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Executive Summary 
Michigan Nursing Facility Transition Initiative 

Project Evaluation Report 
 
 
 
People with a disability or long term illness want the option of living and 
participating in their communities instead of extended Nursing Facility 
stays. The Nursing Facility Transition Initiative (NFTI) promoted the 
design and delivery of home and community-based services that made 
that option a reality.  This report is a qualitative analysis of the NFTI 
project; details various demographic, clinical and cost aspects of the 
participants in Michigan’s Nursing Facility Initiative project.  The 
Michigan Department of Community Health (MDCH), funded by Centers 
for Medicare and Medicaid, 2001 Real Choice Systems Change Grant 
program, administered the project through a contract with DYNS 
Services, Inc. 
 
Participants came from two avenues: nursing facility transition, and 
nursing facility diversion.  The project, comprised of four components, 
included two additional ones; an evaluation component to analyze 
outcomes and cost benefit of transition services and, an education 
program to disseminate the methodology developed under the grant.   
 
The Transition component used an innovative design, merging transition 
services with the MI CHOICE waiver in two Michigan Counties. Two MI 
Choice waiver agents, the Area Agency on Aging of Western Michigan 
(AAAWM) and the Detroit Area Agency on Aging (DAAA) delivered 
transition services to Kent and Wayne Counties. The goal was to develop 
methods and procedures to be used by agencies to transition individuals 
already in a nursing facility into the community. The tools used to place 
participants in the community include the Medicaid Home and 
Community Based Waiver (MI Choice) and integration of housing 
resources into the system.  Funding was provided to cover costs for a 
transition supports coordinator, transition costs (deposits, furniture, 
transportation and so forth) and supports coordination. 
 
A total of 112 people participated in the NFTI program during the study 
period from December 1, 2003 through April 30, 2005. Transition 
participants are evaluated by the wavier program using the MDS for 
home care (MDS-HC).  The following scales and measures were used to 
group the participants: The Cognitive Performance Scale (CPS), Activity of 
Daily Living (ADL) Hierarchy, and RUG (Resource Utilization Group). 
Occurrence of these measures in the NFTI participants are compared to 
there occurrence in the general nursing facility population. 
 
Cost data was obtained from actual cost data in the State of Michigan 
Data Warehouse (Medicaid Paid Claims data) and the MI Choice 
Information System, Center for Information Management, Inc.  Analytical 
assistance was also provided by the University of Michigan, Institute of 
Gerontology. 
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The outcomes resulting from the program are of special note. Of the 112 
people that participated in the NFTI project, 102 were able to transition 
to the community.  Of these, only 56 (50%) participated in post-
transition state-supported programs.  Another 46 (41%) required no 
further state-supported services. Of those who received waiver services 
post transition, significant cost reduction was realized compared to costs 
of a nursing facility. The report gives a total of 308 participant months, 
for an average cost per participant month of $917.  This compares to a 
cost of approximately $3450 per month in a nursing facility ($115 per 
day).   
 
The evaluation also shows very similar characteristics across the 
transition population compared to the nursing facility population.  This 
is significant in that level of acuity had very little effect on determination 
of which individuals could successfully transition. 
 
Significant recommendations include:  need for expanded transition 
services,  increased housing options and supports coordination and 
expanded study of the long term care population and at risk populations 
to develop a clear picture of those most likely to return to the 
community.   
 
Based on preliminary evaluation findings, the NFTI project was expanded 
statewide in May of 2005.  This project represents a significant milestone 
in the transformation of Michigan’s long term care system. 
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Nursing Facility Transition Initiative 
Transition Component Evaluation 

 
 
The Nursing Facility Transition Initiative (NFTI) became reality under a 
2001 Real Choice Systems Change Grant funded by the Centers for 
Medicare and Medicaid.  These systems change grants represented a 
major new initiative to promote the design and delivery of home and 
community-based services that support people with a disability or long 
term illness to live and participate in their communities. Congress and 
the Administration have made $50 million available for this initiative.  
Funding for the Michigan NFTI grant was $770,000.  The project was 
extended for an additional year to complete education and evaluation 
components.   
 
The project had four major goals:  nursing facility diversion, nursing 
facility transition, project evaluation, and education.  The purpose of this 
section is to present the findings from the evaluation of the nursing 
facility transition component of the grant. 
 
It is directed at the state level by the Michigan Department of 
Community Health, Division of Community Living.  DYNS Services, Inc. 
was retained as a contractor to manage the evaluation process and the 
transition component. 
 
As of March 2005, transition services developed by NFTI, became part of 
the regular Medicaid state plan services funded under the MI Choice 
waiver. 
 
Brief description of models in use by NFTI: 
 

1) Transition Model:  Michigan’s transition model uses existing 
service agencies to provide housing and service plan 
development and implementation for relocation of individuals 
from nursing facilities to community living.  Eligibility for the 
program was based solely on a person’s expressed desire to 
return to community living.  The goal has been to promote 
changes within the existing home and community based service 
delivery network, and in particular, the MI CHOICE Medicaid 
Waiver program.i By the third year of the grant, this evolved into 
a new model described in point 4 below. 

