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June 1, 2017

Patrick O’Donnell, Clerk of the Legislature
State Capitol, Room 2018

P.O. Box 94604

Lincoln, NE 68509

Dear Mr. O’'Donnell,

Guided by the Director of the Division of Developmental Disabilities, staff have performed an in-depth analysis of
the Beatrice State Developmental Center (BSDC) and Bridges in response to LB 895. Please note, Bridges
individuals will have been transitioned from Bridges by June of 2017 due to the program’s closure.

This report, Long-Term Viability of State-Operated Facilities for Persons with Intellectual and Developmental
Disabilities, provides information on nationwide trends, facility census trends, long-term structural needs, cost
efficiency of services provided, role of state-operated services in the continuum of care, preferences of individuals,
their families, and community capacity to serve individuals that currently reside at the Beatrice State Developmental
Center.

Persons with developmental disabilities thrive in community-integrated, person-centered living environments. LB
895 has given the DHHS Division of Developmental Disabilities the opportunity to provide recommendations
regarding the future of the Beatrice State Developmental Center. Report recommendations are focused on a
graduated rebalancing of state resources by building community capacity while continuing to improve the quality of
care for those individuals who continue to reside at the Beatrice State Developmental Center.

The recommendations of the report take into account a graduated transition that provides positive health, safety,
and personal outcomes for each individual served at the Beatrice State Developmental Center.

Respectfully,

WW

Courtney Miller
Director of the Division of Developmental Disabilities
Department of Health and Human Services
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Executive Summary

This report provides information on the future viability of the Beatrice State Developmental Center
(BSDC). As required by LB895 (2016) § 83-1227, the report will address: National trends for individuals
with intellectual and developmental disabilities (I/DD), an analysis of individuals residing at BSDC, long-
term structural needs of BSDC, the ability of the development disabilities provider community to serve
BSDC individuals, preferences of individuals and their families, as well as the role of BSDC in the continuum
of services offered to individuals with intellectual and developmental disabilities (I/DD) in Nebraska.

BSDC is a state facility, operating four licensed intermediate care facilities for individuals with I/DD. The
census is currently 109 individuals. Like many states, Nebraska is assessing the future need for and the
array of services offered to individuals with intellectual and developmental disabilities (I/DD). And like
many states, Nebraska is moving away from dependence on large state-run institutions to smaller
community-based settings. The Beatrice State Developmental Center still plays an important role in
Nebraska’s developmental disabilities system.

Multiple options regarding BSDC were identified for consideration and are discussed in detail in the
following report. The preliminary recommendation is a combined service array that includes respite and
crisis stabilization services. The Beatrice State Developmental Center (BSDC) will continue to operate as
it is supporting the 109 individuals that currently live at BSDC while providing; respite services, crisis
intervention support, crisis consultative assessment services, and acute crisis stabilization intermediate
care facility admission as a time limited service. The goal for this integrated combined service array is to
address service needs within the Developmental Disabilities system while the system builds community
capacity. This is a 36 month ongoing evaluation of services and a commitment to stabilization of the
Developmental Disability system in Nebraska.

Provided in this report is an analysis of the cost of services delivered at BSDC. The Division of
Developmental Disabilities is committed to efficient and effective use of resources across the division and
have already taken steps towards greater fiscal responsibility, for example the rightsizing that took place
at BSDC in April of 2017. Efficient and effective management of state resources is the cornerstone for
developing sustainable programs.

Sustainable programs are not limited to individuals supported at BSDC, but also includes the provider
community that is in partnership with the Division of Developmental Disabilities. Within the framework
of best interests of individuals with /DD this report puts forth considerations of how BSDC may best serve
this population of Nebraska citizens as well as the provider community that supports them.



Introduction

On April 7, 2016 the Governor of Nebraska approved Legislative Bill (LB) 895. LB 895 requires the Beatrice
State Developmental Center (BSDC) to develop a plan that includes the following considerations:

An analysis of residents of BSDC, and the Bridges program in Hastings, Nebraska, their needs and
the ability to serve them in the community,

The role of BSDC and the Bridges program in the continuum of services offered to individuals with
I/DD in Nebraska,

The preferences of residents of BSDC and the Bridges program and their families,

Nationwide trends in facilities like BSDC and the Bridges program,

The cost efficiency of services provided at BSDC and the Bridges program,

An analysis of the facilities at BSDC and the Bridges program; long-term structural needs of the
facilities,

Census trends and future needs for services at BSDC and the Bridges program,

And the level of community integration for residents of BSDC and the Bridges program.

The information in this report was driven by the considerations required in LB895. In addition to those
considerations, ancillary next steps are included in this report. The ancillary next steps have been
developed within the framework of the subject areas identified by the Nebraska Legislative
Developmental Disabilities Special Investigative Committee:

Quality of care and related staffing issues at BSDC

Placement and quality of care statewide for the developmentally disabled in Nebraska, including
the determination of whether adequate funding and capacity exists for persons to be served in
the community, options for service provisions for current residents of BSDC at other 24-hour care
facilities in the state,

And the staffing practices at 24-hour care facilities and the relationship of those practices to the
quality of care provided to the developmentally disabled.



Background

The Beatrice State Developmental Center (BSDC) was established in 1885 as a state institution for Feeble-
Minded Youth. In 1885, the entire institution was completely self-sustaining. In the mid-1960s, BSDC had
a census of over 2,200 individuals. Quickly, it was realized, that the care for over 2,000 individuals was
inadequate and quality care was not sustainable. More than 90 individuals were transferred to the
Norfolk Regional Center. In 1969, Legislative Bill (LB) 855 created a regional system of community based
services, in the State of Nebraska, that included both mental health and developmental disability services.
BSDC’s census in 1969 was 2,117 individuals.

The Horacek class action lawsuit in 1972 alleged that the State of Nebraska was in violation of individuals’
rights. And that those individuals must be allowed to live in the least restricted environment suitable to
their needs. In 1981, the lawsuit was settled with implementation of a plan of correction that would span
from 1981-1985. In 1985, the BSDC'’s census was 456 individuals.

In 1999, the United States Supreme Court held in the case of Olmstead v. L.C., 527 U.S. 581, that
unjustified segregations of persons with disabilities constitutes a violation of Title Il of the federal
Americans with Disabilities Act (ADA) of 1990. The court held that public entities must provide
community-based services to persons with disabilities when:

e Such services are appropriate,

e The affected persons do not oppose community-based services,

e And community-based services can be reasonably accommodated, taking into account the
resources available to the public entity and the needs of others who are receiving disability
services from the entity.

