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Welcome and Introductions
Representative Verla Insko, Cochair
Representative Beverly Earle, Cochair

Continuum of Care
Bonnie Movell, Division of MH/DD/SAS, DHHS

Facility Licensing Requirements
Barbara Ryan, Division of Facility Services, DHHS

Report Overview: Mentally 11l Residents of LTC

(S.L. 2004-124)
Julia Bick, Office of the Secretary, DHHS

Uniform Screening and Other Initiatives
Lynne Perrin, Divisionof Medical Assistance.



ATTENDANCE

. Subcommittee on Mentally 11l Residents in Adult Care Homes
DATES | o
=
g
MEMBERSHIP
Representative Verla Insko, Co-Chair N
Representative Beverly Earle, Co-Chair J
Representative Alice Bordsen X
Representative Debbie Clary v
Representative Bob England v
Representative Carolyn Justice v
Senator Stan Bingham v
Senator Charlie Dannelly | v
Senator Jeanne Lucas X
&enator Vernon Malone X
STAFF
Ben Popkin v
Shawn Parker v
Andrea Russo v
Rennie Hobby v
Ann Raeford X




SUBCOMMITTEE ON
MENTALLY ILL RESIDENTS IN ADULT CARE HOMES

Wednesday, October 11, 2006
' 1:30 PM
Room 544, LOB

The Subcommittee on Mentally Ill Residents in Adult Care Homes met on Wednesday,
October 11, 2006, at 1:30 PM in Room 544 of the Legislative Office Building. Members
present were: Representative Beverly Earle, Co-Chair; Representative Verla Insko, Co-
Chair; Senators Stan Bingham and Charlie Dannelly and Representatives Debbie Clary,
Bob England, and Carolyn Justice.

Shawn Parker, Ben Popkin, Andrea Russo, Carol Shaw, and Rennie Hobby provided staff
support to the meeting. Attached is the Visitor Registration Sheet that is made a part of
the minutes. (See Attachment No. 1)

Representative Verla Insko, Co-Chair, called the meeting to order, welcoming members
and guests. She said that the committee meeting was a joint subcommittee of the Study
Commission on Aging and the Legislative Oversight Committee on Mental Health,
Developmental Disabilities and Substance Abuse Services. She said the goal of the
subcommittee was to seek an outcome to the housing situation regarding the adult
mentally ill and to recommend legislation to the 2007 General Asqembly

Dr. Bonme Morrell from the Division of Mental Health, Developmeéntal Disabilities and -
Substance Abuse Services, addressed adult care services and where the adult mentally ill
reside. (See Attachment No. 2) She announced that the public mental health system
served over 174,000 adults with mental illness last year. Of that number, 1,149 lived in
licensed mental health homes; 5,000 lived in adult care homes (ACH); and many lived
independently in the community and received services. In order to live independently,
these individuals must either receive a rent subsidy or have enough money to pay rent,
and they must be able to receive necessary services as appropriate. Nationally,
approximately 10% of adults with serious mental illness need specialized housing. Dr.
Morrell briefly described how a person in need of help would access services, stating that
there was a 24-hour-a-day phone number to call. Their need is screened and assessed as
to whether it is an emergency or routine need and they are then connected to the
appropriate provider. The number for each LME is posted under “service locator” on the
Division website. She said that the new services that began in March were designed so
that services would go to the consumer rather than the consumer going to an office to
meet with a therapist. She also reviewed existing services for adults. Dr. Morrell said she
would provide data regarding where consumers who use crisis services and are admitted
to a State facility were living before entering the facility. '

Dr. Morrell explained that every person receiving mental health services has a Person
Centered Plan. A person that begins to experience difficulties can call the community
support provider and staff from the agency would go see that person and offer assistance.



She was asked about service gaps and explained that the scenario just described would be
in place once there is an adequate supply of providers in every catchment area across the ‘
State. Andrea Russo, Fiscal Research staff, was asked to provide the percentage of

federal, State and county dollars going to mental health services, how it affects the LME;

and where the money goes. '

Dr. Morrell said that there was one mental health licensure category for residential
housing for adults with mental illness. In that category, there are supervised living
apartments with 488 people, 59 live with families that are paid on a temporary basis, and
594 live in group homes. The total is 1,140 living in licensed mental health settings
based on reimbursement data. Housing is paid for with State funds, Medicaid does not
pay for this service. She said that there was a gap in the residential treatment setting for
adults with mental illness. It is an issue that is currently under study. She said that based
on 2005 data, there were 24,831 residents in adult care homes and 5,000 of those had a
mental illness of which 1,479 were under 50 years of age. The issue is not necessarily age
but rather having a mental illness that is associated with behaviors that do not fit
appropriately with the setting the person is in and the people with whom they are
interacting. Representative Insko suggested that this was the population that raises the
most concern and perhaps there should be a specialized setting for that population. Dr.
Morrell also said that-reviewing data gegarding State hospitals discharging patients to -
adult care homes showed that in FY 2002, 5.5% of the discharges were to ACH, and in
FY 2006 the number had decreased to 3.7% discharges. She said that the numbers
indicate that an effort is being made for appropriate placement. For those in need of more
serious treatment, a specialized residential facility that incorporates treatment is needed. ‘
ACH regulations state that they must provide personal care and support but say nothing
about treatment. Patients listed with Alzheimer’s and dementias are not listed as having a
mental illness. - ' ' :

Barbara Ryan from the Division of Facility Services addressed licensing requirements.
She said the definition of an Adult Care Home is a setting that provides room and board,
individual personal care and assistance and or supervision. Mental health treatment would
be considered an inappropriate placement. For those needing mental health services
residing in (ACH), the facility would make arrangements with the LME for residents to :
receive appropriate treatment. If a person was coming from a State facility to an adult |
care home, the hospital would notify the LME. Services would most likely be provided
by Medicaid. The facility pre-screens each individual to ensure that they can meet the
individual’s needs. If it is found that the individual needs additional care or has escalating
behavior, staff would call the physician, the psychiatrist, a mental health professional, or
refer the appropriate person to a magistrate to pursue involuntary commitment of the
individual. If a person appears dangerous, then law enforcement would be called.
Members of the subcommittee expressed concern that there may now be a need for
facilities that are adequately staffed, trained, and paid to handle violent mentally ill
patients. Ms. Ryan said that out of the 582 adult care homes that renewed their licenses in
September of 2005, 115 had a population of 50% or greater mentally ill residents. Out of
the 546 family care homes which have 2-6 beds, 222 had 50% or greater with a diagnosis




of mental illness. She was asked how many of these residents would be considered
violent and agreed to locate the information.

Jeff Horton, Chief Operating Officer of the Division of F acility Services, spoke on
facilities for the mentally ill. Mr. Horton said that there was no level of care between the
hospital inpatient setting, the adult care home setting, and independent living setting.
DFS licenses 287 mental health facilities which are categorized as supervised living for
adults with mental illness. These facilities are licensed to have 2-6 beds. There are 1,319
facilities for supervised living for adults with developmental disabilities, 300 are special
mental retardation homes for adults with DD. Funding was a concern for people moving
from an adult care home in the community into a clubhouse setting and then into an
independent living setting. Members questioned the ability to track supervised housing,
Mr. Horton responded that DFS did not regulate supervised housing since it was typically
an independent living arrangement. Andrea Russo responded that there was a way to
track the number of units the Housing Finance Agency has financed; and also said that
the Division of Community Assistance (under the Department of Commerce) has
financed a small number that they report every year. It was requested that an overview
with the definitions of the different levels of care be provided. Mr. Horton was asked if
there were any successful models across the State where the mentally ill and other adults

lived together..Lou Wilson responded that-in spite of the fact that there are'no rules or —=—- - -

guidelines by the State for these facilities, there are a few that have services for residents
with mental illness. She offered to gather detailed information for members.

Julia Bick from the Office of the Secretary gave an overview of the (DHHS) report on the
Study of Mentally Il Residents in Long Term Care Facilities. (See Attachment No. 3)
She emphasized that the diagnosis of mental illness does not mean that a person is
dangerous. It is also not an age issue since people of all ages can have behavioral issues.

- She said that the Department had already implemented pieces of the report. Beginning

January 1, 2007, funding will be made available to expand the mental health specialty
teams to hire an additional position to focus on the needs of younger adults in long term
. care setting. The Department is currently developing an RFP to identify/locate the

population and the needs of the population within the adult care home system and the
mental health system. While this study is going on, Ms. Bick said that the Department
was moving forward to develop aspects of the plan focusing on the need for a higher
level of supervision and support along with a separate prograrm to provide adequate
staffing and treatment to address the needs of this population. A draft service definition
(which may be covered as a Medicaid service) has been proposed to address the high end
of this continuum. She said this would be a small community-based facility (Residential
Treatment Model) if approved by CMS, or funded as a State service if supported by the
legislature. The facility, with 12 beds or less, would treat those not meeting the criteria
for admittance to a State hospital but having problematic behavior not being adequately
treated in the ACH. '

Julia Budzinski from the Division of Medical Assistance réported on uniform screening.
(See Attachment No. 4) She addressed 3 initiatives that directly affect ACH: 1) A
uniform screening program for all Medicaid long term care services; 2) An ACH personal
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care services restructuring program; and 3) A future integrated assessment system.
Addressing the adult care homes admissions process, she said that the new system would
put the PASAR components in effect at the initial assessment. She said that there were
many problems with the FL2 process but that the three programs would eliminate that
process. There will be one form to replace the multiple forms involved with the eight
separate processes. The new form will be a web-based program which should reduce
inappropriate placements, reduce paperwork, and provide a better picture of the
population’s needs. Ms. Budzinski said that the goal was to provide people with the
correct service, to increase choice, and to provide appropriate placement.

Ms. Budzinski said that the Adult Care Home/Personal Care Service restructuring is a
result of a 2 year process working with CMS (which did not approve of the method of
reimbursement of Adult Care Homes for Personal Care Services). As a result, a kick-off
meeting with stakeholders was held to look at policy, rate-setting, rules, legislation, and
funding for ACH. The desired outcome is to have additional funding for additional
services that will meet the needs of residents. She also noted that one Personal Care
Service program will apply uniformly to the eight settings which should help streamline
the system. She also said the RFP for the Integrated Assessment System should be ready
soon. The system will be web based and the pilot program should be implemented by the

first of the year. e A - R

There being no further business, the meeting adjourned at 3:50 PM.