2) Diversion Model: Michigan’s diversion model detects and 
follows persons at risk of nursing facility placement in the acute 
care setting of the University of Michigan Medical Center.  These 
people are at risk of nursing facility placement based on 
information collected as part of the inpatient assessment 
process.  People are either diverted directly to the community 
from the hospital, or followed to the nursing facility and 
diverted before becoming permanently institutionalized.  The 
model is based on a hospital-community liaison person at the 
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University of Michigan Hospital, Turner Geriatric program.  
They assist in the diversion from or reduction in potential 
nursing facility placement consistent with the individual’s 
choice. 

3) Model for reduced NF stays:  This model is a sub-component 
of the Diversion process.  Early detection and monitoring in the 
acute care setting allows Diversion staff to follow people 
released to the nursing facility (for rehabilitative services for 
example) and develop community care plans.  The focus is on 
maintaining the person’s community based support network so 
that they can return to the community sooner. 

4) Linkage with Medicaid Home and Community Based Waiver:  
The Transition component was merged with the MI CHOICE 
waiver in two Michigan counties.  The waiver program already 
has a robust service planning ability, transition funds were 
used to develop and integrate the housing planning function 
into the services planning process.   This resulted in a new 
model of care planning that includes housing services to create 
a successful transition plan.  Specifically, the housing services 
added to the Waiver program are: 

 
Housing Service 

Category: 
 

Includes: 

Housing Rent, security deposit, section 
8 voucher 

Household supplies Cleaning products, linens, 
towels, blanket, pillow, 
laundry basket, waste basket, 
vacuum, paper products, 
soap toothbrush, toothpaste, 
etc 

Kitchen Supplies Utensils, cookware, dishes, 
glasses, containers, small 
appliances, microwave, 
plastic wrap/foil 

Utilities Telephone, past due utility 
fees, electric, gas 

Furniture Dining table and chairs, sofa, 
chair, end table, TV stand, 
bed, mattress, lamp 

Groceries  
Pharmacy Transfer Medication management, 

collection of NF medications, 
transfer of prescriptions to 
community drug store 

 
5) Supportive Housing Demonstration Projects:  This model is a 

subcomponent of the waiver model.  Housing specialists at each 
waiver program are responsible to develop linkages and a 
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resource guide listing housing resources.  This model supports 
the housing transition plan development. 

6) Information and Referral in two counties:  The MI CHOICE 
Waiver programs operate an information and referral system.  
Nursing facility transition information was added to that system 
as a referral type at pre-screening using the MICIS facesheet.  
Attachment 1 describes the modifications made to the MI 
Choice Information System to accommodate data collection for 
this project. 

7) Evaluation using MDS RAI and HC:  Service and outcomes are 
evaluated using the existing assessment protocols used for 
Nursing facilities and the MI CHOICE waiver.  Transition 
participants are evaluated by the wavier program using the 
MDS for home care (MDS-HC).  Diversion participants are 
evaluated by the University of Michigan Medical Center using 
the MDS Resident Assessment Instrument.  The model looks 
primarily at personal care (ADLs and IADLs) and nursing care 
needs as well as mental health issues.  Examples of the MI 
Choice face sheet and assessment are in attachment. 

 
Evaluation Model: 
 
To meet the grant’s requirements, DYNS Services, Inc. developed an 
evaluation model which considered demographic and clinical aspects of 
the transition population in comparison to the long term care population 
as a whole.  The second major aspect is a cost benefit analysis based on 
pre and post long term care costs for long term care services for grant 
participants.  This particular aspect of the evaluation, although very 
important, also delayed analysis given the lag time involved in the 
processing of Medicaid claims.   
 
The total universe included in the analysis is 112 people who 
transitioned between December 1, 2003 and April 30, 2005.  There are 
additional participants as the project continues to operate as a regular 
component of the state’s Medicaid state plan services.  However, 
complete cost data for later transitionees is not yet available.  The 
methods used in this report can be used to analyze their data as 
necessary. 
 
Data Sources: 
 
The data in this report come from three major sources: 
   

1) MDCH/Medical Services Administration:   Data Warehouse and 
the Medicaid Management Information System of Approved Paid 
Claims.  This data set provides a rich source of information on 
eligibility and paid claims for all Medicaid beneficiaries.  The 
system was used to verify participant’s dates of departure from the 
nursing facility to the community.  It also provides detailed data on 
all claims submitted to Michigan Medicaid for payment.   
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2) MI Choice Information System (MICIS):   system used by all 
Michigan Waiver Agents to gather, store, and analyze data about 
participants, services, bills, and Medicaid claims.   

a. Because the MICIS system was in use at both pilot NFTI 
sites, and because it could be used to gather information 
about both participants and the community services they 
receive, the MICIS system was established as the system to 
use in gathering NFTI pilot program information. 

b. A wealth of information is available to review participant 
characteristics and service utilization patterns.  The data 
presented in this report is only a small portion of information 
that is available in MICIS about long term care participants 
and services in the state.   

c. MICIS is operated by the Center for Information 
Management, Inc. in Ann Arbor, Michigan.  The Center for 
Information Management, Inc. specializes in automation 
tools for home and community based waivers.  Based on the 
interRAI MDS-HC, these include comprehensive, integrated 
tools including client assessment, Client Assessment 
Protocols (CAPs) and Triggers, RUGS-III/HC Individual and 
Agency Profile reports, Individual and Agency Quality 
Indicator reports. 