Currently, Legislative Bill (LB) 895 requires the Department of Health and Human Services to analyze the
U.S. Supreme Court’s decision in Olmstead v. L.C. and provide an analysis of Nebraska’s compliance with
the decision. It should be noted that the duty found in the Code of Federal Regulations 28 C.F.R
35.130(9)(e)(1), 1998 gives an individual the right to decline being transferred to a community setting.

During the 1990s BSDC had emerging issues with meeting the Centers for Medicare and Medicaid Services
(CMS) Conditions of Participation. CMS surveys from 2001 through 2007 continued to show BSDC out of
compliance with regulations. By December 2007, CMS took steps to decertify BSDC.

The Department of Justice (DOJ) had begun their own surveys during October of 2007 and by July of 2008
a summary agreement was signed and entered as an Order and Judgment of the U.S. District Court for
the District of Nebraska. BSDC was found in violation of individuals’ civil rights due to incidents of abuse
and neglect. At that time, the current census was 246 individuals.



BSDC worked diligently to implement change and quality improvement programs. It should also be noted
that with the increase of provider community programs individuals were allowed the opportunity to
transition to more inclusive, least restrictive community settings. In 2009, BSDC regained CMS
certification and was divided into five separate Intermediate Care Facilities serving 185 individuals. In July
of 2011, BSDC census was down to 153 individuals. The DOJ case was dismissed without prejudice in
2015.

BSDC’s current census is 109 individuals with the licensed capacity to serve 165 individuals. In April of
2017, due to a declining census, BSDC conducted a necessary workforce reduction. This workforce
reduction allowed for a rightsizing of individual-to-staff ratios. In addition, it was determined that due to
new CMS regulations the Bridges program would no longer be in compliance with home and community-
based waiver standards effective March 17, 2022. A transition plan was developed and implemented for
the Bridges program closure in June 2017. The transition from the Bridges program allows individuals to
be integrated into the least-restrictive environment that best suits their needs successfully integrating
them into their communities of choice.

Please refer to the attached one-page description of the BSDC rightsizing and Bridges transition.



Options, Facts, and Findings

As of March 30, 2017

Demographics

Percent
Gender Number of individuals | %
Male 62 57
Female 47 43
Total 109 100
Percent
IDD Level Number of individuals | %
Mild 17 16
Moderate 16 15
Severe 19 17
Profound 56 51
Total 109 100
Percent
Chronological Age Number of individuals | %
0-14 0 0
15-18 0 0
19-21 0 0
22-39 13 12
40-54 21 19
55-62 41 38
63+ 34 31
Total 109 100
Percent
Medically Complex Number of individuals | %
Chronic care multiple visits 18 16
Chronic care occasional visits 35 32
Routine care minimal visits 56 51
Total 109 100




Percent

Intellectual Number of individuals | %
Developmental Disability
with Mental
lliness
Medication only 1 0.9
Medication & Behavior Support
Plan 61 56
Total 62
Average age of BSDC individuals 67
Average length of stay at BSDC 47 years
Blind(little or no useful vision) 10
Deaf(little or no useful hearing) 5
Epilepsy 35
Cerebral Palsy 4
Alzheimer's or other dementia 10
Wheelchair use and/or dependent 53
Enterally fed 17




Individuals and their families’ preferences

Beatrice State Developmental Center (BSDC) presently supports 109 individuals with intellectual and
developmental disabilities (I/DD) in four separate intermediate care facilities. Annually BSDC is required
to ask the individuals and their guardians about placement preferences and satisfaction with BSDC
supports and services. Individuals and their families have declined community placement. BSDC does
have record of this decision on file.

BSDC individuals level of community integration

Individuals with intellectual and developmental disabilities (I/DD) are living longer than ever before. This
is true in the numbers depicted in the current BSDC census. Our aging population requires more
medical intervention. These medical interventions must involve specialists who know how to work with
individuals with I/DD. In addition to the medical complexities, there are increased physical requirements
for home modifications. BSDC has both occupational and physical therapists on staff. BSDC also has an
in-house wheelchair, brace and shoe clinic to address the changing needs of aging individuals.

Many of the individuals BSDC supports also require mental health and behavioral intervention. 62
individuals living at BSDC have been prescribed psychotropic medication for their mental health
needs. Properly prescribed medications combined with Behavior Support Plans to guide and direct
behavioral interventions, ensures that these 62 individuals live fulfilled lives.

BSDC has a psychiatrist, psychiatric nurse practitioner, board Certified Behavior Analysts, psychologists,

and other well-trained staff with a specialty in mental health and behavioral support. This team has also
assisted with court-ordered custody acts (DDCA) cases and community-based supports. BSDC currently

offers resources to the community and can assist with community capacity.

BSDC’s highly trained team-based approach to care ensures that physical and mental health needs are
met, ensuring that an individualized quality of life is present. This includes work opportunities,
volunteer opportunities and the opportunity to pursue leisure interests. The following pages will depict
the work and volunteer opportunities BSDC offers to the individuals we support.

Families and friends are highly satisfied with the services their loved ones receive from BSDC. As you
will see in the attachments, the overwhelming majority of the guardians and families of the people living
at BSDC do not wish to pursue community placement. It is their choice to maintain placement at BSDC.



2016-2017 Vocational Information BSDC Community Jobs/Employment

2016-2017 BSDC Volunteer Information

NUMBER
EMPLOYMENT FREQUENCY | CONTRACT INDIVIDUALS
Q WORKING
Asera Care Hospice 1 x week Yes 2
Beatrice Chamber of Commerce 5 x week No 1
Each
Beatrice Daily Sun, Penny Press 1 x week individual 24
paid directly
Beatrice Public Properties — Hannibal Park 5 x week No 2
Beatrice Public Schools, Paddock Lane
5 x week Yes 3
Elementary School
Bigg’'s Bar & Grill 2 x week No 1
No — only a
Exmark Manufacturing. 5 x week ;w'tten 21
greement for
wages
NE Dept. of Roads, Beatrice office 1 x week Yes 2
NE Dept. of Roads, Fairbury office 1x week Yes 2
Recycling Pick-up, Beatrice Public Properties 1 x week No 2
Recycling Pick-up, Beatrice Public Schools 4 x week Yes 2
Recycling Pick-up, Colleen’s Catering 1 x week No 1
Recycling Pick-up, Econo Lodge Motel 1 x week No 1
R li Pick- h i
ecycling Pick-up, Southeast Community 1 x week Ves 1
College
2 hours per
Wymore Public Library week $11 per | No 1

hour




BSDC staff are committed to finding volunteer opportunities through solicitation, community connections,
and internet requests. There are numerous volunteer activities that are seasonal and on occasion (once
or twice a year). Some examples:

e Ringing bells for Salvation Army at Christmas

e Refurbishing Memorial Day crosses for the cemetery (for individuals who had resided at