C

Representative Verla Insko, Co-Chair

RennicHpbby, Commﬁﬁ%ﬁ@nt




Attachment 1

VISITOR REGISTRATION SHEET

‘. SUBCOMMITTEE ON MENTALLY ILL RESIDENTS IN ADULT CARE HOMES
October 11, 2006 ‘ - '

. Name of Committee Date

VISITORS: PLEASE SIGN IN BELOW AND RETURN TO COMMITTEE CLERK

WW Lf77
(WL e
qemﬁ NMokow | NHA -Ne.
.ﬁ%ﬂm (/M)ww(\ Mo |
%ﬂ%_émg | NcHLh |
Xolp Hofdeo | Waks Hemon Senvcan
Brrda gmd* Wel. Humon SWW B
T2k lfdt— | AOOP/ Aol o vty
Veo ﬁd?”cf/? %Nrﬁ!o
K Tl ek o Dporler of @ne22
@ Ly Mer | Qo Thoower




VISITOR REGISTRATION SHEET

SUBCOMMITTEE ON MENTALLY ILL RESIDENTS IN ADULT CARE HOMES ‘

October 11, 2006

Name of Committee

Date

VISITORS: PLEASE SIGN IN BELOW AND RETURN TO COMMITTEE CLERK

NAME

FIRM OR AGENCY AND ADDRESS
Toka Ouen View Chear of PAIAL AC  GALPD
‘JOQDOI?O!//‘?‘ M mce ot Dis; b, /:\4‘/746}9449{{*"} 25
7 . —

ma""Hf\& %V.O(‘j;

GACPD

NC:\%%(WCGLM 71%06 /@JVMZOO/‘

T bl
L GgeretFone

«%’% A Al 5550

74 - | Coo v ﬂ'ﬁﬁn 205/ / ' .
J%/{ (/?Ed rSTER (1§ w-pi - fpg/.«zf/z W & /‘/JT Irafory
PMokea w- Shoyllond wa{?ffmw/f Lhyllens

Moapiomi) hns | L) e J Mol o Dl




Attachment 2

DMH/DD/SAS

Description of Mental -
- Health Services for Adults

DMHDD/SAS = _
Screening, Triage, and-
Referral o

-. Avallable 24 hours a day every day

« Purpose is to determine the type of
problem a person is experiencing and
whether itis an emergency-

» Then to link the personto a proV|der that
can further assess and deliver serwce to
meet the identified needs

DMH/DD/SAS

ew & Rewsed Serwces Adults
with Serious Mental lllness

Diagnostic Assessment .-
Community Support
Community Support Team
Assertive Community Treatment
Psychosocial Rehabilitation

DMH/DD/S AS.

Addltlonatl Services for Adults

« Crisis services such as Mobile Crisis,
Facility Based Crisis, Inpatlent
hospltallzatlon

+ Partial hospitalization.

+ Psychiatric services and medlcatlon
_management

« OQutpatient therapy/counsellng
+ Supported employment
. .Supported]supervised housing .

DMH/DD/SAS
| Dlagnostlc Assessment

+ Definition
. Intensive, clinical and functional face to
face evaluation.
. Recommendations for treatment and
services. .
. Basis of initial Person Centered Plan over
- next 30 days.

Adult Mental Health Services

Community Support

+ Definition -- .
. Services and supports
- Achieve and malntaln goals
« Meet needs of recipient
« Acquire skills and skill building-
» First responder




Psychosocial Rehabilitation

» Foradults with major mental iliness who
need a structured day program

Focus is on individr_jals' rehabilitation and
recovery. ' ’
Activities rnclude communlty Ilvrng and
personal care skills, social relationship
skills, educational activities, and pre—
vocational activities -

DMH/DD/SAS N _
Assertive Community
Treatment Teams

+ Comprehensive Intervention provided by a
multidisciplinary team

* To promote symptom stability& appropriate use
of medication

To restore personal, community living & social
skills

To promote & maintain physical health

+ To establish access to entitlements, housing,
work & social opportunities

DMH/DD/SAS

Service expectations

If a person is receiving mental health services,
he will have a Person Centered Plan that
includes a crisis plan that specifies what to do
when things are not going well, ’

Calls Community Support (1¢ responder)

First responder would meet with the person and
with staff to stabilize the situation and to arrange
for emergency services or to increase the
intensity of on going services.

DMH/DD/SAS
Service expectations

If the | person is hot recervrng mental health
services through the public system, a call would
be made to the screening/triage phone line.

An evaluation of the person’s needs would be
arranged and services would be provided. -

*« When emergency needs have been addressed,
a plan for ohgoing services wouId be-
implemented

DMH/DD/SAS . :
Where do adults with .
mental illness live?

« Most live in homes or apartments in the
community either with their families or
alone. :

» Approximately 1,140 live in supervised
living mental health settings

DMH/DD/SAS _
Adult care home residents
with mental illness

Of the 24,831 residents in adult care
homes about 5 00 residents had a mental
" illness. .

Of these 30% were under age 50 and 70%
were 50 or older.

Adult Mental Health Services




Attachmens 3

Study of Issues Related to Persons with
Mental lliness in Long-Term Care Facilities
General Assembly of NC Session 2004
House Bill 1414 Section 10.2(a) & (b)

Prepared For: The North Carolina Study Commission on Aglng
December 1, 2005. ,

Final Report and Recommendations

L. Summary of Recommendatrons

Over the past year the NC Department of Health and Human Services has worked closely
with a Study Group, comprised of long term care provrder associations, advocacy '
organizations and state government staff, convened in response to the Special Provision at
Section 10.2(a) & (b) of HB 1414. The following report represents the Department’s effort to -
summarize the work of the Study Group and prioritize their recommendations to support -
ongoing efforts within the Department to improve both long term care services and support
persons with mental |llness with appropriate treatment and services. : :

" The Department is makrng the following recommendatlons dlscussed |n detarl wrthln the
. report as indicated: '

assistance to long term: care facilities. (page 12)

¢ Design and implementation of an automated screening, assessment and care - °
planning system to.be used prior to admission to long term care services.(page 13)

e Conducting a study to inform the development of a residential continuum desrgned to
meet the needs of persons with mental iliness. (page 14) . . '

. Strengthenlng training curriculums in all law enforcement tralrung programs to

_ improve law enforcement response in long term care settings. (page 15)- -

o Further evaluation of a number of statutes and rules to provide appropriate gurdance

to long term care facility operators according to the needs and characteristics of

residents served.(page 10- 1 1)

( ‘ e Expansion of mental health specialty teams to prowde training and techmcal

Il. Introduction

On February 10, 2004, the North Carolina Study Commlssmn on Agrng heard presentatlons
regarding people with mental iliness who live in long-term care facilities. -

The Commission considered many questi‘ons regarding this issue, includ_ing:

o Are adult care homee 'appropriate housing options for persons with mental illness?
o Is staffing and training at both nursing facilities and adult care homes adequate to
meet the needs of diverse population groups?

’ « Do existing laws and rules provide the best guidance to those who operate these

facilities?



N

¢ Does mixing younger people with mental iliness with the frail elderly in adult care |
homes and nursing facilities compromise the health and safety of residents? '
\

To address these issues, the Commission recommended that the General Ass‘embly require
the Department of Health and Human Services (DHHS) to work with long-term care providers
_and advocates to study these and other related issues. .

During its 2004 session, the legislature approved House Bill 1414, which included the Special
Provision at 10.2(b) directing the Department of Health and Human Services to convene a
Study Group to provide recommendations on the following study areas:

1. Do current State statues and Departmental rules adequately addreés the populations
served by long-term care facilities? ' SR
2. Would the development of separate licensure categories for adult care homes and™
nursing facilities improve care for the various populations served in those facillitie's?‘ﬂ o
3." Are adult care home rules easy to understand, attainable under current staffing
patterns and include appropriate guidance to facility operators to best serve the needs
of their residents? ' -
4. Do these rules support residents’ freedom of choice, as well as their autonomy,
dignity, and independence? - T T
5. What is the most effective way to identify mentally ill individuals that have mental
health treatment needs? ‘
6. Can the criteria for admission of mentally il individuals to long-term care facilities. be
improved to ensure that the health and safety of all residents are safeguarded?: \.
7. What changes need to be made to improve the quality of care for mentally ill
individuals in adult'care homes and nursing facilities? What is the potential cost
associated with implementing these recommendations? - Y
8. What specific problems exist as a result of mixing aging and mentally il populations?

DHHS was also asked to include in this report how it defines “mentally ill” for purposeé be‘this
study. o o '

For purposes of this study, the definition of mental iliness is drawn directly from General’
Statute 122C-3(21): '

Mental illness means an iliness which so lessens the capacity of the individual to use
self control, judgment and discretion in the conduct of his affairs and social relations so =~
as to make it necessary or advisable to be under treatment, care, supervision; '

guidance or control.

This is a functional definition that can include a broad spectrum of conditions including
serious depression, schizophrenia, bipolar disorder and other psychiatric diagnoses where
functioning can be improved or restored with appropriate medication and rehabilitative
-treatment. Dementia also meets this functional definition and is a progressive brain
dysfunction that leads to a gradually increasing restriction of daily activities. The most well ‘
known type of dementia is Aizheimer's disease. {



@

Developing the Study

NC DHHS Assistant Secretary for Long Term Care Jackie Sheppard convened the Study -
Group in December, 2004. The Study Group met for ten sessions and included '
represeéntation of long term care provider associations, advocacy organizations and state
government staff. A number of committees were formed to address particular study issues, .
some of which joined with existing DHHS committees to build on existing discussions and
Department efforts. (See Attachment A: Study Group Members, Meetings and
Subcommittees) . o S ‘

The Study Group feached agreement on statements of consensus (Attachment B: . .
Consensus Statements) and presented a draft report to the Department in September 2005.
The draft report included lengthy discussion of the issues and a’number of réecommendations.

This report represents the Department's effort to summarize the' work of the Study Group and.
prioritize their-recommendations to support ongoing efforts within the Departrment to improve
both long term care services and support persons with mental iliness with appropriate
treatment and services.. - : ' ) '

Il. Scope and Context of the Report

The issue of serving the mental health needs of long term care residents is not new and pre-
dates the current re-design of the publicly funded MH/DD/SAS system. In fact, state agencies
and long-term health care providers have been engaged in a discussion of how best to

provide this care for a decade or more.

Long term care facilities as referenced in the Special Provision include adult care homes and-
nursing facilities.” The two are designed to meet different needs and operate under different
statutes.and rules. A nursing facility-provides care for persons who have ailments for which
medical and nursing care is indicated, but are not sick enotigh to require general hospital .

care. Nursing care is their primary need, but they also require continuing medical supervision.

An adult care home is a facility which provides residential care for older adults or adults with =
disabilities whose principal need is a home with the shelter and personal care theirage or

disability requires. Medical care in an adult care home is usually occasional, incidental, -
and/or short term intermittent, but includes the supervised 'édminjfs_ytrﬁa,tfthf medication.

While neither of these types of care is designed to pi'o\iidé for t.h”e'mental health héeds of
their residents, many residents of both adult care homes and nursing homes have mental

health issues.

While comparing results from different population studies is compliCateed by the difference in -

@Pparameters and indicators used, a report commissioned by the Department in 2004 found

that over 40% of the adult care home population carried an active diagnosis of mental iliness.



(Adult Care Home Mental Health Needs Assessment Report of Findings, First Health, July
15, 2004). '

A limited sample study of nursing facility residents done as part of the Adult Care Cost
Modeling Report found a similar percentage, 41.8%, to have a psychiatric or mood disorder
diagnosis (Myers and Stauffer 2003). Comprehensive national studies indicate that as high
as 80% of nursing facility residents have diagnosable psychiatric disorders, with dementia .
being the most prevalent condition: (Mental Health Services in Nufsing Homes: Models of
Mental Health Services in Nursing Homes: A Review of the Literature Psychiatric Services,
November 1, 2002) T '

When the locus of care for persons with mental illness first shifted from the large state
hospitals to the community decades ago, there were few residential options available to
persons with mental iliness, and many adult care homes stepped forward to fill that gap,
providing shelter for those who had none. . S

North Carolina’s current mental health reform effort is designed to.improve the state’s
capacity to meet the needs of persons with mental illness according to evidence based
practices, but many with mental illnesses continue to live in long term care settings because
there are not yet more appropriate alternatives available to them in their communities.