3) University of Michigan, Institute for Gerontology:  The Institute 
maintains a Long Term Care Data Archive which has data from 
Michigan, other states and nations.  For the purposes of this 
report, they assisted by providing information from the repository 
of Minimum Data Set Resident Assessment Instrument (MDS-RAI) 
for nursing facility residents and Minimum Data Set for Home Care 
(MDS-HC) in the Archive.  The Institute is funded by the Michigan 
Department of Community Health for this purpose
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Limitations of the data set: 
 
This report is a qualitative analysisii of the NFTI project; details various 
demographic, clinical and cost aspects of the participants in Michigan’s 
Nursing Facility Initiative project.  The instruments used to collect data, 
the MDS-HC and the MDS-RAI are scientifically proven as are the scales 
and hierarchy used in analyzing the data.  All of the systems used to 
collect and analyze the data; the University of Michigan Long Term Care 
Archive, Mi Choice Information System, CMS MDS-RAI repository and 
the DCH Data Warehouse have a long, proven record in processing long 
term care data.  They provided a powerful resource when linked together. 
This is a compelling reason for devoting resources to the creation of a 
Long Term Care data warehouse.  The sum of the linked and interrelated 
systems will be greater than the sum of the systems operating 
independently. 
 
The report findings can be used to formulate hypothesis for a larger 
research project by providing interesting indicators.  For example, it 
could be possible to track costs by Activity of Daily Living Hierarchy sub 
group or to look at clinical aspects for long staying residents vs. shorter 
stay residents.   Indeed, that is one of the reports major 
recommendations is that the study be expanded to include a randomized 
sample of the Michigan nursing facility population to develop a clear 
picture of those most likely to return to the community. 

 
Program model: 
 
The transition component operated in Kent and Wayne counties by two 
MI Choice waiver agents, the Area Agency on Aging of Western Michigan 
(AAAWM) and the Detroit Area Agency on Aging (DAAA), respectively.  
Both sites received grant funds to pay for transition costs and for 
supports coordination.  Additional MI Choice waiver funds were allocated 
by the Michigan Department of Community Health to fund additional 
services for waiver eligible transitionees.  Both sites were given some 
discretion in how they setup and organized their projects, under the 
oversight of the project director. 
 
The AAAWM scenario:  The agency hired a supports coordinator who had 
previously worked for the Grand Rapids Center for Independent Living as 
a team member on the previous transition grant.  She brought years of 
experience in working with people with disabilities to the MI Choice 
waiver agent.  This included a working relationship with nursing facilities 
in Kent County.  The coordinator took charge of all aspects of transition 
plan development and implementation.  Coordination with the MI Choice 
waiver program resources was included for people who were eligible for 
the program. 
 
The DAAA scenario:  The agency assigned an existing staff person to form 
a transition program within the agency structure.  Subcontracts were 
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developed with Citizens for Better Care to find participants in facilities 
and with a housing consultant to connect residents to community 
housing.  As part of this, the coordinator formed a collaborative of 
community resources, including legal aid, home and community based 
service providers, volunteers and other agency staff necessary to develop 
and implement transition plans. 
 
Both approaches proved successful over the course of the project.   
 
Characteristics of Participants 
 
There were a total of 112 people who participated in the NFTI program 
during the study period from December 1, 2003 through April 30, 2005.   
 
Of the 112 participants in the NFTI program from December 1, 2003 
through April 30, 2005, 66 were female, and 46 were male. 
  
The average age of all participants was 64 years of age, with a range from 
31 to 97 years of age.  The average age of the Area Agency of Western 
Michigan participants (62 years) was 4 years less than the participants in 
the Detroit Area Agency on Aging program (66 years).   
 
Table 1 
Gender and Age 
Categories Male Female Total Percent 
     
Age 44 and under 6 5 11 10% 
Age 45 to 54 11 11 22 20% 
Age 55 to 64 14 10 24 21% 
Age 65 and over 15 40 55 49% 
     
Totals 46 66 112 100% 

 
As Table 1 indicates, participants were more highly represented in the 
older age groups, but there were 11 participants under 44 years of age, 
and more participants 64 and under (57) than there were participants 65 
and older (55).   
This shows a larger representation of younger age groups at 51% than in 
the State’s general waiver population at 24% as a whole.  Some of this 
could be explained by the fact that NFTI Section 8 housing opportunities 
were limited to people under the age of 62, making it easier to transition 
those population groups.  It is also possible that this is due to a lower 
level of long term care needs in the younger age groups, thereby making 
transition easier.  It is particularly interesting given that the waiver 
agents have a longer history in working with elderly people, yet were very 
successful in working with younger transition candidates. 
 
