CT Money Follows the Person Report

Quarter 2: April 1 - June 30, 2023
UConn Health, Center on Aging
k Operating Agency: CT Department of Social Services Funder: Centers for Medicare and Medicaid Services j

/ \ Benchmark 1: Total Transitions = 7,697
MFP Benchmarks D fan — o
emonstration = 7,217 (94%)
1)'tl'l:an5|t|on 52-(:0 people from qualified institutions to Non-demonstration = 480 (6%)
e community
2)Increase dollars to home and community based
services Benchmark 2
3)Increase hospital discharges to the community rather CT Medicaid Long-Term Care Expenditures
than to institutions 80% -65%
- . . 62% 59% 57% cco o
4)Increase probability of returning to the community 60% 60% °55% 55%51% gg, 60% 58%
during the six months following nursing home
admission 40% so3a% 40% 41543% a5% 45% 49% 50% 5 20932%
()
5)Increase the percentage of long term care participants 20%
\Iiving in the community compared to an institution/ %
O O VDV D> O 0o N 9 9O O NN
L7 " D Y D Y NN NNV QHQ
A AT AT DT AT ADT DT AT 4D DT AT AR DT D

Benchmark 3 ==¢==Home & Community Care === |nstitutional Care

Percentage of Hospital Discharges to Home and
Community Care vs. Skilled Nursing Facility

80% -
Benchmark 4

Percent of SNF admissions returning to the
community within 6 months

60% |51% 50% 52% 54% 56%57% 59%57%°0% 62%62%
.

49% 48y, 52%

% 0
> % 38% 38;: 305 3256 3T 36% 3T 36% 39% 40% 37% 36% ., 35% 35%
20% 0% |?5%
20%
0% — 10%
f S PP P TP PO A 0%
A AT AT AT AT DT DT DT AT AT DA '\93‘@* "9&"9@"’6{*"9&"9&@»&"9&"9@&0"9,3,19@'\9,\9“99060
N2 o

==¢==Home & Community Care === Skilled Nursing Facility

Benchmark 5: Percent Receiving LTSS in the

Community vs. Institutions Happy or unhappy with the way you live

your life
0, - 0,
80% 59% 60% goo 61% 64%64% 65% ' °7°69% 100% 84% 82%
0,
60% |53%g 494 35% 56% 58% 80%
0,
0% | a79a6% 45% 44% 42% °0%
o o (] 0,
205 "41% 409 40%39%369, 369% 350 30% 40%
6 -
20%
0% T T T T T T T T T T T T T , 0%
O O D D D B> O O A & O O DA o 1
S P D FFF PN P Y Y
ST 1 month 12 month
==p==Home & Community Care == [nstitutional Care @ happy Ounhappy




Total Number of Referrals Assigned to the Field by Year
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Target Population for Transitions by Year of Transition (Demonstration Only)

54%—
%= 51%
o | a2%__47%—249—3%% ’
42A)->40!y /44/0\ o
35%7] 329 37934939, —35%—35%

5% w4 10/, e 34 409 43% 42%
k3o — st A%

21%. ., 199 20%
17% 19% 9% /15/)_134_121y/ 0\15‘7—"17%\

= 8% — 595 — 9% ~ 505 — 6% — 5%

— 3% — 4% — 3% — 4%

8% === 9% = 7%
3%—_2%_2%-—-4%—4%—5%

S o &Y A 4 & 80 ~',‘ S 4 o> oo W
&@"’ DI S M O U, O . S AT S M S S &
N &
F = == Physical Disability == == QOlder Adult - == Mental Health — = Developmental Disability g
Participants Who Were in an Institution 12 Months after
Transition Regardless of Length of Stay
20% 15.5%
0
2 15% 11.2% 12.1% 11.2% 10.4% 10.0% 10.5% 11-8% 11.5%
S 10%
0%
q'@, 19'» ,‘9'» '\9'» "9\, @s '»Qs q’@ "9'» o(g»
\0‘\
Year of Transition
Number of Participants with Home Modifications by Year Approved and Region
18
/ 35 -
! 16 16
S0 27\26§§2/Z3 21\29 .
1
19/29\23\18.—-17___22 27§13§11
9 13 10 7 6 7 6 —— 8}1 ——t
2015 2016 2017 2018 2019 2020 2021 2022 Jan-June
'23
— =—Eastern — =—North Central — =—Northwest - —South Central — =—Southwest
Number of Participants with Home Modifications per 6 Months
20 .
11 11, 11
9.9 I 9 g 9
10 6 7 6 6 7 5
5 33g 337 3 4I.344
. - 1

Eastern North Central Northwest South Central Southwest

HJan-Jun 2019  ®Jul-Dec 2019 M Jan-Jun 2020 = Jul-Dec 2020 W Jan-Jun 2021
i Jul-Dec 2021 HJan-Jun 2022 Jul-Dec 2022 ®Jan-Jun 2023




Participants who are Working and/or Volunteering (data 4/1/23-6/30/23)
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Qualified Residence Type for Transitioned Referrals: 12/4/2008 to 6/30/2023
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Race and Ethnicity for MFP Participants Transitioned 1/1/19 - 06/30/23 and

for CT Medicaid Recipients in 2022
Note: MFP participant results are from responses to the HCBS CAHPS MFP Survey questions 87 and