As a result, long term care facilities have been an unavoidable choice for many individuals

with mental iliness, despite the fact that these facilities are not designed to provide psychiatric. -
treatment or the rehabilitative services to allow persons with mental ilinesses, particularly '
younger adults, to achieve a greater measure of independence. . - \

Members of the committee 'ag.reéd that without a Iargeijn\:(ev,sqtmfén? 63‘ nc—;f_w'r"e-sources into
community-based services, people facing the challenge of mental illness are likely to
continue to be served in adult care homes and nursing facilities.

The Department has taken'steps in addressing some. of the challenges posed by this issue.
Since 2001, for example, the Department has.been engaged in a Department-wide effort to
improve the quality of long term care services as outlined in the Institute of Medicine’s Long -~ -
Term Care Plan for NC. While the resources to implement the full range of changes '
suggested by the report have not been available, the Department has implemented a number
of the recommendations and other initiatives in-an ongoing effort to improve long term care . .

services for all residents.

The NC DHHS Division of Medical Aééistancé.has also undertaken population studies to
assess the needs, both physical and behavioral, of current long term care populations and is
moving forward with an automated screening and assessment tool that will be used for

.Medicaid providers and recipients needing long term care services. Further information on
this effort is included in Recommendation B. '

In addition, the NC DHHS Division of MH/DD/SAS has funded 21 geriatric mental health
specialty teams. These teams provide training and case consultation to adult care homes and '
- nursing facilities to help staff understand and manage some of the challenging behaviors of (

older adults.



The Division-is also piloting a specialized long term geriatric behavioral unit for nursing facility
residents and a Special Care Unit in an adult care home. These pilots are designed to serve
persons who exhibit persistent behaviors that pose potential danger to the individual and/or to
other residents. Expanding both of these initiatives are included in Recommendations A and

C.

The NC DHHS Division of Aging and Adult Services is also involved in a wide variety of
initiatives targeted at improving the long term care delivery system, including:

o . Implementing the Aging and Disability Resource Center Grant to create a coordinated
system of information and access for all persons seeking long-term support. ‘

o Convening a multidisciplinary taskforce called SAFE-in-Long Term Care composed of
individuals in the fields of law enforcement, long term care, advocacy and state
government to raise awareness regarding appropriate responses to crimes occurring
in long term care settings.

°* Inmatlng the Quality Improvement Consultation Program for Adult Care Homes as

“directed by recently passed legislation “to promote better care and improve quality of

life ina safe environment for residents in adult care homes through consultatlon and
assnstance Wlth adulit care home prowders

In addition, the Department has implemented North Carolina’s response to the 1999 US
Supreme Court's Olmstead decision by coordinating Depar’cment wide efforts to reduce
reliance of institutional care by addressing a variety of system issues including transportatlon

strengthening the direct care work force and expanding the availability and improved access

to affordable community housing.

IV. Summary of Study Group Discussions

The Study Group's discussions covered a gamut of issues and concerns raised in the Special
Provision that can be captured under four themes:

Health and safety

Screenmg and disclosure
_Training of staff, and-

Services to residents with mental iliness.

A. Health and Safety

While many persons with a diagnosis of mental illness reside in long term care setting's
without difficulties, others, because of the nature of their iliness, inadequate treatment, or lack
of expertise among facility staff, can exhibit behaviors that can impact other residents and/or

pose a potential safety risk to staff and residents.

Licensed skilled nursing facilities in NC are well-équipped to care for the frail older adult,
medically complex residents that they serve. Many of these residents have age-related
dementia or Alzheimer’s disease, and some have mental iliness that is effectively managed.



However, industry representatives report that these facilities are increasingly struggling with
safety issues related to a growing number of residents with challenging behaviors that have ‘

an impact on the safety of residents in the facilities. \

In adult care homes some older adult residents and their significant others cite concerns
about the safety and the vulnerability of other older adults due to reports of behavior

problems such as verbal/physical/sexual abuse by some younger residents. The facilities,
however, have found that the needed services and alternative placements to address these . .
unexpected acute challenging behaviors are not widely available or accessible.

Whlle there is currently no comprehensive information available as to the scope and breadth
of these problems, the NC DHHS Long Term Care Ombudsman Program receives and
-investigates complaints made by or on behalf of long term care residents. The Ombudsman
Prbgram is an advocacy program, not a regulatory agency. in the course of their work, the
program s staff have reviewed situations in which persons exhibit aggressive behaviors,
engage in illicit drug use and/or alcohol abuse that negatively impact the health and safety of
other residents. The Ombudsman staff also report concerns that the needs of persons with
mental illness are not always being met. These reports include the inappropriate use of
-infringement of the patient rights as a behavior modification tool and even reports by some
residents with mental iliness that their health concerns are often dlsregarded and not reported

to health professionals.

It was also.noted that law enforcement must be called by the facility when the safety of
residents or staff are in danger. Complaints received by the Ombudsman Program indicate ‘
law enforcement officials can be hesitant to arrest or detain residents who commit criminal - \
acts. The law enforcement response is complicated by the need to carefully assess and

differentiate between a criminal act and psychosis requiring treatment. (See Attachment C:

2005 Regional Program Survey by the Long Term Care Ombudsman Program)

B. Screening and Disclosure

Members of the Study Group agreed that a good screening mechanism is a critical
component to appropriate placement but that current tools are either inadequate or not used
appropriately. They agreed that while a framework for this approach is already established
through assessment and care planning requirements, the critical component of screening
persons for appropriate placement within a continuum of long-term care is missing. The
Study Group felt that this is the area in greatest need of attention from a regulatory
standpoint. Such a tool would allow for the adequate evaluation by the facility of the needs of
the potential resident and the determination by the facility of its ability and resources to meet

those needs.

The Study Group also felt that disclosure by facilities of what services can and cannot be

provided and disclosure by referral sources of resident history, condition-and needs are not

adequately addressed in statute or rule. In addition, facilities report that some residents who

were initially admitted were later found to have persistent behaviors that pose a potential ‘
threat to themselves or other residents. In many cases these individuals have not responded

to interventions and services that are available to the facility, yet do not meet the statutory (

criteria for involuntary commitment to a psychiatric hospital.




:

1. Nursing facilities Currently, nursing facilities are subject to stringent Federal regulations
related to Medicare and Medicaid. All nursing facility residents are subject to the Pre-
admission Screening and Annual Resident Review regulations, commonly called the-
PASARR. The PASARR Program was established by Congress to ensure that every
individual seeking admission to a Medicaid certified nursing facility (NF) is properly assessed
to determine if he/she requires nursing facility care and if he/she has a major mental illness
(MI), mental retardation (MR) or a related condition (RC) that requires specialized services.

Every new admission to a certified nursing facility, regardless of payment source, is subject to
alevell screenmg prior to admission, with the exception of individuals readmitted after
treatment in a hospital unless there has been a significant change in status. After receiving
the Level | screen, if individuals are suspected of having either mental illness or mental
retardation or a related condition, a Level Il evaluation must be completed with the recipient
by a qualified professional to assess whether nursing facility services and specialized
services are needed. Recommendations based on the Level Il evaluations are forwarded to
the NC Division of Mental Health, Developmental Disabilities and Substance Abuse Services
for final determination of servicés and placement for the individual. All persons identified as
MI or MR/RC by this process receive an annual resident review designed to assess their care
needs or whenever there is a sngnlf cant change in the resident’s condition. It should be noted "
that PASARR does not include screening and evaluation for nursing facility residents who .
have dementia and who may have significant challenging behavuors

The PASARR process is not without some flaws for persons with psychiatric illness, however
partucularly in the admission screening process.” For example, the PASARR by regulation
excludes screenlng for dementia. Dementia and certain related challenglng behaviors can
pose immense concerns for Nurs:ng facilities and the residents for whom they care. Also,at
the time of the PASARR screening, behaviors may not always be evident. Current or long—
term ‘residents may develop dementia and related behavior issues that are not related to the
primary reason for admission to the nursing facility. A limited number of nursing facilities
have the ablllty to deal with ambulatory residents with more challenging behaviors, such as a
person who roams and rummages in other resident rooms. Although this person is not '
violent, he/she is at risk of being injured by other residents who react strongly to having
someone handling histher possessions. Additionally, over time, a resident may develop a
new psychlatnc illness and /or develop behawor/symptoms related to another dlagnosns
Facility operators also stated that often there is an inability to get appropnate services for
these long-term residents who develop new psychiatric disorders, and once these problems
manifest there are hmlted dlscharge/care and/or treatment opportunmes avallable

2. Adult Care Homes Similarly for persons entering an adult care home, the facility wilt
review the FL2 (the current screening tool) and if the home feels it can meet the needs of the
individual and has a vacancy the person is admitted. Study Group members agreed that in
some instances the FL2 does not include all the information it could/should contain in order
for the adult care home to make a sound admission decision. The home may decide to meet
the potential resident before deciding whether they can meet the individual’s needs, however,
it may be days before the symptoms of the illness manifest. The home then cannot meet the
needs of the resident, is not trained in handling those specific behaviors and/or has no place
to refer the resident or get support. They have now accepted a resident with no viable
options available for assistance. This resident may even be a danger to himseif or others.



Additionally, as the resident “ages in place” exacerbation of old conditions may develop, as
well as new conditions. : - A .
\

A.program similar to PASARR for adult care homes is not currently available. Study Group
members indicated that this inconsistency in systems has been used by referring agencies or
doctors to by-pass the assurances required by nursing facilities, by placing the resident in an
adult care:home who only have exclusionary criteria rather than defined admission criteria.
As a result, the adult care home has no way of knowing that a person should have received
such a screening, and subsequently the resident may not receive services or needed support
from trained staff. The true picture of resident needs may only come to light after they are
placed and the challenging behaviors emerge. B

C. Training of Staff . ‘

Typically, mental health crisis situations are unpredictable, although at times there is

evidence of a person’s escalating behaviors. Members of the Study Group were in
agreement that presently there is not enough trained staff, particularly nursing assistants,
personal care and medication aides, to care for residents with mental iliness. Training is

mast important for monitoring behavior changes and responding with appropriate
interventions when dealing with challenging behaviors exhibited by some residents with
mental iilness. An understanding of mental illness and how it impacts behavior can result in -
more effective interventions and prevention of crisis situations.’ o ‘

The current training requirements for direct care staff, including aides and supervisors, in ‘ ‘
adult care homes are focused primarily on personal care with little emphasis on training '

related to the additional skills that are needed to care for residents who also have cognitive,
impairment and/or mental iliness. It was also noted that instructors, who provide the training

that is currently required, usually do not have the experience and/or education that is directly

related to the. care of residents who have cognitive impairment and/or mental illness.

Likewise, nursing facility direct care staff, while highly trained to manage clinical issues of

facility residents, do not receive training specific to managing and de-éscalating challenging

behaviors. .- . S

Nursing assistants, personal care and medication aides in adult care homes often have not
had the training needed for appropriate interaction with residents based on their particular
mental illness, and specifically to administer and/or monitor the side effects of psychotropic
medications. When there is a need for facility staff to be involved in implementing an
appropriate behavior plans, this does not routinely occur because the plans are not
developed and agreed upon with participation by the resident and approval by the attending
physician or supervision of a qualified mental health professional.

D. Services to residents with mental illness

The Local Management Entities (LMEs) for the public mental health, developmental

disabilities and substance abuse system of services have responsibility for access to the ‘
available services by providing screening, triage, and referral to appropriate provider

agencies. LME’s also have a responsibility to assure crisis services. These responsibilities (
include responding to the needs of their communities including the needs of residents in long
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term care facilities. The types of mental health services that are often needed by some
residents in long term care settings includes: evaluation and assessment of residents who -
are exhibiting behaviors that appear to be related to mental illness; development of person
centered plans that include consideration of each individual's needs for a wide range of
services Or supports; and provision of ongoing treatment and rehabilitative services, and
cooperation and support for others who are providing service and support for the individual.