The group was clearly different from the general statewide nursing 
facility population, where only 11% for the residents are under the age of 
65.   
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The number of males and females participating who were under 65 years 
of age was about the same, but there were over two and a half times as 
many females aged 65 or over (40) as males in that category (15).  Again, 
this is significantly different from the MI Choice Waiver and nursing 
facility populations where 73% of the participants are female and 26% 
male.  
 
Table 2 
Race Number Percent 
   
Caucasian 52 46% 
African-American 56 50% 
Asian/Pacific Islander 1 1% 
Amer. 
Indian/Eskimo/Aleut 3 3% 
   
Totals 112 100% 

 
 
As table 2 above shows, there was an almost even split of Caucasian (52) 
and African American (56) participants, with four additional people in 
other race categories (see Table 2).  The high number of people of African 
American race compared to the general long term care population (23% 
for MI Choice and 15% for nursing facility) is the likely result of the 
Detroit location for the project.  From the 2000 US Census, 
approximately 42% of Wayne County including the city of Detroit is 
African American compared to 14.2% for the state as a whole. 
 
 
Table 3 
Marital Status Number Percent 
   
Single / Never married 30 27% 
Married 14 12% 
Widowed 31 28% 
Separated 3 3% 
Divorced 21 19% 
Not Available  13 11% 
   
Totals 112 100% 

 
 
Table 3 displays the marital status of participants.  Of the reporting 
participants, only 14 were married, supporting the claim that people who 
are not married (and thus have no spousal support) are more likely to be 
in a nursing facility 
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Table 4 
Education Level Number Percent 
   
8th grade or less 9 8% 
Grades 9 - 11 19 17% 
High School 30 27% 
Tech or Trade 
School 1 1% 
Some College 17 15% 
Bachelor's Degree 4 3% 
Graduate Degree 2 2% 
Not Available 30 27% 
   
Totals 112 100% 

 
As Table 4 indicates, the majority of reporting participants had an 
education level of high school or less.  However, education level was not 
available for a significant number, 30 out of 112. 
 
 
Table 5 
Residential Setting/Svcs 
Rec'd Prior to NF Number Percent 
   
Nursing facility (NF) 47 42% 
NF & Rehabilitative 
Services 7 6% 
NF & Home Care (HC) 9 8% 
NF, HC, and Rehab 9 8% 
NF, HC, Rehab & MH or 
DD Facility 1 1% 
NF & Assisted Living 1 1% 
Home Care 4 4% 
Home Care & Rehab 12 10% 
None of the Above 3 3% 
Not Available  19 17% 
   
Totals 112 100% 

 
 
At initial assessment, the residential history of participants in the five 
years prior to assessment included 78 people who had been in a nursing 
facility (some with other living settings as well), and 15 people who had 
home care.  Of these home care recipients, 11 had rehabilitation services 
prior to the nursing facility. These numbers show the bulk of the 
participants had established nursing facility care histories, not just 
transitory in nature. 
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Table 6 presents the number and percent of the 86 participants with 
diseases recorded who were being treated for the indicated diseases: 
 
Table 6 

Diagnosis Description 
Number of 
Participants 

Percent of 
Assessed 
Participants 

Hypertension 33 38% 
Depression 28 33% 
Diabetes Mellitus 24 28% 
Arthritis 22 26% 
Anxiety 20 23% 
Congestive Heart Failure 16 19% 
Cerebral Vascular Accident 
(stroke) 15 17% 

Hypothyroidism 15 17% 
Coronary Artery Disease 14 16% 
Allergies 14 16% 
Anemia 11 13% 
Cataracts 10 12% 
Other fractures 9 10% 
Emphysema 9 10% 
Renal Failure 8 9% 
Hemiplegia/Hemiparesis 8 9% 
Peripheral Vascular Disease 8 9% 
Arteriosclerotic Heart Disease 
(ASHD) 7 8% 
Missing Limb 6 7% 
Osteoporosis 6 7% 
Cardiac Dysrhythmia 5 6% 
Other Cardiovascular Disease 5 6% 
Aphasia 5 6% 
Traumatic Brain Injury 5 6% 
Manic Depression (Bipolar 
disease) 5 6% 

Other Psychiatric Diagnoses 5 6% 
Asthma 5 6% 
Diabetic Retinopathy 5 6% 
   
Total Participants Assessed 86  

 
Of the 86 participants who were assessed with the MDS-HC, all of the 88 
diseases in the assessment were present and subject to treatment in at 
least one participant, with the exception of Parkinson’s disease, cerebral 
palsy and schizophrenia.  One participant had only one diagnosis noted 
(quadriplegia), while all others had multiple diseases that were being 
treated.  One participant who successfully transitioned to the community 
had eighteen different diseases that were being treated. Twenty six 
participants (112-86) were not assessed with the MDS-HC for several 
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reasons. Some residents moved out of the nursing facility shortly after 
contact with the NFTI case coordinator and before a full assessment 
could be conducted. Coordination of assessment staff schedules (one 
nurse and one social worker with the NFTI case coordinator) were a 
major contributing factor to this. 
 