BSDC)

e Making decorations for BSDC Fun Day

e Making decorations Homestead Days Parade

e Cleaning toys after the fair for the Gage County Fair Board

NUMBER
VOLUNTEER ACTIVITY FREQUENCY | CONTRACT INDIVIDUALS
WORKING
Beatrice Public Library 1 x week No 3
Cutting coupons, donated to military troops 5 x week No 10
Deliver coupons to police department 1 x month No 2
Holy Cross Church 1 x week No 4
Humane Society Lincoln Lancaster County 1 x month No 2
Keep Beatrice Beautiful — adopt a road 2 xyear No 8
Meals-on-Wheels 1 x month No 12
Nature Abounds 1 x month No 5
People’s City Mission, Lincoln 1 x month No 7
Riverside and Chautauqua parks 1 x month No 7
Senior Center meal deliveries 5 x week No 5
St. Paul’s Church 1 x month No 5
Wymore Head-Start program 1 x month No 8




Employment/Volunteer Summaries

Bear Creek Community Events

Bear Creek Gifts may also do additional events as they arise; however, these are the typical functions we
attend in a year. The number of individuals working at any given time varies from event to event,
depending on the number of days, location, weather, etc. Many supplies are donated to Bear Creek.
These supplies are refurbished or used in different ways and for many different projects.

NUMBER
EMPLOYMENT FREQUENCY CONTRACT INDIVIDUALS
WORKING
Mall — month of December | 5 x week No 1 per day, rotating
Frost Frolic Craft Show 1x year No Approx. 6
Homestead Days craft show | 1 x year No 4 on average
Mall - Winter craft show 1 x year No 4 on average
Mall — Spring craft show 1 x year No 4 on average




2016 Recreational and Leisure Activities

BSDC supports individuals in the pursuit of recreational and leisure activities. In calendar year 2016

BSDC individuals participated in more than 4,200 trips, including volunteer activities.

Museums
Archway

Air & Space
Beatrice Baseball
Great Plains
Morrill Hall

Sporting Events

Beatrice HS

Husker Football

Husker Volleyball

Southeast Community College
Special Olympics

WWE Wrestling

Beatrice Car Races

Concerts and Plays

Live Music 3™ Thursday in Beatrice
Gage County Concerts
Mannheim Steamroller
Holland Center Performing Arts
Beatrice Orchestra

Orpheum Theater

Lied Center

Beatrice Community Playhouse
Lincoln Community Playhouse
Beatrice HS plays

Pinnacle Bank Arena events

Shopping
Malls in Lincoln

Beatrice Shops

Activities
Bowling
Camp Joy Holling
Nature Walks
Wilderness Safari Park
Restaurants
Salons
Touring Governor’s Mansion
Camping/campfires
Mahoney State Park
Rockford Lake
Tractor Pull
Movies
Beatrice Libraries
Beatrice Senior Center
Bingo
Jam sessions
Churches
Aksarben Aquarium
Mueller Planetarium
Various Festivals
Lincoln and Omaha Zoos
Pioneer Village

Homestead National Monument
Visits to friends & family in Nebraska

Seasonal Activities
Gage County Fair
Pumpkin Patches
Haunted Houses
Circus

Firework displays




Farmers Markets

Role BSDC in continuum of I/DD services

Beatrice State Developmental Center (BSDC) can play an active role in the continuum of care for people
with intellectual and developmental disabilities (I/DD) in the state of Nebraska. Currently BSDC plays a
role in:

e Choice

e Accessible medical, dental, and behavioral healthcare for individuals with complex medical and
behavioral healthcare needs

e Risk evaluations

o Eligibility assessments

e Placement for those individuals whose needs may not be reasonably met living in community-
based settings

e Performing evaluations for individuals court-ordered custody and treatment under the
Developmental Disabilities Court-Ordered Custody Act (DDCA)

BSDC is well situated to play a future role in the continuum of services by offering:
e Crisis intervention support/consultative assessment service

e Acute crisis stabilization & community reintegration
e Resource center providing training and education to families and the provider community



Options

The following options regarding BSDC were identified for consideration. Information is provided on
following pages regarding each one and includes a brief description, intended goal, critical success
factors, challenges, and benefits. The options include:

1. Closure

2. Privatization: State-owned, contract operated

3. Multi-Specialty Clinic

4. Continuation with no admissions

5. Continuation with admissions

6. Graduated transition plan

7. Transition to contracted resources

8. Crisis Intervention Support/Consultative Assessment Service

9. Acute Crisis Stabilization & Community Reintegration

10. Respite



1: Closure

Description: BSDC would completely cease operations.

Goal: The goal of this option is to completely cease operations at BSDC and relocate the 109 people receiving
services at BSDC.

Critical Success Factors:

Adequate time and thorough transition plans must be present for each individual.

Individuals must receive services in a geographic location with available medical and behavioral
services.

There must be community providers willing and able to serve each individual.

Families must be an active part of the transition.

There must be a retention strategy to ensure adequate staffing until complete transition.

There must be adequate funding and transition funding.

The state must work with each employee to assist with alternative and re-employment.

There must be a well-defined quality management system for developmental disabilities services to
ensure an adequate transition and ensure the ongoing supports are in place.

There must be plans for the facility and grounds upkeep.

Challenges:

There is not community capacity to meet the needs of the 109 people that live at BSDC because they
have complex medical and/or behavioral needs.

There is a limited capacity of medical and behavioral providers in the community.

There is an increased shortage of providers in rural areas.

BSDC has a significant amount of buildings and land assets that would require maintenance, upkeep
or demolition.

Nebraska currently has a direct support staff shortage and there is a significant pay differential
between state of Nebraska pay and private provider pay.

Over half of the individuals living at BSDC utilize wheelchairs.

The average time an individual has lived at BSDC is 47 years. Transitioning from their home would be
difficult.

Benefits:

There would be increased choice of location in the community people could live closer to family
Centralized access to highly trained clinicians would be dispersed, further benefitting others.
Assuming the cost savings would stay within the Division, additional individuals who are currently
awaiting services could receive assistance.



2: Privatization: State-owned, contract-operated

Description: BSDC would transition from a state operated facility to a state owned private provider
operated facility.