The Study Group found that statute and rules related to both adult care homes and nursing

(

facilities do not address coordination or linkages to these resources that would provide a
more systematic and operational framework for meeting the needs of residents who require

additional services. ’

Long term care providers report that greater involvement of mental health professionals is
needed to do evaluations; to assist in the development of care plans; to provide treatment for
some residents; and to provide consuitation, training, and support for facility staff who are
caring for residents with challenging behaviors related to cognitive impairment or mental
iliness. They also report that access to psychiatric consultation, evaluations, and treatment is
difficult particularly if it is not provided on site and that the availability of gero-specialists,
social workers, psychologists and psychiatrists is extremely limited.

Other concerns raised related to activities that are offered for older adults frequently do not
meet the diverse needs of younger residents, and are often not an irtegral part of the
personal'care plan. It was also noted that there are not alternative residential options for
providing stabilization of acute behavior that becomes problematic in the nursing facility or
adult care home but does not meet the criteria for involuntary commitment to a psychiatric

hospital. - - '

Finally, the Study Group agreed that at the current time, the availability of mental health
resources, the capacity to perform timely and thorough evaluations, development of person
centered plans, and access to the broad array of services and supports needed for persons
with mental illness varies greatly across the state. Poor coordination, unavailable '
transportation to rehabilitation activities, and few on-site mental health services were
identified as additional barriers to assure the provision and coordination of needed services in

many areas.
V. Rules and Statute Review

A. Discussion

Subcommittee members were asked to complete charts to gauge opinion on whether the
statutes and rules adequately address the population served in adult care homes. The results
collected served as a basis for discussion of the issues by a majority of subcommittee
members and the Adult Care Home Mental Health Workgroup. ~

Statutes and rules governing adult care homes do not make direct references to the specific
populations served such as persons with mental illness, those who are medically frail and
those of advanced age. Addressing the needs of these populations is encompassed, in part
at least, in the context of an array of care and services mandated by statute and promulgated
in rule, and in the requirements for admission, assessment, care planning and training.



Addressing specific populatlons and their particular needs in law and rule has a number of ‘
pitfalls, not the least of which is the inevitable failure to take into account the wide range of \
persons being served and their wide range of needs. In addition, singling out one group of

residents should not be done at the expense of another group who may have some of the

same needs but also a number of other specialized needs as well. Rules would inevitably

become more complex and extensive without necessarily promoting attention to the particular

needs of individual residents. The primary concern should be one of adequately addressing

needs of individuals rather than generically addressing populations.

Subcommittee members felt that wéll-designed screening, assessment and care planning
instruments would better accomplish the intention of the current adult care admission rule:

“Any adult (18 years of age or over) who, because of a temporary or chronic physical
condition or mental dnsablhty needs a substitute home may be admitted to an aduit
care home when, in the opmlon of the resident, physician, family or social worker, and
the administrator, the services and accommodations of the home will meet his
particular needs.” (Rules 10A NCAC 13F and 13G .0701-Admission of Residents.)

There was no clear indication from resuits of Subcommittee discussions that adult care home

rules were not understandable and not supportive of residents’ freedom or the autonomy,

dignity and independence philosophy of assisted living. Based on the Adult Care Home Cost.

Modeling Report (December, 2004), current staffing patterns.are insufficient to meet all the
reqwrements in rule. Again, the Subcommittee felt that the combination of improved . -

" screening and disclosure would help assure appropriate admission of residents so that . \‘

facilities are able to meet residents’ needs, make residents and their responsible persons

aware when residency in a facility will no longer be viable, and protect the health and safety

of all residents in.the home.

A number of ruljesxand statutes were i,duent'jfie,'d as needing fUrther evaluation and atténtion in'
relation to providing appropriate guidance to facility operators according to needs and
characteristics of residents served. These are listed in detail below:

B. Recommendations: NC General Statutes 131D and 131E

The Department of Health and Human Services recommends to the NC General -
Assembly the following:

1. Assure definitions of abuse, neglect and exploitation are consistent with definitions
of these terms in other statutes that impact adult care homes or types of residents in
these homes.(GS131D-2(a))

2. Qualify “provide services” as “services established by rule” to provide greater clarity

and avoid the possible misconception that these facilities provide any and all .
services "to assure quality of life....” etc. Coordination of services provided by
community resources needs to be addressed since facilities cannot be expected to (
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be providers of all services that may be needed. Additional funds would be needed
to implement this coordination. (GS131D-4.1)
3.  Evaluate current staffing requirements that are based on requiring specific amounts
' of staff time per resident in relation to a more “outcome” orientation to staffing which
would focus greater attention on whether the needs of residents are being met rather
- than number of staff present. (GS131 D4. 3)

4. Address coordination of services to take into account services needed that the
facility cannot directly provide (see #2 above). (GS131D-4.4)

5. Establish a mandate for screening of potential adult care home reS|dents Additional
funds would be necessary for the development and implementation of this
screening.(GS131D-4.5)

6.  Establish a mandate for:
+ full disclosure in writing by all facilities to residents and their responsnble

persons such as required of special care units in 131D-8; and

+ full disclosure of information about potential residents to the facility so that
facilities are fully aware of the resident’s history and care needs in order to
make informed decisions about admitting residents. (GS131D-2) '

The study group also discussed the possibility of suggesting that there be exceptions to a
Resident's and Patient’s Bill of Rights in situations where they may make implementation
of specific behavior plans difficult. However, deleting any of these Rights would risk
changing the nature and character of these facilities. Rights may now be restricted in
accordance with approved plans of care. If the deletion of Rights are necessary in orderto -
provide appropriate treatment to a particular individual in an adult care home or nursing
home, that individual would likely be more appropriately placed |n a licensed mental

health facmty

C. Recommendations: Administrative Rules for Adult Care Homes of Seven or More
Beds (10A NCAC 13F) and Family Care Homee (10A NCAC 13G)

The Department of Health and Human Serwces recommends that the NC Medical Care
Commission: -
1 Strengthen tralmng on caring for residents with cogmtlve lmpcurments and/or mental v
“health needs. Training should include specific methods for de-escalation of challenging
" behaviors and the implementation of appropriate behavior plans for residents with
'challenglng behaviors. Training by qualified instructors is critical to enabling staff to
meet resident needs. Additional training of staff upon employment and on an annual

basis needs to be considered. This would require additional funds for trainers and staff

time for training, including staff coverage while staff is being trained. Any mandatory
requirements for additional training should be conditioned upon the availability of
necessary resources. The use of mental health specialty teams like the geriatric
specialty teams should be explored. (10A NCAC 13F and 13G .0501-,0502: Personal

‘Care Training)
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outcome-based measures. Staffing ratios are not directly related to residents receiving
appropriate care and services and reliance on this kind of staffing requirement may
even have a negative impact on care, Greater attention should be given to assuring
staff ing to meet the needs of residents. Increased funds will be needed to increase
‘staff time. Thorough screening, assessment and care planning processes are critical to
the effectiveness of an outcome-oriented approach (10A NCAC 13F .0604-.0605:

Staffing)

2. Evaluate the feasibility of a more outcome-based orientation to staffing and explore '

3. Require that admission of residents be dependent on facility review and evaluation of .
- the results ofa pre-admission screening process and all other information regarding the
resident’s mental and physical condition, needs and history provided to the facility.
(10A NCAC 13F and 13G .0701: Admission of Residents)

4. Require that the examination of a resident who has been an inpatient of a psychiatric
“facility within 12 months prior to admission and does not have a current plan for
_psychiatric care be examined by a mental health professional. The allowance of 30

~“days for the examination should be consrdered for possible reduction. (10A NCAC 13F
.0703(e) and 13G’ 0702(e) TB Test and Medlcal Exammatron)

5..Include requrrements regarding facility disclosure to residents and responsible persons
here or in a separate rule. (10A NCAC.13F and 13G .0704: Resident Contract)

o

VL. Recommendatrons for improving the quality of care for persons with’ mental |llness
in long term care facilities v

A. The Department of Health and Human Services recommends the expansion of
mental health specialty teams to provide training and technical assistance to long term

care facilities.

The Department and the Study Group believe that the quality of care for persons with mental *~
illness in long term care facilities can be supported and improved by making it possible for .
facility staff to have access to training, technical assistance, case consultation, and '
assistance with referrals to mental health treatment services. A geriatric mental health
specialty team model has been a successful strategy to address needs of both long term care
staff and residents with mental illness. However, current funding has been made available to
fund only 21 such teams and the staffing qualifi catlons and focus of these teams are on the
specific needs and issues of older (age 60 and over) long term care residents. The current
small number of these teams makes it impossible for them to meet the neéds of all long-term

care facilities for this kind of consultation and training.

Mental health specialty team staff with the training, experience, and skills would be needed to
help long term care staff address the challenging behaviors of younger residents in long term
care are also needed. For example, 5,867 or 24% of all adult care home residents are under
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the age of 65, However 3 117 or 62% of adult care home residents under age 65 have a
mental health diagnosis.’

In order to increase the availability of mental heaith speCialty teams to address behavioral
issues presented by long term care residents of aII ages, proposed initial steps are:

1 To add 12 additional geriatric mental health specialty staff to existing teams.

- - These staff would supplement the capacity of current teams that are serving areas
with large number of long term care facilities. These staff will be qualified mental
health professionals who have experience working with older aduits with mental
iliness. These staff will focus on training, consultation and support to facilities for
residents 60 and older who may present behavioral challe=nges that are related to
dementia or other mental health diagnoses. The cost per staff is approxnmately

: $65 000 per year for staff, travel, and training materials.

2. Toadd 25 qualified mental health specialty staff that are mental health clinicians
who have training and experience about the needs of younger individuals who
have major mental iliness some of whom may exhibit behaviors that are not
consistent with the expectations of staff and other residents in long term care
.settmgs These staff will focus 6n training, consultation and support to facilities for

" residents under the age of 60 years old. The cost of one person would be '
approximately $65,000 per year for staff, travel, and trammg matenals

Currently the cost of a two person Geriatric Mental Health Specialty Team is $130,000 per
year or $65 000 to cover the costs of each team member. This includes staff salaries and
benefits, transportatlon/travel costs associated with travel to long term care facilities ‘
throughout the geographic area served, and a small amount of money for training materials
and supplies used when prowdlng tralnmg to long term care facmty staff

The cost of |mplementlng this recommendatlon to fund a total of 37 additional team members,

would be approximately $2,405,000 per year. Additional ‘background information, data about '
the number, type and location of long term care facilities that was used to develop the
proposed action steps is included in Attachment E

B. The Department of Health and Human Servnces requests support of the design and
lmplementatlon of an autornated screenmg system to be used prior to admission to a
nursing facility, adult care home, or other home and community based services; and |
the desigh and |mplementat|on of an automated assessment and care planning system

to be’ used once the setting of care is determmed

The Department is currently working on an integrated, web-based system that will streamline
the screening and assessment processes for Medicaid providers and recipients needing long
term care services. The overall design of the new system will include among other things,

. the capaCIty to identify persons with mental iliness, substance abuse and/or mental

(

retardation prior to admission to a nursing facility, an adult careé home or before receiving
other home and community services. The Division of Medical Assistance will work with the

' 2005 Adult care home population census information from the NC Division of Facility Services
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Division of MH/DD/SAS to see that the design complements the diagnostic assessment
process underway for persons who meet the DMH/DD/SA target population criteria.