Other diseases being treated in fewer than five participants included 
hyperthyroidism, hypotension, deep vein thrombosis, hip fracture, 
pathological bone fracture, Alzheimer’s disease, dementia, multiple 
sclerosis, paraplegia, quadriplegia, seizure disorder, transient ischemic 
attack, cancer, and glaucoma. 
 
 
Over 60% of the 80 participants for whom this information is available 
took 9 or more medications when first assessed.   
 
Table 7 
Number of 
Medications at 
Assessment 

Number of 
Participants Percent 

   
2 2 3% 
3 0 0% 
4 4 5% 
5 5 6% 
6 6 8% 
7 3 4% 
8 9 11% 

               9+ 51 63% 
   
Totals 80 100% 

 
 
MDS-HC Assessment Tools 
 
 
The State of Michigan Home and Community Based Elderly and Disabled 
Waiver uses the MDS-HC (Minimum Data Set for Home Care) to assess 
all Waiver participants.  This assessment tool was chosen because of the 
wealth of research information and measurements available from 
interRAI, Inc. the developers of the MDS family of assessment tools. 
 
Because the MDS assessment instrument is used to assess all residents 
of nursing facilities, and therefore is available in both the nursing facility 
and home care settings, it is possible to review a participant both in the 
nursing facility and once they had returned to the community using 
different scales developed by interRAI. 
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RUG III Case Mix Groups: 
 
An important measure of acuity in long term care participants is derived 
from the MDS assessment.  Called RUG (Resource Utilization Group), 
this acuity measure is calculated using information from the MDS-RAI or 
MDS-HC assessments.  Developed by interRAI researchers, the RUG 
score derived by algorithms from the MDS-RAI for nursing facility 
residents and MDS-HC for home care, groups participants into seven 
different categories of service utilization and thus presents a way to look 
at participant acuity.  The RUG categories in order from highest to lowest 
acuity are:  special rehabilitation, extensive services, special care, 
clinically complex, impaired cognition, behavior problems, and reduced 
physical functions. Table 8 shows this distribution for the NFTI 
population as well as a comparison to the statewide nursing facility 
population. 
 
The reduced physical function is of particular interest as a method of 
targeting residents with one or less ADL deficiencies and no nursing 
needs.  The lowest two RUGs groups, Reduced Physical Functioning A1 
and A2 represented or about 8% of Michigan’s nursing facility residents 
fall in this group or about 5,000 people statewide.  However, the 
distribution of NFTI participants shows that a person’s RUGs group may 
not bear a direct relation to a person’s ability to live successfully in the 
community.  Almost an equal number of the NFTI project participants fell 
into higher RUGs categories, such as special care, clinically complex and 
impaired cognition as they did the lowest level, reduced physical 
functioning.   This could mean that successful transitioning is due more 
to other community factors, such as availability of services and supports 
or a supports coordinator as provided by NFTI, than a person’s level of 
acuity. 
 
 
 
 
 
 
 
 
(The remainder of this page has been left intentionally blank to accommodate 

table 8 in its entirety on the page 9) 
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 Table 8 

Resource Utilization 
Group (RUG) 

NFTI 
Number of  
Participants 

NFTI 
Percent of 
Participants 

Nursing  
Facility* 

    
    
Special Rehabilitation         18         1%         4% 
Extensive Services           3       13%         3% 
Special Care         10       33%         9% 
Clinically Complex         11       27%       24% 
Impaired Cognition         11       14%       18% 
Behavior Problems           7         8%         1% 
Reduced Physical 
Functions         44       48%       41% 
Reduced Physical 
Functions - E           9% 
Reduced Physical 
Functions - D  

 
      19% 

Reduced Physical 
Functions - C  

 
        2% 

Reduced Physical 
Functions - B  

 
        3% 

Reduced Physical 
Functions – A2  

 

Reduced Physical 
Functions – A1  

         8% 

Total RUG assessments          79      100%     100% 
Unavailable*          33   
Total Participants        112   
 
*The RUGs grouper relies on elements in the MDS-HC assessment to 
calculate a score.  If the MDS-HC assessment is not completely filled out 
or not completed (as was the case for twenty-six, previously mentioned) a 
RUGs score will be unavailable. 
 
 
ADL Hierarchy 
 
The Activity of Daily Living (ADL) Hierarchy is a measure developed by 
interRAI researchers to determine different levels of physical functioning 
using the MDS-HC data.  The ADL hierarchy was derived from 
assessment items that conceptually measure early ADL loss (dressing, 
hygiene), intermediate ADL loss (transfer, locomotion, and toileting), and 
late ADL loss (bed mobility, eating).  The Hierarchy combines these ADLs 
into a comprehensive scale based on the degree of losses and 
performance level coding.   
 