Goal: The goal of this option is to maintain services at BSDC but have a private provider operate the facility
as state-owned facilities on state-owned grounds. This could be done as an ICF or nursing facility or
combination of both.

Critical Success Factors:

Nebraska would need to learn from states who have privatized.

There would need to be a well-defined request for proposal process.

The state would have to have clearly defined rental and maintenance agreements.

The state would need to determine if it is one or multiple providers.

Stakeholders would need to be involved in the process.

There would need to be quality metrics for contract adherence.

Statute would need to be reviewed to ensure privatization is an option and does not require a
change.

Delineate what type of service the state is seeking. If it is a combination of services clearly provide
location parameters.

Challenges:

There may not be provider interest, unless there is a multi-year lease. The contract would need to
be for multiple years to ensure consistency in care.

The privatization may not be cost effective due to the cost of the lease and maintenance.

Staffing may be difficult as the state offers competitive wages and benefits.

Benefits:

BSDC would remain a choice in the continuum of care.

The same regulations that BSDC are required to comply with will be in effect for the private provider.
There are individuals at BSDC who would benefit from a nursing facility and individuals who would
benefit from an intermediate care facility. This would allow for both.



3: Multi-Specialty Clinic

Description: BSDC would operate a multi-specialty healthcare clinic, offering services to BSDC residents and
other individuals with I/DD. The clinic would employ healthcare professionals and practitioners practicing in
the following areas: general medicine, psychiatric care, counseling, behavior support, dental, occupational
and physical therapy and other ancillary services as necessary. This could be state-owned and operated or
state-owned and privately operated.

Goal: The goal of this option is to meet the health needs of people with intellectual and developmental
disabilities in a setting that focuses on total care. The team of professionals would understand the entire
individual and ensure treatment takes into account all needs. This would be done in a single setting with
professionals and practitioners who understand the specific needs of people with complex care requirements.

Critical Success Factors:

Approval from Centers for Medicare and Medicaid Services for the clinic.

Statute and regulations that permit this service.

The understanding that this model takes multiple years to design and implement.
Tele-health would have to be a component of this clinic.

A relationship with the medical school, nursing programs and other licensure programs to build the
capacity of professionals and practitioners.

The availability to hire nurse practitioners and physician assistants.

A cost based model that allows for services not traditionally covered by Medicaid.

A robust IT system that permits documentation, order entry and billing.

If this is privatized, there must be a multi-year contract with quality metrics built in.
Further review of existing models to determine the best possible decision for Nebraska.

Challenges:

The facilities in Beatrice are existing and appropriate for this model. However, location is a challenge
because it is not convenient statewide

Licensure and approval. Kentucky has this as a state plan service and it is run on a cost-report-based
format. However, the approval and steps to get there were extensive.

Hiring and retaining practitioners at the pay and in the location.

Meeting the health care needs of individuals in rural areas

Hiring and retaining specialty practitioners such as neurologists, obstetricians and gynecologists and
ophthalmologists

Initially costs of Medicaid will increase due to increased utilization.



Benefits:
e Team-based collaborative care model will provide necessary one-stop assistance.

e The model will allow presently disjointed specialty practitioners to effectively understand how all
diagnoses affect one another.

e The clinicis a resource center.
e Partnership with teaching hospitals will increase community medical provider capacity.

e There are identified shortages in dentistry and psychiatric medicine. This multi-specialty clinic will
meet that need.



4: Continuation with no admissions

Description: The Beatrice State Developmental Center (BSDC) would continue to operate as it is without
allowing admissions.

Goal: The goal of this option is to serve only the individuals who currently reside at BSDC. This would not
be accepting any admissions or adding any additional services.

Critical Success Factors:
e Services would need to continue as they are today.
e FEach cottage and ICF must be comprised of individuals with similar needs.
e BSDC must maintain positive regulatory compliance.
e BSDC must continue to streamline services and adapt policies and guidelines to meet regulatory
requirement.
e BSDC must be able to recruit, hire, train and retain qualified direct support staff.
e BSDC must be able to recruit, hire, train and retrain qualified professional and medical staff.
e The buildings at BSDC must address the physical needs of the aging population.
e BSDC must continue to locate financial efficiencies that do not impact the quality of care.

Challenges:
e The decline in census leads to a greater cost per person per year.
e The population will age causing additional medical and physical structure needs.
e Asthe census decreases, it will make it difficult to need medical and behavioral professionals full-
time. This will cause issues with retention of key staff.
e National trends are moving away from large state operated facilities.

Benefits:
e The lives of the individuals living at BSDC would remain unchanged.

e BSDC has a solid model of care with well-trained competent direct support staff, medical staff and
professional staff.

e |CFs are highly regulated and must maintain strong quality.
e The Beatrice community is accepting of people with intellectual and developmental disabilities.
e BSDC has the physical location with appropriate buildings and amenities to provide care.



5: Continuation with Admissions

Description: The Beatrice State Developmental Center (BSDC) would continue to operate as it is and
accept admissions. Admissions would be accepted up to the capacity of 165 individuals.

Goal: The goal of this option is to serve individuals who meet level of care, need ICF services and request
services at BSDC. The service would be offered as a life-span choice service. The goal of this service
would be an all-inclusive service as it is not and an increase in census would allow financial viability
leading to long-term stability.

Critical Success Factors:
e Services would need to continue as they are today.
e FEach cottage and ICF must be comprised of individuals with similar needs.
e BSDC must maintain positive regulatory compliance.
e BSDC must continue to streamline services and adapt policies and guidelines to meet regulatory
requirement.
e BSDC must be able to recruit, hire, train and retain qualified direct support staff.
e BSDC must be able to recruit, hire, train and retrain qualified professional and medical staff.
e The buildings at BSDC must address the physical needs of the aging population.
e BSDC must continue to locate financial efficiencies that do not impact the quality of care.

Challenges:
e Direct support staff turnover is a challenge.

e The ability to hire and retain professional and medical staff is a challenge.

e The location of BSDC is a challenge.

e BSDC has not seen a demand for placement and admissions.

e The population of BSDC is declining.

e The population must increase in order for the model to be financially viable.
e National trends are moving away from large state operated facilities.

Benefits:
e BSDC has a model of care with trained competent direct support, medical and professional staff.
e |CFs are highly regulated and must maintain strong quality.
e The Beatrice community is accepting of people with intellectual and developmental disabilities.
e BSDC has the physical location with appropriate buildings and amenities to provide care.
e There are people on the registry of unmet need that may benefit from BSDC.
e BSDC can be a transitional service when people are waiting for community placement.
e BSDC can meet an immediate need for those in crisis or who have a loss of a caregiver.
e BSDC offers families a choice.