The new process will meet the requirements of the federally mandated Pre-Admission and -
Annual Resident Review (PASARR) program. If the mental health portion of the screening
identifies the need for a more thorough mental health evaluation, then a qualified mental '
health professional should perform the evaluation and determine needed mental health
services or supports Overall, the new automated screening and assessment system should
promote one’s independence, self-management of health, and be formed around person-

centered planning concepts.

The detalled work plan for the lntegrated access and management system for Medicaid will
be available December 2005. The estimated resources required to implement the system wiill
be determined through a formal bid process, but it is estimated to cost $1 million for design
and development and $2.3 million for annual operating costs. At this time it is anticipated that
current expenditures will be redirected to support this system. The need for additional
resources, primarily for ongoing operations and training to implement the new system are

estimated at $248,000 per year.

C. The :be"part'ment of Heatth and Human Services requests $620,000 for a study to
_inform the development of a residential continuum designed to meet the needs of
persons with mental iliness.

The Department believes that there is a need to increase choice and treatment options for .

people with mental illness of all ages, particularly those who would benefit from more than the .

residential care and personal assistance than adult care homes are de3|gned and funded to :
provide - and those with both medical a@nd behavioral issues that nursing facilities are not.
equipped to manage. Improved screening and background disclosure of residents will -
inevitably result in persons being found inappropriate for either adult care or a nursing facnllty
Without alternative settings to meet these needs the state will remain dependent upon more...

costly care in the State psychiatric hospitals.

At this time the Department does not support creating a separate licensure category for adult
care homes that serve persons with mental illness. On October 1, 2005 the General :
Assembly ratified SB 572 - An Act To Create A Licensure Category For Assisted Living
Communities That Serve Only Frail Older Adults (see Attachment D). Assisted Living
Communmes that wish to serve only the frail elder population are now able to acquire a.

license that designates them as communities that serve only the frail elder population. Whlle

facilities wishing to serve only a population of persons with mental illness do not have that

option as either an adult care home or nursing facility, they can apply for license as a mental

health facility.

The Department believes that attention and resources must be devoted to creating a range of
housing and treatment options that meet the needs of persons with mental iliness that are
consistent with evidenced based treatments. As a first step, a study should be undertaken to
quantify the need, in terms of projected numbers to be served and the types and designs of
alternative residential and treatment settings. The scope of this study would include a review
of models used in other states, applicable Federal and State policies and regulations,
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potential funding sources, and development of cost estimates to develop a continuum of
reSIdentlal serwces including, but not limited to:

Community based residential options for providing stabilization of acute behavior that
does not meet the criteria for involuntary commitment to a psychiatric hospital,
including facilities that can provide both the nursing care and the psychlatnc
stabilization and treatment that are needed before return to a nursing facility is
considered, as well as facilities that can provide both the personal care and psychiatric
stabilization and treatment that are needed before return to an adult-care home is
considered.

e Long term acute care hospitals specializing in the care of older people who have both -
medical and acute behavioral or psychiatric care needs or “swing beds” designed
specifically for people with nursing care needs and acute behavioral or psychiatric care
needs. The average length of stay of a long-term acute hospital is approximately 28
-days. This length of stay would lend itself to the observation, stabilization, and
intervention time necessary to return the older adult to the nursing facility

e Specialized long term geriatric behavioral units for nursing facility residents who exhibit
persistent behaviors that pose potential danger to the individual and/or to other
residents. A single pilot of this model has recently begun operations.

¢ Specialized long term geriatric behavioral units for adult-care home residents who
exhibit persistent behaviors that pose potential danger to the individual and/or to other
residents, including a review of the current ACH- 12 bed special MH unit rules (10A
NCAC 13F Section .1400) to determine if there needs to be any changes in staffing
requirements and other areas

e Community based supportive housing, housing with supportive services, for adults
with mental iliness in their communities.

D. The Department of Health and Human Services supports strengthening training
curriculums in all law enforcement training programs to improve law enforcement
response in long term care settings.

The Department will work with key officials in the Training and Standards Division of the
Department of Justice in order to promote the use of N.C. Intervention Training and to
facilitate the development of new mental health training curricula for law enforcement officers.
The new curriculum should include identification of major mental ilinesses, action steps for
crisis response by law enforcement officers and alternatives to involuntary commitments.
Officers at every level should be afforded access to available and newly developed training
modules addressing their response to individuals with mental illness.

Wwith appropriate and adequate training, law enforcement officers can develop skills to
address the safety issues confronting staff and residents while de-escalating the situation.
This training is highly encouraged for “first responders.” Facilities are encouraged to have a

“crisis plan” in place in order to avoid unnecessary demands on emergency hospital

resources.

These efforts will build upon the Division of Aging and Adult Services’ multidisciplinary
taskforce called SAFE-in-Long Term Care. S.A.F.E. is an acronym that stands for Strategic
Alliances For Elders in Long Term Care. SAFE is composed of individuals in the fields of law
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enforcement, long term care, advocacy and state government. This taskforce was convened
to raise awareness regarding appropriate responses to crimes occurring in long term care ‘
settings and ensuring that justice is served. SAFE seeks to eliminate this lack of knowledge
and awareness about these crimes by providing education and training to the general public
and especially those professionals who have an obligation to protect society's most
vulnerable from harm. .

Vii. Attachments ‘ -
A - Study Group-Members, Meetings and Subcommlttees
B Consensus Statements
C 2005 Regional Program Survey by the Long Term Care Ombudsman Program
D Session Law 2005-66 :
E Detaul for Expandlng Mental Health Specnalty Teams in LTC settmgs

16



(@

Attachment A: Study Group Members, Meetings and Subcommittees

The following persons and agencres were active partrcrpants in the Study Group
on Long-Term Care Facilities Serving Persons with Mental lliness

Name

Organization

Dr. Ann Louise Barrick

John Umstead Hospital

Doug Barrick

Division of Facility Services

Mary Bethel Division of Agmg and Adult Servrces
| Julia Bick Office of the Secretary
‘Debbie Brantley Division of Aging and Adult Services

| Julie Budzmskr

Division of Medical ASS|stance

‘Sally Cameron

Laura Clark Ph. D.

NC Psychological Association and Coalition for Persons Disabled by Mental Illness
John Umstead Hospital ‘

Carol Duncan Clayton

NC Council of Community Programs

L Jerry Cooper NC Asslsted Living Association
_ Michiele Elliott Diyisien of Facility Services lA_cluIt Care
‘Bob Fitzgerald Division of Facility Services ’

| Stacy Flannery

'NC Health Care Facilities Association

Karen McLeod

‘County DSS Directors Association

‘Karen Gottovi

_Division of Aging and Adult Services_

Dick Hatch

NC Coalition on Aging

Robin Huffman

NC Psychiatric Association

1 Ani Johnson

Governor's Advisory Council on Aging

Pam Kilpatrick

Dépt. of Health and Human Services

Kathryn Lanier

Division of Aging and Adult Services

Bonnie:Morell

Division of MH/DD/SAS

Jill Passmore

Friends of Residents in Long-Term Care

_Lynne Perrin

Division of Medical Assistance

Gwen Phillips Adult Foster Care Association
Barbara Ryan . Division of Facility Services .
Kim Schmidt NC Mental Health Consumers Organization

Jackie Sheppard

Dept. of Health and Human Services

Benjamin Staples

NAMI - NC

Sam Teruel-Velez

Division of Vocational Rehabilitation

Office of Policy and Planning

Sandra Trivett

Polly Welsh NC Health Care Facilities Association
Sharon Wilder Division of Aging — State LTC Ombudsman
Belinda Wilson NC Association of Long Term Care

Lou Wilson NC Association of Long Term Care

Facilitation provided by McGlynn Associates, Inc.

Maggie McGlynn
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The Study Group met on the following dates for 2-4 hours each:

., December 16, 2004 > June 27, 2005
- January 24, 2005 . » July 25, 2005
. February 28", 2005 ., August 22, 2005
., March 28,2005 » September 12, 2005
. May 25, 2005 -, September 26, 2005

The following Committees were formed or members joined in existing -

committees to review specific areas. Group members and meeting dates are o

also shown.

T ::M'e'eting,: Date(s) -

. Committee
Guiding Principles o S v
- Sally Cameron, Julia Bick, Jill Passmore, Polly Welsh; Belinda Wilson, Lou

_ Wilson, Bonnie Morrell, Barbara Ryan, Michielle Elliott, Ann-Louise Barrick, Robin

4/14 and 5/12
2005 as well as e-
‘mails

Huffman, Caro/yn Duncan Clayton, Laura Clark__ : .
Mixed Population : ‘
Jill Passmore, Gwen Phillips,

Clayton, Michiele Elliott, Robin Huffman.and Sam Teruel-Velez.

/ Sharon Wilder, Ka'renA,McLeod',' Belinda Wilson, Loi
. Wilson, Sally Cameron, Ann Louis Barrick, Laura Clark, Julia Bick, Carol Duncan

‘Work done via e-
~mail and phone
calls. .

Assessment Workgroup and Admissions/Prescreening o
Lynne Perrin, Lou Wilson, Jerry Cooper, Bonnie Morell, Julie Budzinski, Robin
Huffman, Ann Louise Barrick, Laura Clark, Belinda Wilson, Benjamin Staples,

Kathie Smith, ; Carol Duncan Clayton, Jean Reaves, Sandy Gegax, Leslie
Meilhon, Geoff Santoloquido, Nancy Warren, :
Suzanne Merrill, Ellen Walls, Libby Kin'sey, Bruce Habeck, Vicki Hewitt, Pat Jeter,

Kathryn Lanier, Charles Williams,

~[12/29 2004 and
1 1/6, 2124, 313, 4/5,

nda Wilsa " 415, 4/18, 5/5
Stacy Flannery, and Sandra Trivett. Others included: Kevin Gwynn, Scott Little, - - | a ' .

6/9, 8/15 and 8/16
2005 as wellas e

“mails N

Carolyn Wiser and Carol Robertson.

Rules and Statutes i - o 6/6 2005 as well
Barbara Ryan, Sally Cameron, Doug Barrick, Lou Wilson, Carol Duncan Clayton, | as e-mails
Julie Budzinski, Julia Bick, Sharon Wilder and existing members I

Nursing facilities ' I o -8/9 2005 as well
Bonnie Morell, Stacy Flannery, Polly Welsh, Lynne Perrin, Julie Budzinski, -as e-mails

Margaret Comin, Benjamin Staples and Carol Robertson.




Attachment B: CONSENSUS STATEMENTS

_Both long- and short-term strategies need to be detieloped to. address the range

of issues raised by the study bill.

This subject is not an either/or situation in terms of the residential settings — all
settings -are viable. o \.

There is a current situation that must be addressed with resources and attention
to improve quality of life for persons with mental illness in adult care homes.

Attention and direct resources must be devoted to creating a range of residential -
options for persons with mental 1llness in the communlty ‘

People who are mentally ill should be treated as they would if they I|ved in any

other setting. They should:
e make their own choices with regard to Ilvmg arra.ngements

e receive the services and supports they need to live successfully in- |
the setting of their choice '

Prior to placement in any community setting, an initial screening would be done
to promote health and safety. ' ' ‘

There would be an evaluation of those presently living in community residential
settings. T

There is a need to quantlfy the actual capacity and the desired capacity for the
continuum of care as a part of moving the system forward. _
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Attachment C

Regional Program Survey by the Long Term Care Ombudsman Program:

Data compilation for 2003 and 2004 investigated complaints related to residents

diagnosed with mental illness.

