivers under the community first choice option?  Do you have to get rid of them or do they fall under a general umbrella?  

       >> SUZANNE CRISP:  Well, let's see.  The states that I have talked to have said that they are going to take the consumer directed or the participant directed portion out of their existing waivers and put it over into community first option.  

       So therefore the waivers would remain intact, the 1915 waivers would remain intact.  That's just that the self direction portion would be under a separate authority.  So, clearly I don't think that an entire waiver would be, you know, terminated and all go under community first unless it was a completely participant directed waiver.  So I don't think there is a chance of that.  

       >> TIM FUCHS:  Okay.  Good.  

       Let's see, do you have tips or thoughts about this comment about advocating store states to fund CILs to do what ADRCs were supposed to do?  

       >> SUZANNE CRISP:  Let's see.  Advocate for our states to fund CILs -- well, you know, that is kind of controversial, isn't it?

       You know, my personal thought on that is why was -- why wasn't the national organization invited to participate with the aging network and become full partnership?  You know, I don't know why the legislation didn't require full partnership all along.  

       I know that aging and disability resource centers are -- in some places construed as being competitive and duplicative, both at the center level as well as the aging network level.  

       There are some differences with ADRCs that I haven't always known and I'll share those with you now and it might give us some insight.  

       First of all, they are not for any  one disability population.  It is for anyone who has a question or at least the intent of the legislation is that it is for anyone with any question about community services.  It's also not limited to income.  In other words, anyone who wants information about this can obtain the information.  Now, what is -- continuings to be limited by income are the services that are provided, though.  I think ADRCs are looking at providing maybe private pay services.  So the legislation presents ADRCs as very different from centers, both centers and the current aging network.  It's almost like it combines both and then expands it into something even more different.  

       You know, because of the funding, it's going to end in 20 14.  And I don't know if it will be funded past that or not.  

       You know, they were just -- ADRCs were just refunded.  But if I were out there in the community, I would go where the funding is and I would do my best to get onboard with the ADRCs and try to position yourself as an active participant there.  But it's -- it's very controversial.  

       >> TIM FUCHS:  Great.  And I have one more question.  And I assume this is in regard to the agency of choice, but excuse me if I'm wrong much the person was asking if states have already started releasing RFPs?  Or if centers may have missed the boat?  

       >> SUZANNE CRISP:  No.  No.  No.  No.  This is all just brarnd new.  The affordable care came out in March of last year, and you can't even take advantage of it until October of 2011.  So, it's -- the timing is good.  The timing is just fine.  Now, that is not to say that, you know, I don't know if centers have missed the boat on some of the Medicaid funding that has been out there and been there for a while.  I don't know.  But this is all a new opportunity.  And we will have to keep up with it carefully.  You know, comments are -- the legislation came out, CMS expanded on many, many things.  We will see what the comments show.  And then CMS will be ready to begin considering states that want to implement in October.  So there's plenty of time.  

       >> TIM FUCHS:  Great.  

       >> SUZANNE CRISP:  And since we have just a moment here, let me go into just a real brief discussion about what agency with choice is.  We will go through this in more detail on Thursday, but basically agency with choice is where an agency says to a participant:  We will serve as the human resources and we will serve as the employer of record or the common law employer of people you want to hire.  However, you will have the a opportunity to both select the person that you want and to manage that person.  Often times set wages and be able to schedule that person.  It's a coemployment arrangement.  And the liability is kind of spread out between the participant and the agency.  But legally, the agency with choice is the -- for IRS purposes -- is the employer.  

       And the center, I just had a call this morning, we are soon to be releasing a report on what a true participant directed agency with choice looks like.  What are they -- what is the criteria for the standards by which they operate?  So, I hope to have that very, very soon.  

       But we do have some excellent information about agency with choice.  The other option that is as popular if not more popular is for an agency to come forward and say we will become an agent for the participant.  The participant will actually be the employer of record and he or she will be for IRS purposes the -- both the managing employer and the employer on paper.  But we will complete an IRS form that says we will serve as an agent for the individual.  This is called the fiscal employer agent model.  

       And it's also very popular.  And we will have more information about both of these types -- these models.  It is assumed that liability for the agency is less than for a fiscal employer agent, than an agency with choice.  And the reason being is that the participant is actually the employer, and the agency is simply the agent for the purposes of doing tasks on behalf of the participant then.  

       As I say, we're going to be fleshing out the liability issues and in this paper that is soon to come outment and I think it will be at least clear what liabilities exist, who has those, and how both agencies and participants can protect themselves against liability then.  

       >> TIM FUCHS:  Okay.  Thanks.  How about for the class act?  Are any states used for CLASS yet?  

       >> SUZANNE CRISP:  No.  CLASS is on down the road.  The secretary of health and human services has until October of 2012 to -- they call it designate CLASS.  What that means is they -- the health and human services oh and it's my understanding that the administration on aging has just been designated as the operating administering agent for CLASS.  Just a couple of weeks ago.  So, all that is -- we won't see that fleshed out until October of 2012.  So we have got plenty of time on that one.  And that's good, because that is going to be the big one.  That's the one that could potentially serve all of us today.  All of us -- all of us, not today.  Sorry.  