6: Graduated transition plan

Description: The graduated transition plan is a plan that eventually transitions all individuals from BSDC to
community providers. This plan allows community capacity to increase to meet service gaps. The intent of
the plan is to make a gradual transition that may span multiple years.

Goal: The goal of the graduated transition plan is to allow time for a successful transition from a state
operated ICF to community based services. The transition will allow for increased provider capacity. The
time will ensure each person has an individualized transition plan to ensure personalized services in the
least restrictive and most integrated setting with qualified and available providers.

Critical Success Factors:

Individuals having independent choice in an array of quality provider community services, a safe
community environment to live in, and a successful transition from institutional to community
based least restrictive, most integrated care setting.

Consistent transparent communication with individuals, parents, guardians, and other stake holders
regarding housing options and provider community services.

A coordinated capable network including community providers, DHHS Divisions, and healthcare
delivery systems assuring quality services.

Analysis for identifying ways to maximize and align resources needed to improve and expand service
delivery systems in collaboration with Heritage Health MCO.

Unbundling of waiver services.

Enhanced Medical Services in the community including skilled nursing and hospice.

Effective person centered planning and consistent IPPs.

Performance measurement. Ability to collect and report performance data to providers, case
managers, and individuals served. Quality system as part of Community Based Services.

Lifelong planning for transition supports and caregiver contingency planning.

Challenges:

Determination of timeframe as a number of individuals may transition in a short period of time.
Identifying number of individuals with complex needs, provider community services, and settings
that can successfully meet those needs.

Limited on housing options that are safe, well maintained, accessible, and affordable

Capacity for ancillary services and managed care coordination

Hospital and emergency medical personnel who have experience delivering services to individuals
with intellectual disabilities.

Decreased State-Operated facility employment’s impact on surrounding community.

Direct Support Professionals and Medical Professionals availability and retention.

Transition ICF to lifespan services to a model that focuses on serving complex behavior needs.



Benefits:

Concentrated resources for individuals remaining in institutional care.

Rebalancing of resources from institutional care to community programs.

Increased access to Federal resources leveraging State’s fiscal investment in housing and service
delivery systems for individuals as identified in a Nebraska Supportive Housing Plan August 2016
Sustainable meaningful system change in the quality of life and independence for individuals living
in institutions.

Compliance with Olmstead Act.

Increased choice for individuals.

Allow the provider community time for sufficient planning, funding, and growth of provider
networks necessary to support individuals transitioning from institutional care to community based
care setting.



7: Transition of contracted resources

Description: The rebalancing plan unbundles the resources allocated to the ICFs and identifies necessary
items per regulation. It evaluates how these services must be provided and looks at the payment
mechanism for the requirements and services. The option is multi-faceted.

Goal: The rebalancing of resources is to continue to provide services in the ICF either on-going or in a
transition period while meeting all regulatory requirements and being good stewards of taxpayer dollars.
In a transition period, this option can allow for a longer transition with varied financial models that still
provide the required services.

Critical Success Factors:

Necessary workforce reductions.

Detailed analysis of the cost of services delivered at state operated facilities and deconstruction of
the all-inclusive per diem.

Analysis of structures ongoing maintenance and fiscal needs to address critical deficiencies.
Identify and align available resources to support rebalancing for Long-term care.

For positive impact coordinate with LTSS redesign, Heritage Health Medicaid Managed Care, and
other healthcare reform efforts across DHHS Divisions.

Must have resources for ancillary services such as Physical Therapy (PT), Occupational Therapy (OT),
and Speech Language Pathologists (SLP).

Tele-health services.

Community resource outreach to educate families. Division of Developmental Disabilities
sponsored community resource fairs as part of community education outreach.

Accessible housing options in the community.

Nursing homes and hospice providers able to support individuals with intellectual disabilities.
Coordination, collaboration among ICF/DD providers, healthcare specialty providers, and /DD
training.

Challenges:

Development of a comprehensive strategic plan with ICF/DD, healthcare, training providers.
Maximizing participation, coordination, and accountability at all stakeholder levels.

Development of education campaign designed to reach a broad group of stakeholders.

Capacity of community of healthcare providers and accessibility of contractors.

Definition of reasonable timeframes to ensure steady progress toward identified rebalancing goals.
Coordination of funding streams and support services needed to ensure each individual is successful
Transition and service planning timelines that allow time to build system supports.

Cost of care contracts and Risk of perceived loss of quality health care.

Initial rebalancing of full time employee work and caseloads



Benefits:

e Graduated implementation avoiding totally changing environment and array of services at the same
time.

e |ncreased ability to serve and benefit individuals beyond those residing at BSDC.

e Establishing BSDC as a resource center of excellence providing support to community providers and
other community stakeholders such as schools.

e Use of division staff who have a proven track record of successfully serving individuals with
intellectual and developmental disabilities.

e Investment in community provider capacity building and training those service providers.

e (Cost savings based on the outcomes of care contracts.



8: Crisis Intervention Support/Consultative Assessment Service

Description: These services designed to meet the individual needs of the person amidst crisis. These
services will go to the person and their family or service provider. This will be a collaboration of state
employees, the current provider, medical professionals and the family. Services will be wrapped around
the person in his or her natural home setting.

Goal: The primary goal of Therapeutic Based mobile service delivery for acute crisis stabilization is to keep
the person in their home or a home like setting. The intent is to empower the individual, family, and service
provider.

Critical Success Factors:

Behavior Clinician capacity with licensure regulations.

Collaboration with institutions of higher learning for behavior clinician educational opportunities
Array of service options that allow for person centered flexibility.

Clear lines of collaborations across DHHS Divisions, provider/community, and community support
services including emergency services, behavioral health, and law enforcement.

First Responders training to prevent unnecessary escalation in crisis situations.

Create health support networks and expand tele health services, providing individuals with regular
monitoring of chronic medical issues and referrals to specialty health care professionals as
necessary. Such as occupational therapist and speech language pathologist.

Partnerships with local hospital networks.

Increase capacity and availability of community providers who have the ability to serve individuals
with co-morbid Intellectual/Developmental Disability (ID/DD) and mental iliness (Ml).

Training and educating providers; in-services, separate from initial consultation; points of contact
for information, resources, training, and support for front line employees.

Enhanced case management

Ability to meet standards and work in conjunction with Heritage Health (MCO)

Required staff ratios are maintained; staff are experienced and specialize in
Intellectual/Developmental Disability (ID/DD) & mental health issues.