Adult Care Home Residents

" Total Clients under 60

Total Clients with hx MI, MR, SA
Total Clients with Criminal hx

No. Complaints from family, residents, legal rep.
Violent Behaviors /assaults in facility " '

Threatening(verbal or physical) behaviors toward staff/residents

Inappropriate Sexual Behaviors

Not receiving mental health services

Not receiving medi'éa'tio'n‘s as ordered/timely
Not taking medications ordered” S
Inappropriate transfers or discharges
Elopements/wandering ,
Inappropriate attempts to commit resident
Criminal activities within or without facility

Complaints from providers

Violent Behaviors /assaults in facility
Threatening(verbal or physical) behaviors toward staff/residents
Inappropriate Sexual Behaviors: o '
Not receiving mental health services

Not receiving medications as ordered/timely

Not taking medications ordered

Inappropriate transfers or discharges
Elopements/wandering

Inappropriate attempts to commit resident

Criminal activities within or without facility

Client/caller referrals

Local Mental Health Agency

Governors Advocacy Council for Persons w/Disabilities
ARC of N. C.

DFS/DSS

Mental Health Geriatric Teams

State Mental Health Consumer Advocate

Page 1 of 2

2003

186
165
14

31

14

53
24
54

28 .

34

25

110 -
13-

21

10

103
55

1831

27

\

Jan-05

2004
229 .
199

21

40
53
23
25

22
67

11

o

56
18
30
13
32
23

10

100
44

1231
23




@

Attachment C

Technical Assistance Provided

Technical Assistance provided: facility staff
Technical Assistance .provided; }esidéﬁts/families
Support Sessions for Residents' Councils re: MI,MR,SA
Specialized Training: Facility Staff

Specialized Training: Community G.rouups'

Systemic Advocacy Hours |

. Top Four Advocag Issues , -
Threatening(verbal or physucal) behaviors toward staff/resndents )

Transfers/Dlscharges
Staff Training and Education™
Appropnate Mental Health Serwces
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271

795

26,

55

22

997

251
777
29
62
20

1135



Attachment D

GENERAL ASSEMBLY OF NORTH CAROLINA
SESSION 2005 SESSIONLAW 2005-66 SENATEBILLST2

AN ACT to create a licensure category for assisted living communities that serve only elderly
adults. LT \ A

The General Assembly of North Carolina enacts:"
SECTION1. G.S. 131D-2(a)(1d) reads as rewritten:
m 131D-2. Licensing of adult care homes for the aged and disabled.

(a) The following definitions will apply in the interpretation of this section:

1d) "Assisted living residence” means any group housing and services progrém for two or miore

unrelated adults, by whatever name it is called, that makes available, at a minimum, one meal a

day and housekeeping services and provides personal care services directly or through a formal:: ™ -~

written agreement with one or more licensed home care or héspice agencies: The: Department” .
may allow nursing service exceptions on a case-by-case basis. Settings in which,services are.. .
delivered may include self-contained apartment units or single or shared room units with private
or area baths. Assisted living residences are to be distinguished from nursing hoimes suquc':t'to:‘ '
provisions of G.S. 131E-102. Effective Octobert—1995-October 1, 2005, thére are two types of -
assisted living residences: adult care homes and g i

adults—_adult care homes that serve only elderly persons. As used in this section, "elderly person”

means:

a. Any person who has attained the age of 55 vears or older and requires assistance with activities
of dailv living. housing. and services, or

b. Any adult who has a primary diacnosis of Alzheimer's disease or other form of dementia who
requires assistancé with activities of daily living, housing, and services provided by a licensed
Alzheimer's and dementia care unit.

Effective July 1, 1996, there is a third type, multiunit assisted housing with services."
SECTION 2. The Medical Care Commission shall adopt rules to implement this act.
SECTION 3. This act is effective when it becomes law.

In the General Assembly read three times and ratified this the 18" day of May, 2005.

Page 1 of 1
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Attachment E

Detail for Expanding Mental Health Specialty Teams in LTC settings

Background regarding Geriatric Mental Health Specialty Teams. = ,
As part of the overall effort to reduce the number of elderly individuals who are
inappropriately admitted to State psychiatric hospitals, the North Carolina
Division of Mental Health, Developmental Disabilities and Substance Abuse
Services has allocated State and Mental Health. Block Grant funding to support

21 community-based Geriatric Mental Health Specialty Teams. Nine of the teams .
serve multiple mh/dd/sa catchmerit areas: These teams are available to provide
support, training, and' consultation to long . term- care facilities and other
organizations throughout the State. ' . ‘

Geriatric Mental Health Specialty Team Purpose énd‘ Description
The purpose of the teams’is to increase the ability of older adults with mental
iliness to live successfully in their communities by: ' '

+ providing holistic support services and technical assistance to nursing
homes, adult care homes, caregivers and other agencies that serve older
adults who have mental health treatment needs and who may be at risk of
psychiatric hospitalization, and . . o o

‘e assisting with the successful reintegration. of older. adults into the

community when they are discharged from State psychiatric hospitals; and

This is to be accomplished by providing suppori, tréin'irig and consultation to the
staff serving the identified individuals and developing linkages with community
providers serving older individuals. o S

Each team consists of a registered nurse and a masters prepared therapist. The
teams .operate on an itinerant basis and thus provide the majority of services to
the staff where the individual lives rather than in an office/clinic setting. The
geriatric specialty teams are to supplement area aqthority/qcbunty program
capacity to serve adults, age 60 and over. Team member duties and activities
are assigned based on each team member’s professional training, scope of
practice, skills and abilities.. o

Geriatric Mental Health Specialty Team Focus on Older Adults. °

The Geriatric Specialty Teams provide services to or on behalf of individuals who

meet the following criteria: ‘

1. Individuals who are 60 years of age or older with mental iliness, who are in a
State psychiatric hospital and who are preparing to return to the community to
reside in a nursing home, adult care home or family residence;

! Individuals younger than 60 years of age may be served if their needs require the expertise of a geriatric
specialist.
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2 Individuals who are 60 years of age or older with mental iliness, currently
residing in_a nursing home or adult care home who have mental health
service/treatment needs and who may be - at risk for psychiatric
hospitalization; and

3. Individuals who are 60 years of age or older with mental illness who have
significant mental health service or treatment needs and who may be at risk

for psychiatric hospitalization and who are living within their own home or with

family members.

Gerigti‘ii;" Mental Health Specialty Te’avaéiivifies, o '
The Geriatric Specialty Teams have a dual focus: reintegration of older adults

into the community when they are discharged from-a State psychiatiic hospital;

and assisting lorig term care facilities and other agencies. in preventing/reducing
the number of psychiatric hospital admissions for older adults. To carry out this

two-fold mission, the teams engage in the following activities:

o train facility staff, caregivers and other- agencies on topics such as’

recognizing symptoms of mental illness,.. behavioral interventions,
. communication issues, and medication issues; ‘
o provide resource information and identify ongoing. training resources for
staff and caregivers; ' S - "
e provide individual case consultation to staff of long term care facilities or
.. caregiver regarding behaviors that may result in hospitalization or a need
~ for more intensive services; - : o

« provide consultative support to staff or caregiver in the transition of
individuals from a State hospital to a long term care facility or other
community setting; - - ' *

« provide consultation to staff or caregiver in idehtifying and ad'dressing?

issues that may threaten successful community placement; .
« provide training to staff or caregiver on the development and
: implementation of intervention plans as needed; " . ,
e establish linkages  with ‘community providers serving . the geriatric
population for the purpose of increasing ¢éommunity opportunities for the
~ gero-psychiatric population; B : , :
+ assist-in discharge. planning with hospital and area program staff or

contractors to include the provision of information regarding appropriate.

placement of an individual into a long term care facility; and - .
+ provide crisis-oriented support, either face-to-face or via telephone to th
agency staff or caregiver during normal business hours. .

Need for Increased Capacity.
The number of Geriatric Mental Health Specialty Teams needs to be increased.

Mental Health Specialty Teams are also needed to provide training and technical
assistance to Long Term Care facilities regarding younger residents.

Page 2 of 4
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There are a total of 87,147 licensed long term care beds in 1,672 facilities that

are licensed as either family care homes, adult care homes, or nursing facilities.?
Table | below shows the distribution by type of facility. ‘

Téble I. Number of L'ong Term Care Facilities and Number of Beds .

Type of Long Term Care Facilities # of Facilities | # of Beds | Location ,

Family Care Homes ' 644 3.633.| In 77 of 100 counties

Adult Care Homes 636 35,955 | In 91 of 100 counties -

‘ L . Co-located with some

Adult Care Home beds in Nursing Facilities . 5,248 | nursing facilities -

Nursing Facilities ' ' 392 42,311 |'In 98 of 100 counties
- 1,672 87,147 |

Currently 18,964 (76%) residents of Adult Care Homes ar
ounger based on the 2005 fac
ly Care is composed of 961 (3
) who are 64 or younger. Table
hese two types of facilities by age and disability

(24 %) residents are 64 ory
Fami

The age distribution in

65 or older and 1,617 (63%
show the age distribution in t

groups.

Residents in nursing facilities are predomin
problems and many of whom
some of the younger nursing

require mental health consultations.

have Alzheim

Table Il. Adult Care Home 2605 Licénse Renewal Data

e 65 or older and 5,867
ility population census.
7%) residents who are
s Il and 11l ® below

antly older adults who have medical
er's disease or dementia. However
facility residents may also exhibit behaviors that |

% of , % of
Co total in - | # with % of.. o % of : age

Total age | mental | age # with age # with group .
Age residents | group illness group MR/DD | group - | Alz/Dem | Alz/Dem
18-24 101 0% 59 58% 28 28% | 1 1%
25-34 392 2% 252 64% 75 19% 4 1%
3549 1,857 7% 1,168 63% 307 17% 55 3%
50-64 3,517 14% 1,638 A7% 567 16% 397 11%
65-74 -3,721 15% 950 26% 326 9% 1,048 28%
75-84 7,435 30% 652 9% 166 2% 3,200 43%
85+ 7,808 31% 287 4% 79 1% 3,381 43%
Total 24,831 5,006 1,548 8,086

2North Carolina Division of Facility Services:
3 North Carolina Division of Facility Services:

Licensed Facilities as of 10/3 1/0533
Data from 2005 License Renewals
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Table lil. Family Care Homes 2005 License Renewal Data .
: 1% of . , % of )
total #with | %of % of age : '

Total age mental | age # with age # with group

Age residents | group | illness . | group MR/DD | group Alz/Dem { Alz/Dem

18-24 58 2% | - - 36 62% 2| 38%|l .0 0%

25-34 172 7% 87 51% 53 31% 0 0%

35-49 659 26%| 434] - 66% 144 22% 6l . 1%]|

50-64 728 | - 28% 381 52% 166 23% 30 4%

65-74 392 15% 141 36% 66 17% 43 11%

75-84 333} 13% 52 16% 26 8% | 122 37% |

85+ 236 9% 14 6% 9 4% | - 104 a4%:| -

Total 2,578 1 1,145 486 ‘ 305 |- o

Given the large humber of long term care residents and facilities, 12 additional
geriatric mental health specialty staff and 25 qualified mental health specialty .
staff to provide training and consultation should be added to existing teams in-
order to have at least one team member per approximately 25 long term care

facilities.