89 at 1 and 12 month time points.
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4 MFP Quality of Life Dashboard

Number of Quality of Life Interviews Completed from 4/1/2023-6/30/2023 (n=139)
1 month interviews done 1 month after transition, n=85
12 month interviews done 12 months after transition, n=54
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HCBS CAHPS Composite Measures: Percent with Highest Score (e.g. always, yes)
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[ Challenges to Transition as Recorded by TCs and SCMs J

Transition Challenges for Participants Referred Jan-Jun 2023
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Participants with Each Challenge who Transitioned by Referral Year
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Types of Challenges for Referrals: 1/1/2023 - 06/30/2023
Below are the four most common challenge types for the current quarter
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Frequency of Closure Reason by Year of Closure
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Jon’s Story

Jon has always been passionate about helping others. Throughout his life, he has
always tried to give back what was given to him. Whether it was teaching locals kids
how to carry themselves, how to have confidence, how to prepare for interviews, or
teaching them home improvements skills, he always felt rewarded knowing he was
making a difference. When he wasn’t inspiring the local youth, Jon worked several
security jobs and also had a home improvement business on the side. In his free time,
he would practice his ping pong skills, even participating in tournaments in Boston and
New York.

On May 31st, 2023, Jon remembers telling a friend he felt off. Something wasn’t right.
Soon afterwards, his left arm became numb, and he lost consciousness. That friend
called 911, and Jon was quickly transported to the hospital for treatment of a stroke.
When Jon awoke, he remembers being surrounded by tubes and medical equipment,
things that would become familiar over the next 21 days that he spent in the ICU.
Although he was happy to be alive, these days proved treacherous, as Jon could not
speak or move much. Writing on a whiteboard became his only form of
communication.

Pictured: Jon and his PCA, Connie
Photo credit: Sarah Driscoll

During Jon’s time at the hospital, a nurse pulled his sister and main supporter, Pam, aside
to tell her about Money Follows the Person program. Because Jon was living with Pam
prior to his stroke, she had a lot of concerns about what his life was going to be like and if he would be able to live
independently again. After learning more about the program, she applied on Jon’s behalf and started working with a care
manger, transition coordinator, and housing coordinator. They immediately began developing a plan that would eventually
allow Jon to live in the community again.

After 9 more days in a step-down unit, Jon was ready to transition to a rehabilitation facility. He spent 25 days with a team
of specialists learning how to talk, walk, and use his left hand again. He was extremely dedicated to his rehab, exercising
at least 5, and sometimes 6, days a week. Jon was also doing exercises on his own, outside of time he spent with the
therapy staff. As always, but especially during this time, Jon relied on his faith, praying to God every day and believing
that God would allow him to recover fully.

Jon does not recall his time at the nursing home fondly. He remembers feeling like a nuisance to staff even though their
job was to help him. Poor bedside manner and terrible food became his expectation. Pam recalls a specific time when Jon
had a seizure and was sent to the hospital, and she did not find out until she called to speak with him the following day.
During this time, Jon lost about 100 pounds because of the terrible food, and he continued to pray that he would become

well enough to leave.

Like many people in the Money Follows the Person program, Jon’s team
struggled to find appropriate housing for him. Eventually, it was Pam who knew
someone that had a unit opening up, and this stroke of luck finally allowed Jon
and his team to plan his discharge from the nursing home. The MFP team
helped to provide some furniture, home goods, toiletries, kitchen essentials,
and groceries for Jon upon moving in. They even helped move everything into
the apartment, which Jon and his family are beyond grateful for. Jon was set up
with a PCA, Connie, to help him with cleaning, laundry, grocery shopping,
medication management, cooking, and more. He was quick to mention that
Connie is a great cook, and he doesn’t take that for granted.

Pam did a lot of the back-and-forth communication with Jon’s MFP team. She
expressed her immense gratitude towards them, recalling how much they cared
about Jon as a person. The staff had passion for their jobs and therefore
passion about giving Jon the best outcome they could. They were responsive,
professional, and knowledgeable. Pam described how supported she felt
throughout this process; the staff would remind her why she was doing this for
Jon, and why it was worth all this work on top of her own life and full-time job
responsibilities.

Now that Jon is happily living in the community again, he hopes his story will

MFP Demonstration Background

The Money Follows the Person Rebalancing
Demonstration, created by Section 6071 of
the Deficit Reduction Act of 2005, supports
States’ efforts to “rebalance” their long-term
support systems, so that individuals can
choose where to live and receive services.
One of the major objectives of Money Follows
the Person (MFP) is “to increase the use of
home and community based, rather than
institutional, long-term care services.” MFP
supports this by offering grantee States an
enhanced Federal Medical Assistance
Percentage on qualified services. MFP also
offers states the flexibility to provide
supplemental services, such as assistive
technology and enhanced transition services,
to assist in successful transitions. States are
then expected to reinvest the savings over the
cost of institutional services to rebalance their
long-term services and supports for older
adults and people with disabilities to a
community-based orientation.

help and inspire others. He was not happy living in a facility, but now has the freedom to live life on his terms again. MFP
has given him the opportunity to take back his health and independence, two things he takes very seriously. Jon till takes
his recovery very seriously too, by staying active and eating healthily. He is once again enjoying home workouts, outdoor
walks, going out to eat, and of course, ping pong.
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