Challenges:

Costs for program staffing including; traveling to service locations, training, licensure requirements,
team-member salaries, and on-call capability (24-hour support).

Ability to reach out to rural areas

Expanding partnerships with community treatment teams

Office costs (materials, supplies)

Technology including hardware, software, mobility, and internet access



Benefits:

Targeted program crisis intervention to prevent unnecessary institutionalization and decrease of
hospitalizations; cost-savings through improved medication management and decreased
emergency room visits.

Cost savings by reducing staffing needs through smaller interdisciplinary treatment teams with
cross-trained professionals.

Collaboration with CTS and provider community teams on training and education for individuals,
families, guardians, and provider community front line employees. Allows for greater self-advocacy,
and strengthens existing support systems through team collaboration.

Development and strengthening of partnerships between DHHS Division of Behavioral Health,
Division of Developmental Disabilities, and the provider community.

Improve social and vocational functioning by managing Ml symptoms, and medical needs
Promoting high quality individualized care through cost-efficient service delivery

Ability to refer to data for quantitative and qualitative guidance in future planning

Increased community integration, increased opportunity for employment, increased safety
individual will lead to the individual’s and community’s successes.

Access to services for those in rural areas where there is a shortage of providers and support



9: Acute Crisis Stabilization & Community Reintegration

Description: Acute Crisis Stabilization is an admission to an ICF at BSDC. Thisis a period of intense treatment
and habilitation. Admission is temporary and last between 30 and 180 days but will vary based on the
person. There will be a clearly defined treatment plan detailing benchmarks and transition plans. The
program will provide fading supports once the person is reintegrated into the community.

Goal: Temporary stabilization at BSDC leading to community reintegration with faded supports. The
support team will empower the community provider and front line staff. This will strengthen networks of
support and ensure appropriate community follow along services.

Critical Success Factors:

Ability to take full advantage of the current DHHS infrastructure, including cross departmental
collaboration, use of Medicaid managed care, and funding.

Clear lines of collaborative connections with DHHS Divisions, provider community, and other
community support services including emergency services and law enforcement.

Successful community provider reintegration with support from the CCSP teams to provider
community front line employees for post discharge placement. Provider community front line
employee training and support is key for individuals to remain in their least restrictive environment.
Discharge planning communication across service delivery systems of each person’s established
plan with benchmarks, and clear timelines.

Increase BCBA provider capacity and develop licensure regulations

Provider capacity and service array options

Community providers and BSDC must agree on the benchmarks and transition. There must be a
well-established and dedicated team once reintegration starts. The CCSP team must be available
once reintegration occurs. Expectations must be clear, consistent and adhered to.

Challenges:

Staff costs, multiple shifts, training, and retention.

Tele-health services e, team check-ins, and monitoring of BSP fidelity post discharge.
Housing provider community expansion for successful discharge.

Transportation for staff and individuals.

Expanding contracts with community treatment teams.

Availability of specialists.

Buildings, equipment, and administrative costs.

Environmental safety requirements, repairs, replacements, and maintenance.
Support to rural areas will be difficult but must occur.

Beatrice will be the only location and may be a barrier to some.



Benefits:

Comprehensive person-centered plan development in a temporary stable environment, allowing
for community reintegration with faded supports that include strategies for success.

Targeted program crisis intervention to prevent unnecessary long-term institutionalization
Comprehensive person-centered plan development that allows the person to return to the least
restrictive environment successfully with greater community involvement.

Training and education for individuals, families, guardians, and provider community personnel,
greater self-advocacy, and strengthening existing support systems through collaboration with the
CTS team, resulting in a decrease in institutional crisis stabilization need.

Development and strengthening of partnerships between DHHS and the provider community
Improve social and vocational functioning by managing Ml symptoms, and medical needs including
medication stabilization.

Promoting high quality care through cost-efficient service delivery.

Increased safety and fulfilling lives for persons supported. Decreases in crisis escalation resulting in
law enforcement interventions.

Interventions from trained teams to increase successes, increase community inclusion, decrease
reliance on medication, improve quality of life, and decrease the cost of care.



10: Respite

Description: The Beatrice State Developmental Center (BSDC) would continue to operate as it is and
accept admissions. However, BSDC would also serve as a respite provider.

Goal: The goal of this option is to serve individuals who meet level of care, need ICF services and request
services at BSDC. The service would be offered as a life-span choice service. The goal of this service
would be an all-inclusive service, as it is not and an increase in census would allow financial viability
leading to long-term stability. The goal of adding respite services would be to further establish BSDC as a
resource and meet a service gap in the continuum of care.

Critical Success Factors:

e Respite services would need to be located in one isolated location that is not presently operating
as an ICF.

e BSDC would need to determine if children could be served through respite. If so, safeguards
should be in place.

e There would need to be clearly defined admissions procedures that depict how to attain
individuals’ specific information.

e Staff would need to be scheduled in advance to avoid overtime issues.

e Staff would need to be trained specifically for respite.

e Policies and procedures would need to be developed in line with regulation.

e BSDC would have to be certified as a respite provider in accordance with 175NAC.

e Billing procedures and attendance documentation would need to be in place.

e The individual receiving services must be in Therap with clean documentation.

e All policies and procedures for respite must be followed.

Challenges:
e Respite in a facility must only occur when other providers are unable.

e Respite can involve emergency situations, staffing must be available.

e There must be manager and other professional staff available.

e Assessments must be complete to determine safety.

e Safeguards must be in place to ensure safety for the individual and others.

e Billing and documentation must be separate.

e Policies and procedures may vary for respite and staff will need to be trained.

e Location may be a challenge depending on the service array at BSDC. Providing ICF services, crisis.
services and respite services may present a location and safety challenge.



Benefits:
e BSDC can meet an immediate need for families and caregivers who need a vacation or have a
health-related need.
e BSDC can establish the need for facility-based respite and hopefully lead to provider capacity.
e Caregiver burnout is a problem affecting Developmental Disabilities service-respite can lessen this.



Preliminary Recommendation
Combined Service Array: Continuation, Respite, Acute Crisis Stabilization (In ICF)
and Community Treatment Services

Description: The preliminary recommendation is a combined service array of options 8,9, and 10. The
Beatrice State Developmental Center (BSDC) will continue to operate as it is, offer in ICF acute crisis
stabilization, respite services at BSDC funded through the Medicaid Waiver and would offer crisis
intervention support and consultative assessment services would be funded as a Medicaid Waiver service.
Acute crisis stabilization and the ICF services would function as part of one of the four licensed
Intermediate Care Facilities and would be a time limited service. Respite would be licensed through
public health and funded as a Medicaid Waiver service.