Currently the cost of a two person Geriatric Mental Health Specialty Team is

$130,000 per year or $65,000 to cover the costs of each team member. This
ncludes staff salaries and benefits, transportation/travel costs -associated with

\I

travel to long term care facilities throughout the geographic area served, and a.
small amount of money for training materials and supplies used when providing
training to long term care facility staff.

The cost of implementi
team members would b

ng this recommendatién to fund a total of 37 additional
e approximately $2,405,000 peryear. '
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‘ SUB-COMMITTEE ON MENTALLY ILL RESIDENTS

IN ADULT CARE HOMES

AGENDA

November 14, 2006, 9:30 a.m. — Noon

Room 544, LOB

Rep. Beverly Earle, Co-Chair, Presiding

Greetings/Introductions
Representative Beverly Earle, Co-Chair
Representative Verla Insko, Co-Chair

Housing Options for the Mentally Ill

Debra King, Executive Director
CASA4

John Tote, Executive Director

Mental Health Association in North Carolina, Inc.

/
Tommy Gund, Executive Director
Adventure House

. Kenneth A. Burrow, Vice President

Therapeutic Alternatives/Brookstone
Jay Poole, Visiting Assistant Professor
University of North Carolina at Greensboro

New Residential Treatment Model
Dr. Michael Lancaster, Chief of Clinical Policy
Department of MH/DD/SAS, DHHS

Department Response to Housing Options
Julia Bick, Office of the Secretary, DHHS

Member Discussion

Adjourn

9:30 - 9:45
9:45 - 11:05
9:45 - 10:05
10:05-10:25
10:25 - 10:45
10:45-11:05
11:05-11:15
11:15-11:30
11:30 — Noon
Noon



ATTENDANCE

‘ Subcommittee on Mentally 11l Residents in Adult Care Homes

DATES

11/14/06

MEMBERSHIP

Representative Verla Insko, Co-Chair

Representative Beverly Earle, Co-Chair

Representative Alice Bordsen

Representative Debbie Clary

Representative Bob England

Representative Carolyn Justice

Senator Stan Bingham

Senator Charlie Dannelly

Senator Jeanne Lucas

T BRSNS S U W S B N Y

Senator Vemon Malone
STAFF

Ben Popkin

Shawn Parker

Andrea Russo

Rennie Hobby

R NN N

Ann Raeford
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Mental Health Association

in North Carolina, Inc.

3820 Bland Road * Raleigh, NC 27608 - (8189) 881-0740 * Fax: (S819) 854-7238
' TDD 800-735-23962

™ www.mha-nc.org

BASIC OVERVIEW OF MENTAL HEALTH ASSOCIATION IN N.C.
COMMUNITY-BASED RESIDENTIAL OPTIONS

I. HUD Section 202: The HUD Section 202 Program is one that had
previously served both elderly and disabled individuals by providing a
comprehensive mortgage for development and start-up along with
ongoing rental assistance.

IL HUD Section 811: The successor to HUD Section 202 for those with
disabilities. The HUD Section 811 Program provides a grant, as opposed
to a mortgage, and is comprehensive in providing development and start-
up funding along with a forty (40) year rental assistance program.

III.  HOMES Program: The Mental Health Association in N.C.’s HOMES
Program is a HUD financed initiative that provides funding to purchase
and renovate existing single family, duplex, triplex, etc. homes and make

. them available to mental health consumers and their families.

IV.  Shelter Plus Care Program: This community-based initiative for
individuals with mental illness is also designed for those that were
homeless or at significant risk of homelessness. Many of these individuals

. also experienced substance abuse issues. The Shelter Plus Care Program
is one that leases community apartments and then sublets them to mental
health consumers.

V. Support Housing Initiative: This HUD financed initiative is much like
the Shelter Plus Care Program. However, most of the individuals do not
bring the intensity of need that they do under the Shelter Plus Care
Program. This initiative leases apartments and then sublets them to
mental health consumers.

*Please note both the HUD 202 and 811 Programs provide for funding for
community-based group home, apartment complex, condo and scattered
site housing for persons with severe and persistent mental illness.

An Affiliate of
The National Mental Health Association



RESIDENTIAL SERVICES PROJECTS

Pre-1985 Fund Reservations 22 beds

Orange Group Home
Orange Group Home
*Johnston Apartments -

1986 Fund Reservations: 46 Beds

*Beaufort Group Home
Catawba Group Home
Cleveland Apartments
Craven Group Home
Gaston Group Home

*High Point Group Home #1
Metrolina Group Home #1

1987 Fund Reservations: 54 Beds

* Ashe Group Home
Durham Group Home #1
*Iredell Group Home
Triangle Group Home
*¥Pitt Group Home
Rutherford Group Home
*Richmond Group Home
*Stanly Group Home
Wilson Group Home

1988 Fund Reservations: 16 Beds

Columbus Group Home
*Halifax Apartments

1989 Fund Reservations: 32 Beds

*Cumberland Group Home
*Union Group Home
*Henderson Apartments
Durham Apartments

1990 Fund Reservations: 56 Beds

*Cabarrus Apartments
Rutherford Apartments
Durham Group Home #2
Metrolina Apartments

1

6 Beds-
6 Beds
10 Beds

6 Beds
6 Beds

‘10 Beds

6 Beds
6 Beds
6 Beds

. 6Beds

6 Beds
6 Beds
6 Beds
6 Beds
6 Beds
6 Beds
6 Beds
6 Beds
6 Beds

6 Beds
10 Beds

6 Beds
6 Beds
10 Beds

- 10 Beds

10 Beds
10 Beds
6 Beds

10 Beds

Operational
Operational
Operational

Operational
Operational
Operational
Operational
Operational
Operational
Operational

Operational
Operational
Operational
Operational
Operational
Operational
Operational
Operational
Operational

Operational
Operational

Operational
Operational
Operational
Operational

Operational
Operational
Operational
Operational



*Guilford Apartments
1991 Fund Reservations: 66 Beds

*Ashe Apartments (6 Units)
*Cumberland Apartments
*Moore Group Home

Pitt Apartments

*Rowan Apartments
*Watauga Apartments
*Wilkes Apartments

1992 Fund Reservations: 51 Beds

*Alleghany/Burke Group Home
*Buncombe Group Home
Carteret Apartments

Harnett Group Home

Metrolina Group Home #2
*Montgomery Group Home
*Orange Apartments

1993 Fund Reservations; 54 Beds

*Anson Group Home
*Cumberland Apartments
Gaston Apartments
Metrolina Group Home #3
*Randolph Group Home
*Stanly Apartments
*Wayne Group Home

1994 Fund Reservations: 49 Beds

*Alamance Apartments

*High Point Group Home #2
*Forsyth Condominiums (8 Units)
*Burke Apartments
*Nash-Edgecombe Apartments

1995 Fund Reservations: 56 Beds

*Richmond Apartments
Metrolina Apartments #2
Warren Group Home
*Surry Apartments
Catawba Apartments
Columbus Apartments

2

20 Beds

10 Beds
10 Beds
6 Beds

10 Beds
10 Beds
10 Beds
10 Beds

6 Beds
6 Beds
8 Beds
6 Beds
6 Beds
6 Beds
13 Beds

6 Beds
10 Beds
10 Beds
6 Beds
6 Beds
10 Beds

. 6 Beds

10 Beds
6 Beds

13 Beds
10 Beds
10 Beds

10 Beds
10 Beds
6 Beds

10 Beds
10 Beds
10 Beds

Operational

Operational
Operational
Operational
Operational
Operational
Operational
Operational

Operational
Operational
Operational
Operational
Operational
Operational
Operational

Operational
Operational
Operational
Operational
Operational
Operational
Operational

Operational

~ Operational

Operational
Operational
Operational

Operational
Operational
Operational
Operational
Operational
Operational



1996 Fund Reservations: 18 Beds

*Lee Group Home
*Burke Group Home #2
Metrolina Group Home #4

1997 Fund Reservations: 14 Beds

-*Wilson Apartments
- *Haywood Group Home

1998 Fund Reservations - 22 Beds

Metrolina Apartments #3
*Foothills Apartments
*OPC Group Home

1999 Fund Reservations - 27 beds

*Hoke Group Home

*Iredell Apartments

VWGF Apartments

*Wilson Apartments Phase II

2000 Fund Reservations

*Forsyth Condominiums
*Davidson Apts.
Metrolina Apts. #4
Cleveland Apts.

2001 Applications -

*Forsyth Condos
Metrolina Apts.#5
*Orange Group Home
Rutherford Apts.

2002 Applications

*Orange Apts.Club Nova)
*Rockingham Apts.
*Beaufort Apts.
Mecklenburg #6
Durham Apts. (Strobel)

6 Beds
6 Beds
6 Beds

8 Beds
6 Beds

8 Beds
8 Beds
6 Beds

6 Beds
8 Beds
8 Beds
5 Beds

5 Beds
10 Beds
9 Beds
10 Beds

34 Beds

8 Beds -
10 Beds
6 Beds

10 Beds

70 Beds

20 Beds
10 Beds
8 Beds

10 Beds
12 Beds

Operational
Operational
Operational

Operational
Operational

Operational
Operational
Operational

- Operational

Operational
Operational
Operational

Operational
Operational
Operational
Operational

Operational
Operational
Operational
Operational

Operational
Operational
Operational
Operational
Operational



2003 Applications 30 Beds

Cabarrus Group Home 6 Beds ‘Construction
Randolph Apartments 10 Beds Operational

Wilson Apartments 12 Beds Operational
Metrolina Condominiums #7 8 Beds Operational

2004 Applications 37 Units

Metrolina Apartments #8 8 Beds Construction
Cabarrus Group Home #2 6 Beds Construction
Richmond Apartments #2 9 Beds Construction
Alamance Apartments #2 14 Beds Construction

2005 Applications 20 Beds HUD

Haywood Apartments 14 Beds HUD

Cabarrus Group Home #2 - 6 Beds HUD

2006 Applicatidns 5 Beds Supportive Housing Program
New Hanover Aparlments 5 Beds Supportive Housing Program
Total: 866 Beds

*On-Site Services

' HOMES
SHELTER PLUS CARE PROGRAM

HOME PROGRAM

1993 Fund Reservations: 37 Beds

Cabarrus 4 Beds Operational
Caldwell 4 Beds Operational
Chatham 2 Beds Operational
Craven _ 2 Beds Operational
Durham 4 Beds Operational
Iredell 4 Beds Operational
Moore 2 Beds o Operational
Nash 4 Beds " Operational
Randolph 4 Beds Operational
Richmond 3 Beds Operational
Rockingham 2 Beds Operational

4



Wayne 2 Beds Operational

1998 Funds Reservation

Guilford 1 Bed ' Operational
Cumberland 1 Bed Operational
Wilkes 1 Bed Operational

TOTAL: 43 Beds

SHELTER PLUS CARE PROGRAM

1993 Fund Reservations: 95 Units

Mecklenburg 30 Units Operational
Winston-Salem 30 Units Operational
Asheville 35 Units Operational

1994 Fund Reservations: 80 Units
Mecklenburg 80 Units Operational
1995 Fund Reservations: 45 Units
Gaston-Lincoln ' 10 Units Operational

Mecklenburg ' 35 Units Operational

1996 Fund Reservations: 45 Units

Neuse 4 20 Units Operational
OopPC 10 Units Operational
Southeastern (Wilmington) 15 Units Operational

‘ 1997 Fund Reservations: 26 Units

Durham ‘ 26 Units Operational

1999 Fund Reservations — 7 Units

Surry County " 1 unit Operational
Yadkin County 3 units Operational
Iredell County .3 units Operational

Total: 298 Units
5



Mental Health Association

in North Carolina, Inc.
3820 Bland Road - Raleigh, NC 27603 * (919) 881-0740 » Fax: (919) 954- 7238

_- www.mha-nc.org TOD 80O0-735-2862

MENTAL HEALTH ASSOCIATION IN NORTH CAROLINA
RESIDENTIAL SERVICES INITIATIVE

811 PROGRAM COST COMPARISON*
FOR THE PERIOD OF JULY 1, 1987 - JUNE 30, 2006

800,000,000¢" |
700000000 | oo o]
600,000,000 |-~ SR e
500,000,000..15‘:'. TR PR P A

400,000,000 .’
300,000,000

‘ 200,000,000

100,000,000 :

ol

1,053,588 in Kate B. 107,912,060 in 286,301,670 Federal 726,985,550 is the amount

, Reynolds Health State funding used income derived from NC would have spent w/o
Care Trust Fund for 811 811 MHA/NC Residential
Services

*Based on 918 beds throughout North Carolina, currently state funding at $42 per day, per person in an 811 program (includes
start-up, operation, Medicaid, and special assistance funds) compared to $650 per day, per person in a state hospital. Federal
income includes development, rental assistance, and Medicaid funds, which averages $139 per day. Also, this community-
based mental health program has created 718 jobs in North Carolina.

