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Total Number of Referrals Assigned to the Field by Year
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Target Population for Transitions by Year of Transition (Demonstration Only)
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Participants Who Were in an Institution 12 Months after
Transition Regardless of Length of Stay
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[ Participants who are Working and/or Volunteering (data 10/1/21-12/31/21) ]
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Qualified Residence Type for Transitioned Referrals: 12/4/2008 to 12/31/2021

i Apartment Leased By Participant, Not Assisted Living
4 Home Owned By Family Member

i Home Owned By Participant

H Group Home No More Than 4 People

L4 Apartment Leased By Participant, Assisted Living
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MFP Quality of Life Dashboard

Number of Quality of Life Interviews Completed from 10/1/21-12/31/21

1 month interviews done 1 month after transition, n=81

12 month interviews done 12 months after transition, n=86
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Challenges to Transition as Recorded by TCs and SCMs

Transition Challenges for Participants Referred Jan-Dec 2021
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Participants with Each Challenge who Transitioned by Referral Year
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Types of Challenges for Referrals: 1/1/21 - 12/31/21
Below are the four most common challenge types for the current year
o J
Services and m Lack of alcohol, substance abuse,
Physical health # Current, new or undisclosed or addiction services
physical health problem supports m Lack of AT or DME
0,
4% 3% % . ) 0.2% )
® Inability to manage physical m Lack of mental health services or

disability or physical illness in supports

community 30 1% m Lack of PCA, home health, or
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m Lack of transportation

B Lack of any other services or
supports
Lack of unpaid caregiver to
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health documents

)

m Other physical health issues

m Other issues related to services
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Housin 1 Delays related to housing authority,
g 0 agency or housing coordinator Mental health
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6% 1 % ® Delays related to lease, landlord, 1% substance/alcohol abuse w/ risk of
> 1% apartment manager, etc. relapse
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H Inability to manage mental health
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Frequency of Closure Reason by Year of Closure

0% 5% 10% 15% 20% 25% 30%

Participant changed mind

Wouldn't cooperate w/ care planning

Transitioned before informed consent signed

COP/Guardian refused participation
Exceeds physical health needs
Reinstitionalized for 90+ days

Exceeds mental health needs
Not aware of referral
Moved out of state

Other
M 2016 (n=902) 2017 (n=992) 2018 (n=990) 2019 (n=1440) 2020 (n=1087) 2021 (n=914)

Note: Excludes: died, nursing home closure, completed participation, non-demo transition services completed

Comparison of Closures, Referrals and Transitions per Quarter
451 450

500

426

450
399

396

400
354 357
350
300
250

200 159

Number

156

150 124

100

50

+438 e 37 g
Oct-Dec 19 Jan-Mar 20 Apr-Jun 20 Jul-Sep 20 Oct-Dec 20 Jan-Mar 21 Apr-Jun 21 Jul-Sep 21 Oct-Dec 21
Quarter
¥ %% Total closures excluding: died, nursing home closure, completed participation, non-demo transition services completed

New referrals excluding nursing home closures
Total cases transitioned
=== Closures per 100 new referrals

=== Transitions per 100 new referrals




Joann’s Story

In February of 2020, Joann was doing some routine grocery
shopping when she collapsed. The fall resulted in a broken back,
and required her to enter a rehabilitation facility before she could
return to the home she shared with her daughter. Joann,
unfortunately, was no stranger to the facility. She had been there
many times before as a result of a wide array of health issues.
Although she was used to the staff and enjoyed their support,
the facility was not a place she wanted to stay long.

The following month, COVID began running rampant and
lockdowns were put in place. Those living in skilled nursing
facilities were greatly affected and required to use extreme
caution. Most people, including Joann, were not allowed to leave
their rooms. She was already experiencing loneliness due to not
having anyone at the rehab facility that she could connect with.
Being of a very sound mind, Joann felt the only people she
could have a real conversation with were staff. Over the next
few months, her condition improved but COVID made it hard to
leave.
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Thankfully, during this time, a social worker from the rehab facility introduced Joann and her family
to the Money Follows the Person program. Because Joann was still very independent, she was a
great candidate for the program. She was very excited at the idea of having her own apartment
rather than living with her daughter. It was a piece of independence that she could not wait to
have back. Even with many complications due to COVID, over the next year, Joann, her family,
and the MFP team were able to find her a beautiful apartment.

Finally, on Oct. 4™, 2021, Joann was discharged from the rehab facility and began the next
chapter of her life. She immediately fell in love with her apartment. She met her PCA, Georgina,
who would spend a few hours with her Monday through Friday to make sure all her needs were
met. Her family and MFP team made sure she had everything she needed, including medical

equipment like a shower chair. MFP Demonstration Background

The Money Follows the Person Rebalancing
Joann loves her new sense of independence. Although Demonstration, created by Section 6071 of the
she sometimes gets down about the things she can no Deficit Reduction Act of 2005, supports States
efforts to “rebalance” their long-term support
longer do, she feels so grateful that the Money Follows systems, so that individuals can choose where to
the Person program was able to provide her with the live and receive services. One of the major
most independence possible. She thinks back to her gjectives of foney Follos the Person (MFP) 's
. . - . . L. o increase the use of home and community
time in the facility, and explained what a joy it is to be based, rather than institutional, long-term care
able to decide when you want to get up, and when you services.” MFP supports this by offering grantee
want to go to bed. She can decorate her place how she | 32t a0 enhanced Federal Medical Assistance
. ) . .. ercentage on qualified services. MFP also offers
pleases, and light a candle without needing permission. states the flexibility to provide supplemental
Joann can now enjoy the peace and quiet of her services, such as assistive technology and
apartment with a good book, with no need to worry about | énhanced  transiion services, (o assist in
s s ) . successful transitions. States are then expected to
the facility’s rules or time constraints. reinvest the savings over the cost of institutional
services to rebalance their long-term services and
supports for older adults and people with

disabilities to a community-based orientation.