The NFTI participants for whom this measure could be calculated at 
initial assessment were arrayed across the categories, with most 
participants falling in the Limited or Extensive 1 categories.   Only one 
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participant was independent, while three were classified in the total 
dependence category. 
  
 
Table 9 
NFTI ADL Scores compared to Nursing Facility - Michigan 

ADL Hierarchy 

NFTI 
Number of  
Participants 

NFTI 
Percent of 
Participants 

Nursing  
Facility* 

    
    
Independent          1         1%        7% 
Supervision        10       13%        8% 
Limited        26       33%      16% 
Extensive 1        21       27%      26% 
Extensive 2        11      14%      12% 
Dependent          7        8%      18% 
Total Dependence          3        4%      14% 
    
Total         79    100%    100% 
Unavailable*        33   
Total Participants      112   

 
*see discussion in table 8. 
 
This table shows difference in the ADL scores for NFTI transitionees and 
nursing facility residents.  While significant differences appear in ADL 
scores for the two groups, NFTI was able to find and transition people 
who were medically needy.  This profoundly underscores the desire and 
hopes that residents with physical disabilities have to return to the 
community.  Recently, in 2004 data, when asked to respond to MDS-RAI 
question Q1a, “Do you wish to return to the community?”  64% of the 
residents in Michigan’s Kent and Wayne Counties responded 
affirmatively.iii  
 
Cognitive Performance Scale  
 
The Cognitive Performance Scale (CPS) is a measure developed by 
InterRAI researchers to determine different levels of cognitive 
performance using the MDS-HC data, from intact to very severe 
impairment.  The CPS is a hierarchical index used to rate cognitive 
status.  The CPS has been validated against the Mini Mental State 
Examination.  The nursing facility CPS scales uses comatose to identify 
the most impaired group.  Because these types of persons are rarely seen 
in home care settings, a modified CPS for waiver participants based on 
four assessment items:  memory, cognitive skills for daily decision 
making, expressive communication, and eating. 
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Using the first assessment conducted for NFTI participants, the highest 
numbers of participants were in the intact category, with fewer 
participants in each category as the impairment increases. 
 
Table 10 
NFTI CPS Scores compared to Nursing Facility - Michigan 

Cognitive Performance 
Scale 

NFTI 
Number of  
Participants 

NFTI 
Percent of 
Participants 

Nursing  
Facility* 

    
Intact  32 38% 11% 
Borderline Intact  20 24% 9% 
Mild Impairment  14 17% 14% 
Moderate Impairment  11 13% 33% 
Moderately Severe 
Impairment    4 5% 12% 
Severe Impairment    2 2% 10% 
Very Severe Impairment    1 1% 11% 
    
Total   84 100% 100% 
CPS unavailable   28   
Total Participants 112   

 
 
 
 

 
 
 
 
 

(Remainder of page left intentionally blank) 
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Transition Outcomes 
 
Of the 112 people that participated in the NFTI project from December 1, 
2003 through April 30, 2004, 102 were able to transition to the 
community.  Of these, only 56 (50%) participated in post-transition state-
supported programs.  Another 46 (41%) required no further state-
supported services. 
 
Table 11 
NFTI Participant Transition 
Status     
       
       
Category Total Percent  

 

Program/Status 

Participants 
of 
Total 

      
Post Transition  HCBE/ED Waiver  43 38% 
Community Programs OSA Care Management  8 7% 
  OSA Targeted Care Management 2 2% 
  Transferred to DHS Program 2 2% 
  Local Agency Funds  1 1% 
   Total: 56 50% 
      
      

Transition Only 
NFTI Program Only; No Further 
Services 32 29% 

  No Further Contact  14 13% 
    Total: 46 41% 
      
      
Still in Nursing 
Facility 

Stayed in Nursing Facility; Closed 
NFTI 5 4% 

  
Still in Nursing Facility; may 
transition 5 4% 

    Total: 10 8% 
      
Total Participants   112  
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Current Status of Participants in Community Programs (as of 
September 13, 2005) 
 
Of the 56 participants who transitioned to community programs, 38 are 
still open in those programs. 
 
Table 12 
NFTI Community Programs 
Post Transition Status 

Post Transition Program Total 
Participants 

Still Open 
as of 

9/13/2005 

Percent 
Still Open 

HCBE/ED Waiver         43           33          77% 
OSA Care Management           8             4          50% 
OSA Targeted Care 
Management           2             1          50% 
Transferred to FIA Program           2     unknown    unknown 
Local Agency Funds           1             0            0% 
Total        56          38  

 
 