       >> TIM FUCHS:  Okay.  We have got another question from the Web this.  Is a long run.  From Pina treasure.  I'll read this out loud, just because if you remember we have folks on the phone who can't see the Webinar screen.  She ask, are there any opportunities through the avenue fardedable Care act for states to develop a program for Medicaid buy in program participants to have greater asset portability upon retirement?

       Those retiring prior to 20 19, when you would have -- have had the opportunity to purchase the long-term care insurance in 20 14 and get five years in to be vested or facing loss of Medicaid services.  

       Let me ask you respond to that.  This goes on for quite a while.  Let me have you respond to that Suzanne.  

       >> SUZANNE CRISP:  Well, Tina always asks Meese hard, hard questions.  Let's see.  

       I don't know of anything in the Affordable Care Act about Medicaid buy .  In but I haven't looked specifically, Tina, and I will.  

       And then it says those retiring prior to 20 19 would have the opportunity to purchase long-term care and become... facing loss of Medicaid services due to being --... okay.  Okay.  

       Now, one thing that I did read that might be pertinent, I hope this is pertinent to your question, is:  When CLASS becomes apparent, you can pay in for 60 months and then become eligible to receive CLASS if you become disabled.  Otherwise, you have to be invested for five years.  

       That doesn't answer your question and I don't know the answer to it.  

       Individuals generally will have far less money to live on so likely can't pay for PCA, might have a mortgage, vehicle payment, we are trying to develop a waiver amendment for an established group of Medicaid eligible individuals who can continue perhaps buy in after retirement who did not use this work incentive and now face this cliff, which forces them to impoverish themselves after working.  What are states already doing -- what are states already doing this?  And is it true CMS is saying they are not likely to grant anymore waiver amendments around assess portability issues and are also likely to relook at the ones that granted for possibly tracting such?  I'm asking about this in this one, as it seem this is group of people are going to fall through a hole in the system prior to the ability to purchase long-term care insurance.  Thanks.  

       So, oh, gosh, Tina I just would struggle and mess up an answer completely.  I have not heard that CMS is tightening up on amendments for buy in.  I am also surprised that a Medicaid buy in is not part of the affordability act.  If you will send me a quick e-mail and give me your e-mail ad re, I'll do some research on that, and give you at least a more researched answer to your question, if that is okay.  

       >> TIM FUCHS:  Great.  Thanks, Suzanne.  Tina, if you want to pass it along to me or to Suzanne, I can put you all in touch.  Julie, have any questions come in over the phone while we were going through the Web questions?  

       >> OPERATOR:  Yes.  I have one question from Janet Shaw.  Go ahead ma'am.  Your line is open.  

       >> CALLER:  Hi.  Regarding the community first initiative, is that supposed to be cost neutral over a period of three years?  

       >> SUZANNE CRISP:  No.  It doesn't mention cost neutrality much the only cost limitations it puts, Janet, are that it -- that it cannot be less in the first fiscal -- let's seeshing the first fiscal year cannot be less than what the state paid in the transferred services.  So the community first can't be a budget cutting exercise.  But it does not have to be cost neutral.  It can cost anything it wants to.  And keep in mind, too, that the 6 percent is over the lifetime of the program.  So that is not time tested at all.  

       >> CALLER:  Okay.  Wow.  Thank you.  

       >> SUZANNE CRISP:  Yes.  Now, I would think that a state would want to say well, you know, the cost of community first cannot exceed what we would be already spending on these people under a traditional model.  

       And as a matter of fact, I just thought of this, as part of the data collection, a state must keep track of how much they would have spent under traditional services, under the community first option.  

       But there is not a -- it doesn't talk anything about budget neutrality or cost neutrality, anything like that.  

       >> CALLER:  Thank you.  Suzanne Crisp sure.  

       >> OPERATOR:  That was the only audio question I had.  

       >> TIM FUCHS:  Okay. That's the only Web question.  Suzanne, anything before we go?  

       >> SUZANNE CRISP:  No.  This is -- I appreciate everyone hanging with me and -- while we go through this really complicated thing.  But I do want to encourage you to read that proposed rule and then -- and if I can help with anything, then just send it to me or to Tim and however you want to do that.  

       >> TIM FUCHS:  Okay.  Great.  And that is true.  If you all think of any questions, whether it be this afternoon or in a few day, you can pass them along to me.  And of course we will look forward to part III on Thursday.  Also I want to point out this last slide here, slide 14 is the evaluation.  For those of you on the Webinar, you can click right on that link, it's a live link and it takes you to the evaluation form.  For those of you who are participating on the phone or CART, in you go to the training page that was in the confer racial e-mail and that I read at the beginning of the call, you'll see the evaluation form listed for part II.  If you can fill that oushingts it only taings about a minute and we are interested in what you think about today's presentation.  Thank you so much for being with us.  Suzanne, thank you so much.  If you hold the line that would be great and everyone else have a wonderful afternoon.  We will talk to you this Thursday at 3 p.m. eastern, for part III.  Bye-bye.

       (End of Webinar)
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