Goal: The goal is an integrated service array to address service needs within the Developmental Disabilities
system. A 36 month ongoing evaluation of services and a commitment to stabilization of the
Developmental Disability system while the system builds community capacity.

Critical Success Factors:
e The philosophy of BSDC must shift from a lifespan service to a crisis intervention model that
supports the building of community capacity and functions as a resource center.
e Services would need to continue as they are today.
e BSDC must continue to streamline services and adopt policies that meet regulatory requirements
and continue to locate and implement financial efficiencies that do not impact the quality of care.
e BSDC must be able to recruit, hire, train and retain qualified direct support staff, professional staff,
behavioral support staff and medical staff.
e Respite services would need to be located in one isolated location that is not presently operating
as an ICF.
e Staff would need to be scheduled and trained ahead of time so not to create overtime issues.
e BSDC would have to be certified as a Respite provider in accordance with 175NAC; including
specific policies and procedures.
e Billing procedures and attendance documentation would need to be in place for crisis intervention
support, consultative assessment and respite services.
e The individual receiving services must be in Therap.
e Behavior Clinician capacity with licensure regulations
e C(lear lines of collaborations across provider community, and community support services
including emergency services, behavioral health, and law enforcement
First Responders training to prevent unnecessary escalation in crisis situations




Create health support networks and expand tele-health services, providing individuals with regular
monitoring of chronic medical issues and referrals to specialty health care professionals as
necessary. Such as occupational therapist and speech language pathologist

Training and educating providers; in-services, separate from initial consultation; points of contact
for information, resources, training, and support for front line employees

Ability to meet standards and work in conjunction with Heritage Health (Medicaid Managed Care
Organization)

There must be safeguards in place to ensure safety for all individuals receiving services at BSDC.
Each individual would need a clearly defined person centered plan with benchmarks and desired
outcomes.

Collaborative teams would need to be in constant communication.

Admission, discharge and follow along criteria must be present for all services.

Staff must be trained and appropriately credentialed for each service type.

The financial statements must be explicit to the type of service to understand cost of operation.
This will include staff time coding.

A timeline for establishment of this and other options must be feasible and manageable.

There must be a transition strategy for all services.

Challenges:

Direct support staff turnover is a challenge with the potential volatility of respite need this must
be monitored to prevent unnecessary overtime.

The ability to hire and retain professional and medical staff.

The population of BSDC is declining. Cost would be unknown. A pilot of the recommendation
would be necessary to determine financial viability.

National trends are moving away from large state operated facilities.

BSDC is the provider of last resort for respite care.

Location may be a challenge depending on the service array at BSDC. Providing ICF services, crisis
services and respite services may present a location and safety challenge.

Costs for program staffing including; traveling to service locations, training, licensure
requirements, team-member salaries, and on-call capability (24-hour support)

Technology including hardware, software, mobility, and internet access

Community providers and BSDC must agree on the benchmarks and transition. There must be a
well-established and dedicated team once reintegration starts. The CCSP team must be available
once reintegration occurs. Expectations must be clear, consistent and adhered to.

One record management system must be integrated with billing systems.

There may be down time for staff. This needs to be mitigated to ensure effective utilization of
staff time and taxpayer dollars.

The crisis models and the respite model is new to State Operated Services. We will need to fully
understand licensing and requirements.



Benefits:

BSDC has a solid model of care with well-trained competent direct support staff, medical staff and
professional staff.

ICFs are highly regulated and must maintain strong quality.

The Beatrice community is accepting of people with intellectual and developmental disabilities.
BSDC has the appropriate buildings and amenities to provide care.

BSDC can meet an immediate need for those in crisis or who have a loss of a caregiver.

BSDC can meet an immediate need for families and caregivers who need a vacation or have a
health related need.

BSDC can establish the need for facility based respite and lead to increased provider capacity.
Caregiver burnout is a problem affecting Developmental Disabilities services- respite can lessen
this.

Targeted program crisis intervention to prevent unnecessary institutionalization and decrease of
hospitalizations; cost-saving through improved medication management and decreased
emergency room visits

Collaboration with provider community teams on training and education for individuals, families,
guardians, and provider community front line employees. Allowing for greater self-advocacy, and
strengthening existing support systems through team collaboration

Promoting high quality individualized care through cost-efficient service delivery

Ability to refer to data for quantitative and qualitative guidance in future planning

Access to services for those in rural areas where there is a shortage of providers and support.
Comprehensive person centered plan development in a temporary stable environment, allowing
for community reintegration with faded supports that include strategies for success.

Training and education for individuals, families, guardians, and provider community personnel,
greater self-advocacy, and strengthening exiting support systems through collaboration with the
CTS team resulting in a decrease in institutional crisis stabilization need.

Strengthening of partnerships between DHHS and the provider community

Increased safety and fulfilling life for person supported. Decrease in crisis escalation resulting in
law enforcement interventions.

Staff will be trained in a variety of services. This will create an engaged and empowered
workforce.

This will allow time to build community capacity.

BSDC will serve as a resource center.

Finances will be shared across each service line. This will allow variability for each service and not
place pressure on resources.



Conclusion: Next Steps

During the course of the LB 895 project it has been determined that there are additional topics that
require further in-depth review and assessment.

Review of the cost of demolition of vacant buildings in comparison to the cost to bring the
buildings up to use or the cost of sustained rent. Cost of buildings review every 3 months.

Further analysis and review of long term structural needs in collaboration with the Department of
Administrative Services (DAS). Review of long term structural needs with DAS every 3 months.
Meet with DAS and task force 309 to prioritize and align recommendations from the immediate
concerns list less than 5 years, 5-10 years, and 10+ years as identified by the architect consultant’s
report. Review of 309 status with DAS every 3 months.

Cross collaboration with the Nebraska Educational Service units. This could include in service
trainings and staff as a resource. Explore alternative revenue options such as leasing vacant office
space. Review and start possible pilot within 9 months to ongoing.

Understanding of the capacity for nursing facilities that work with individuals that have intellectual
and developmental disabilities (I/DD). Including those I/DD individuals that also have behavior
support needs. Review of nursing facility capacity within 6 months with collaboration in 12 months.
Understanding of the ability of inpatient and outpatient hospice care to work with individuals with
I/DD and how this works with Waiver and ICF services. Hospice review within 6 months with
collaboration within 18 months.