Waiver Services Provided to NFTI Participants After Transition 
 
The HCBS/ED Waiver provides a core set of services for people in the 
program that allow them to remain in the community.  These services 
include personal care, private duty nursing, Homemaker services, home 
delivered meals, personal emergency response systems, respite care, 
chore services (e.g. snowplowing), home modifications, medical 
equipment and supplies, and adaptive items to assist with necessary 
activities.  These services were provided as needed to waiver participants 
who had transitioned from nursing facilities.  Table 13 indicates the 
number of NFTI participants who received waiver services post-
transition. 
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 Table 13 
Distribution of Post Transition 
Waiver Services for 51 participants    
    

   
Service 

Number of  
Participants 
Receiving 
each 
Service 

Percent of 
Participants 

 
       
Personal Care 41 80%  
Homemaker 37 73%  
Emergency Response 
Systems 24 47%  
Home Delivered Meals 20 39%  
Special Waiver Service* 11 22%  
Private Duty Nursing 10 20%  
Specialized Medical 
Equipment 9 18%  
Personal Care Item 8 16%  
Tub Stool or Bench 8 16%  
Home Modifications 7 14%  
Respite Care 7 14%  
Chore Services 6 12%  
Enteral Formulae 6 12%  
Raised Toilet Seat 6 12%  
    
*  Includes security deposit, initial rent payment, appliances, 
furniture, etc. 

 
In the Home Modifications category, one NFTI participant required to 
have a ramp installed, and three needed specialized door locks  In the 
Special Waiver Service category, four participants needed to have a 
security deposit or initial rent paid, and a few need appliances and 
furniture.  One participant required an over tub sliding bath system, the 
most expensive item was purchased for these NFTI participants. 
Since the start of the program through May, 2005, the total cost of 
HCBS/Ed Waiver services for all participants was $282,479.  This total 
covers 308 participant months, for an average cost per participant month 
of $917.  This compares to a cost of approximately $3450 per month in a 
nursing facility ($115 per day). 
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Waiver Service Costs for ADL Hierarchy Groups 
 
The following table presents HCBS/ED Waiver costs for NFTI 
participants by ADL Hierarchy groupings.  There were 51 participants 
who were scored on this scale who had service codes during the period 
from January 1, 2004 through May 31, 2005.  The average cost per 
service month is highest for those in the Extensive 1 category, and range 
from $493 to $893 for the other groups. 
 
Table 14 
Waiver Service 
Costs 
For NFTI 
Participants 
by ADL Hierarchy 

Number of  
Participants 

Number of  
Service 
Months 

Average Cost 
per Service 
Month 

    
Independent 0 0 $0 
Supervision 2 18 $493 
Limited 17 98 $775 
Extensive 1 11 81 $1,406 
Extensive 2 5 41 $716 
Dependent 5 33 $893 
Total Dependence 1 4 $821 
No ADL, not 
classified  10 33 $657 
    
Total  51 308 $917 
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Waiver Service Costs for Cognitive Performance Scale Groups 
 
The following table presents HCBS/ED Waiver costs for NFTI 
participants by CPS groupings.  There were 51 participants who were 
scored on this scale who had service codes during the period from 
January 1, 2004 through May 31, 2005.  The average cost per service 
month is highest for those in the “Intact” category, which is also the 
category with the most participants.  The other monthly costs range from 
$575 to $821 for the other groups. 
 
Table 15 

Service Costs For NFTI 
Participants by CPS 

Number of  
Participants 

Number of  
Service 
Months 

Average Cost 
per Service 
Month 

    
Intact         17       131     $1,231 
Borderline Intact           8         56     $   763 
Mild Impairment         10         53     $   642 
Moderate Impairment           6         36     $   787 
Moderately Severe 
Impairment           1           4     $   821 
Severe Impairment           1           7     $   575 
Very Severe Impairment           0           0     $       0 
Not Classified           8         21     $   417 
    
Total         51       308     $   917 

 
 
Comparison of Pre and Post Nursing Facility Costs 
 
It was possible to compare Nursing Facility six month pre-transition 
costs and six month post-transition costs for six NFTI participants.  
Others had not been in either the Nursing Facility or the Waiver long 
enough for a six-month comparison.   Overall, community services for 
participants cost about 25% of what was charged by the nursing facility 
in the six months before transitioning.  For the largest group, who saw a 
90% reduction in cost, include people who returned to the community 
with a minimum of Medicaid supports and who did not enroll in any 
ongoing long term care services and supports program.  The other 
programs group includes people who chose a variety of programs for 
people with service and supports needs outside the Medicaid long term 
care programs such as the Department of Human Services Home Help 
program, Office of Services to the Aging Care Management Program and 
Targeted Care Management.   
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Table 16 
Summary Costs by Population Group Served/Medicaid Paid Claims 
6 months pre transition vs. 6 months post transition 
 
Population Number of 

Participants 
Total Claims Cost Shift 

  Pre  Post Amount Percent 
All NFTI 112 $1,797,258 $441,918 $1,355,340 -75.4 

MI Choice 
Waiver 43 $736,239 $293,261 $  442,978 -60.1 

Other 
Programs 19 $331,927 $79,852 $252,075 -75.9 

NFTI in 
Community 46 $729,092 $ 68,805 $660,287 -90.5 

Still in NF 4 $103,421 - 0 0 
 
Table 17 shows examples from the project of transition costs for 
individual participants.  Waiver costs include all costs for the thirteen MI 
Choice waiver services:  personal care, home maker, home delivered 
meals, medical supplies, home modifications, transportation, chore, 
respite, counseling, private duty nursing, personal emergency response, 
personal care supervision, and adult day care.  Medicaid costs include 
other state plan services such as pharmacy, therapies, and hospital.   
 