An Affiliate of
The National Mental Health Assocnatlon




Mental Health Association

in North Gar‘ollna INnc.
3820 Bland Road * Raleigh, NC 2768083 - (S19) 981-0740 » Fax: (919) S54- 7238

_-TM www.mha-nc.org A TOD 800-735-2862

MENTAL HEALTH ASSOCIATION IN NORTH CAROLINA
RESIDENTIAL SERVICES INITIATIVE

CHILD & YOUTH GROUP HOME COST COMPARISON*
FOR THE PERIOD OF JULY 1, 1996 ~ JUNE 30, 2006

160,000,000 ¢~ {~
140,000,000{ «f
120,000,000{
100,000,000] -
80,000,000

40,000,000 -
20,000,000
ol

$300,000 in Kate B.  $20,336,240 in State  $43,967,957 Federal $146,817,600 is the amount
Reynolds Health funding utilized for  income derived from NC would have spent w/o
Care Trust Fund “kids” project kids the MHA/NC “kids” project

*Based on 114 beds throughout North Carolina, currently state funding is at an average of $61 per day, per person in a “kids”
program (includes start-up, operation, Medicaid, and special assistance funds) compared to $725 per day, per person in a state
hospital. Federal income includes development, rental assistance, and Medicaid funds which average $211 per day. Also,
this community based mental health program has created 188 jobs in North Carolina.

ar

An Affiiate of
The National Mental Health Association
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House Bill 1414 Section 10.2 (a) and (b) directed the
Department of Health and Human services to answer a
series of questions and make recommendations about the
presence of persons with mental illness in NC LTC
facilities.

DHHS convened a study group made up of long-term care
provider associations, advocacy organizations and state
government staff.

Issues addressed by the Study Group:
*Health and safety

«Screening and disclosure

«Training of staff

«Services to residents with mental illness

Long Term Care Facilities

« Nursing Facilities provide care for persons
who have health conditions for which
medical and nursing care is indicated.

Adult Care Homes provide residential care
for older adults or aduits with disabilities
whose primary need is a home with the
shelter and personal care their age and
disability requires. .

Over 40% of the adult care home population
carries an active diagnosis of mental illness

(Adult Care Home Mantal Health Needs Assessment Repori of Findings, Fiest Health, July 15,
2004)

Over 40% of the nursing facility population has a
psychiatric or mood disorder diagnosis.

(Based on a limiled sample study of nursing fecliity residents done as part of the Adull Cars Home
Cost Modeling Report, Myors and Stauffer 2003)




Mental lliness ~ an illness which lessens the
capacity of the individual to use self-control,
judgment and discretion in the conduct of his
affairs and social relations so as it make it
necessary or advisable to be under treatment,
care, supervision, guidance or control.

NC General Statutes 122C-3(21)

#1. Expansion of mental health speciaity teams
to provide training, technical assistance and
linkage to local mental health services for long
term care facilities.

FY 05-06 funding increased by 20% to expand
capacity for training and consultation to long term
care facilities.

January 2007, funding for teams to add an
additional position to focus on needs related to
younger adults in long term care.

#2 Design and Implementation of an automated
screening, assessment and care planning
system to be used prior to admission to long
term care services

DMA is currently working on an integrated, web-
based system with the capacity to identify
individualized needs for all residents including
persons with mental iliness prior to admission,
Operational in 2007.

-



#3 Conduct a study to inform the development
of a continuum of residential services to meet
the varied needs of persons with mental
ilinesses.

«Study would quantify the need, in terms of |
projected numbers to be served and the types and
designs of alternative residential and treatment -
settings.

*The scope of this studef would include a review of
models used in other sfates, applicable Federal and
State policies and regulations, potential funding
sources, and development of cost estimates.

DHHS is currently drafting an RFP to conduct the
study.

AND

Proceeding with development of new service:

“Transitional Residential Treatment Program” a 24-
hour residential treatment and rehabilitation
program for adults who have a pattern of difficult
behaviors, related to mental iliness, which are not
easily re-directed and exceed the capability of a
traditional community residential setting.
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Subcommittee on Mentally
Ill Residents of Adult Care

[ .2 KJ [ J
Facilities
Tuesday, December 12, 2006
1:00 p.m.
Legislative Office Building
Room 643
R EEEIEE e e e el e e een e e e e e G e e e Ik e e ke e e e e 1) e e i )
L Welcome and Introductions
Representative Verla Insko, Co-Chair
Representative Beverly Earle, Co-Chair
II. Proposed Subcommittee Recommendations
Staff, Research Division, NCGA
III. Discussion
IV. Adjourn
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| 'SUBCOMMITTEE ON
MENTALLY ILL RESIDENTS IN ADULT CARE HOMES

Tuesday, December 12, 2006
1:00 PM
Room 643, LOB

The Subcommittee on Mentally Il Residents in Adult Care Homes met on Tuesday,
December 12, 2006, at 1:00 PM in Room 643 of the Legislative Office Building.
Members present were: Representative Verla Insko, Co-Chair; Senators Stan Bingham,
Charlie Dannelly, and Jeanne Lucas, and Representatives Alice B ordsen, Bob England,
and Carolyn Justice. ' A

Shawn Parker, Ben Popkin, Andrea Russo, and Rennie Hobby provided staff support to
the meeting. Attached is the Visitor Registration Sheet that is made a part of the minutes.
(See Attachment No. 1)

Representative Verla Insko, Co-Chair, called the meeting to order, welcoming members
and guests. She asked for a motion to approve the minutes from the November ]4t
meeting. Representative Justice made the motion and the minutes were approved.
Representative Insko said that the purpose of the meeting was to review and approve

~ proposals to be recommended in January to the Commission on Aging and to the

Oversight Committee on Mental Health, Developmental Disabilities, and Substance
Abuse Services. : -

Ben Popkin from the Research Division reviewed each of the five recommendations. The
recommendations are listed below with changes recommended by subcommittee
members listed beneath each proposal.

1. Enact legislation to increase the stock of current housing options available to
North Carolinians with mental illness (including independent living units,
supported housing units and group homes) and support the development of new
options for housing for North Carolinians with mental illness that are appropriate
for and meet their needs.

1. (Revised) Appropriate funds to the Department of Health and Human Services and
the Housing Finance Agency to increase the stock of current housing options
available to North Carolinians with mental illness (including independent living
units, supported housing units and group homes). ‘

2. (New) Support Department of Health and Human Services and Housing Finance
Agency efforts to develop new options for housing for North Carolinians with
mental illness that are appropriate for and meet their needs.

3. Support the development of a "Transitional Residential Treatment Program" to
provide 24-hour residential treatment and rehabilitation for adults who have a
pattern of difficult behaviors, related to mental illness, which exceed the
capabilities of traditional community residential settings.

3. (No Revisions) '



4. Authorize the Commission on Aging and the Legislative Oversight Committee on
MH/DD/SAS to explore whether there is a need for the General Assembly to
enact statutes to govern facilities providing housing in one location to both adults
with mental illness and adults without mental illness.

4. (Revised) Authorize the Commission on Aging and the Legislative Oversight
Committee on MH/DD/SAS to explore the need for the General Assembly to
enact statutes authorizing rules to regulate facilities that provide housing for
adults with mental illness in the same location with adults without mental illness.
Rules authorized shall address at least the following issues: housing of individuals
with mental illness in the same bedroom or area of a facility with individuals
without mental illness; and training of staff to provide care appropriate to each
individual resident's needs with specific training addressing the needs of persons
with mental illness.

5. Support ongoing efforts to develop of a Uniform Screening Tool which would
include the requirement to notify Local Management Entities (LMES) of the
mental illness status of any individual admitted to any facility within the LME's
catchment area. A

5. (Revised) Support ongoing efforts to develop a Uniform Screening Tool that
would include the requirement that the Department of Health and Human Services
notify Local Management Entities (LMES) of the mental illness status of any
individual admitted to an adult care home facility within the LME's catchment
area. The Department of Health and Human Services shall specify which Division
will be responsible for providing the notification and what resources will be
required to accomplish the notification.

6. Authorize funds to provide a total of 2,000 slots for use by adults through the
State/County Special Assistance In-Home Program for Aduilts.
6. (No Revisions)

Representative Insko asked for a motion to approve the recommendations to the
Commission on Aging and the Oversight Committee on Mental Health, Developmental
Disabilities, and Substance Abuse Services, pending final review and approval of the
revised recommendations by the Subcommittee Co-Chairs. Senator Dannelly made the
motion and the committee approved the recommendations.

There being no further business, the meeting adjourned at 1:35 P.M. .
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Representative Verla Insko, Co-Chair Re’presentativeﬂe:vérly Earle, Co-Chair

RennY\N{obby, Coh@@istant
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DRAFT DRAFT

Proposed Recommendations —
Subcommittee on Mentally Ill Residents of Adult Care Facilities

The Subcommittee on Mentally 11l Residents in Adult Care Facilities recommends that the
Commission on Aging and the Legislative Oversight Committee on Mental Health,
Developmental Disabilities, and Substance Abuse Services recommend that the General
Assembly:

1.

Enact legislation to increase the stock of current housing options available to North
Carolinians with mental illness (including independent living units, supported
housing units and group homes) and support the development of new options for
housing for North Carolinians with mental 1llness that are appropriate for and meet
their needs.

Support the development of a "Transitional Residential Treatment Program" to
provide 24-hour residential treatment and rehabilitation for adults who have a pattern
of difficult behaviors, related to mental illness, which exceed the capabilities of
traditional community residential settings. .
Authorize the Commission on Aging and the Legislative Oversight Committee on
MH/DD/SAS to explore whether there is a need for the General Assembly to enact
statutes to govern facilities providing housing in one location to both adults with
mental illness and adults without mental illness.

Support ongoing efforts to develop of a Uniform Screening Tool which would include
the requirement to notify Local Management Entities (LMEs) of the mental illness
status of any individual admitted to any facility within the LME's catchment area.
Authorize funds to provide a total of 2,000 slots for use by adults through the
State/County Special Assistance In-Home Program for Adults.

- DRAFT ' DRAFT
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