BCBA licensing and certification collaborating with centers of higher learning and public health
licensure. Exploration plan within 12 months with target 2-3 years completion dependent upon
development of state licensure law.

Further review of financial information to better understand the true cost of operation for the cost
differential and acuity level differential between BSDC, private ICFs, and community based
services. Review and comparison within 12 months.

Collaboration with the Developmental Disabilities Advisory Council to review and expand upon
selected option(s). First meeting within 3 months creation of action plan in 6 months.

Recommended Options/Anticipated Timeline




175NAC Respite Certification (policies, application, site review): 12 months

Crisis Stabilization (both in ICF and Community Based) Model and Framework(includes admission
requirements, benchmarks, reintegration plans and discharge plans: 12 months

Billing Framework (Respite and Crisis): 6 months
Recruitment, Hiring and Training Vacant Practitioner Positions: 6 months

Development of Partnerships with local hospitals and health networks for crisis follow-along(will
vary by need): 12 months and ongoing

Realignment of BSDC to isolate Respite and Crisis locations(this may involve physical moves of
people currently supported: 12 months

Development and Establishment BSDC Resource Center: up to 24 months

Quarterly Community Based Services Provider Meetings to Review and Discuss Progress Towards
Community Capacity: Start within 3 months and up to 36 months

Semi-annual reports to the Nebraska Legislature: First report in 6 months
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BSDC RIGHTSIZING

The Beatrice State Developmental Center
(BSDC) is part of the DHHS Division of
Developmental Disabilities. The team is
dedicated to ensuring individuals served receive
high-quality services provided in a safe and
fulfilling environment. Over recent years, the
number of individuals served at BSDC has
declined.

The Division of Developmental Disabilities has
worked diligently over the last 18 months to
create operational efficiencies and partnerships
to benefit the individuals supported at BSDC.
The efficiencies have focused on administrative
simplifications that do not directly impact the
quality of care but instead reduce redundancy
while meeting all regulatory requirements for
BSDC.

Rightsizing of BSDC is the next step. How was
this determined?

The Division of Developmental Disabilities has
done a thorough evaluation of each area at
BSDC to understand systems, needs and
requirements. This includes review of federal
regulations, state regulations, licensing
requirements and policies and procedures.

Currently, 481 BSDC staff members serve 110
individuals. The duties of each position were
evaluated. This was paired with a cross-
departmental evaluation that sought an
understanding of the intent of each position
and how each position impacted the individuals
and the regulations. It was determined that
there were similar positions doing similar tasks.
DHHS had to make the difficult decision to

“Helping People Living Better Lives”

rightsize staff at the Beatrice State
Developmental Center (BSDC). This is important
to allow BSDC to continue providing quality
services in a cost-effective manner.

The intent of the rightsizing is to redistribute
resources to front line care and realign
positions. BSDC is committed to providing and
maintaining quality care. Systems and checks
have been designed to ensure quality. These
changes still meet all regulatory requirements
for an Intermediate Care Facility for the
Developmentally Disabled.

How many people are affected?

First, all unnecessary vacant positions were
eliminated. In addition, 39 people’s positions
are being reduced. These positions are across
multiple areas and levels but do not include
front-line employees. Employees will be given
information about opportunities within DHHS
and the State of Nebraska. This includes
information based on seniority and vacant
positions. Employees will be encouraged to
evaluate all options.

Is this indicative of BSDC closing?

This is not indicative of closure. This difficult
decision is based on the detailed evaluation, the
decline of the number of individuals supported
at BSDC, and the successful completion of the
Department of Justice settlement agreement.
These changes are important to allow BSDC to
move forward and to continue providing quality
services while being careful stewards of
taxpayer dollars.
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TRANSITION OF BRIDGES PROGRAM

Bridges, based in Hastings, Nebraska, is licensed as a
community-based service for individuals with
developmental disabilities. The intent of community-
based services is that Individuals are to be supported
in the least restrictive environment. The institutional
characteristics of Bridges will not be in compliance
with the Medicaid Home and Community-Based
Waiver Final Rule.

The Centers for Medicare and Medicaid Services
(CMS) published a final rule for Medicaid Home and
Community-Based Services (HCBS) effective March 17,
2014. Each state must have a transition plan for this
review and make any changes needed.

The final rule addresses several sections of Medicaid
law under which states may use federal Medicaid
funds to pay for Home and Community-Based
Services. The final rule identifies settings that are
presumed to have institutional qualities, and do not
meet the threshold for Medicaid HCBS. These settings
include those in a publicly-owned facility that provides
inpatient treatment; on the grounds of, or
immediately adjacent to, a public institution; or that
have the effect of isolating individuals receiving
Medicaid-funded HCBS from the broader community
of individuals not receiving Medicaid-funded HCBS.

Why won’t Bridges be in compliance?

Bridges was established in 2005 as a locked unit to
serve individuals with developmental disabilities
referred through the Developmental Disabilities Court-
Ordered Custody Act who were considered to pose
significant danger to themselves and/or the
community. The program was originally located on the
campus of the Hastings Regional Center but re-located
in 2011 to three four-bedroom homes approximately
two miles outside of the Hastings city limits, adjacent
to the Hastings Regional Center grounds, with capacity
to serve twelve individuals. Although Bridges

“Helping People Living Better Lives”

moved from the wing of an institution, it still functions
similarly to an institution. Because of its location
immediately adjacent to a state-operated institution
(the Hastings Regional Center), it will not be in
compliance with the Home and Community-Based
Services Final Rule.

What steps will be taken for the individuals served?
Bridges must address this issue by transitioning each
of the remaining six individuals to willing and capable
providers. The DD community-based provider
capacity has increased since 2005 and individuals with
behavioral needs are now able to live safe and
fulfilling lives in the community with appropriate
resources. None of the six individuals currently
residing at Bridges are under the Developmental
Disabilities Court-Ordered Custody Act (DDCA).

Every effort will be made to work with each individual
and their family to locate the least restrictive
environment of the indivdual’s choice.

What about employees and timing?

The completion date for the transition is planned for
June 7, 2017. Bridges has a total of 31 employees in
filled positions. Twelve staff positions will be
repurposed to effectively support quality
management initiatives for community-based DD
programs to ensure compliance with federal and state
laws and regulations.

The Division of Developmental Disabilities will work
with Human Resources, the Department of Labor, and
our partners to locate employment opportunities for
those affected.

Will there be savings?

The Department’s intent is that savings from the
permanent closure of the Bridges program will be
reinvested in community-based services for persons
with developmental disabilities to serve 12-52 people
on wait list; dependent on services needed.
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