Table 17 
Sample Pre and Post Transition Total Medicaid and Waiver Costs    
Sept. 15, 2005         
          
          

      
Total Six Month Medicaid 

Costs for: Cost    
Community 
Costs 

  Six Mo. Cost   Other  Difference  
as % of NF 
Costs 

  Nursing Facility   Waiver  Medicaid Total         
          
          
Person A $18,788  $3,444 $2,072 $5,516 $13,272   29% 
Person B $14,363  $10,260 $1,464 $11,724 $2,639   82% 
Person C $25,547  $8,944 $863 $9,807 $15,740   38% 
Person D $12,261  $4,629 $1,410 $6,039 $6,222   49% 
Person E $27,869  $7,682 $3,066 $10,748 $17,121   39% 
Person F $26,498  $8,164 $8,303 $16,467 $10,031   62% 
Person G $24,170  $21,369 $12,028 $33,397 -$9,227  Hosp* 138% 
Person H  $10,050  $2,905 $847 $3,752 $6,298   37% 
          
          
Total $159,546  $67,397 $30,053 $97,450 $62,096   61% 

 
* NFTI costs are inclusive of a hospital stay. 
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Transition Barriers: 
 
Comments from both sites have been combined in the list. 
 

1) Lack of person centered community supports and community 
supports coordinator.  Residents in facilities for more than a 
few weeks start to loose their connections to the community.  
Once these connections are lost, it becomes nearly impossible 
for a person to orchestrate their own transition.  A surrogate or 
community supports coordinator is required to reconnect the 
individual to the community supports and services.  Funds are 
required to pay for transition expenses.  Availability of both 
these were reasons for NFTI’s success.  This barrier results 
from a set of false biases commonly held by the general 
population of citizens and health professionals: 

a.  Often people do not consider community living a “safe” or 
“appropriate” living arrangement for people with 
significant long term care health needs for services and 
supports.  Because of this bias, people are not even 
offered the option of community living.  Many NFTI 
participants were placed in nursing facilities with no 
discussion or explanation of other options for community 
living.   

b. Person centered, consumer driven decisions are not the 
“norm” for providers in the long term care health area, 
more often decisions are driven by the medical 
professionals or family members, not the person. 

 
2) Lack of an information source to receive information about long 

term care and community living options.  Residents reported 
not being able to access a telephone, fax or internet to assist in 
this effort.   

3) Lack of funds to pay for services and supports due to the state’s 
budget crisis.  During the first two years of the NFTI project the 
MI Choice Waiver was closed to new enrollments.  This made it 
very difficult to transition people with significant health needs.   

4) Housing Issues:  This is the single most difficult barrier for 
residents to tackle once they have lost community supports. 

a. More subsidized housing, for all ages.  The limitation of 
vouchers to age 62 and younger was a barrier to placing 
older residents in the community. 

b. Education for landlords on the special needs of the long 
term care population and how to accommodate them in a 
successful housing arrangement.  

c. Lack of a directory of housing options and availability.  
When the need arises to locate housing that is acceptable 
to the participant, there is not a web site or housing 
resource directory containing information on publicly and 
privately funded housing including assisted living, 
apartments, condominiums, single family homes. 
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d. MI Choice Medicaid waiver cannot pay for services in 
licensed assisted living. 

e. Current Medicaid waivers for home and community based 
services cannot include housing costs (rent or purchase) 
while the nursing facility rate does. 

5) Services and person centered planning and direction:  
Residents encounter a grinding mass of paperwork, forms, 
conflicting program instructions and assessments that often 
become barriers in themselves.  People should be put first, with 
a focus on their hopes and desires for a better more productive 
life.   

6) Financial assistance and financial planning:  Many residents, 
particularly younger people with disabilities, may have not had 
the opportunity to manage their own finances and require 
assistance to take on this responsibility.  

a. lack ability to save funds to transition:  after nursing 
facility expenses, residents are left with about $60 per 
month.  This is not enough to save towards transitioning 
to the community. 

b. Poor credit history:  For a variety of reasons do to poor 
health, lack of planning, guardianship issues, and no job 
or income, most NFTI participants had serious credit 
problems.  These had to be resolved before a landlord 
would consider renting an apartment. 

7) Lack of support from corporate guardians 
8) Nursing facilities do not keep resident data up to date. This 

makes transition planning difficult because key elements about 
the person’s supports and care needs are missing and/or not 
current.  

9) Residents are reluctant to share personal and financial 
information with supports coordinator. 

 
NFTI Transition Accomplishments: 
 

 Established ability to provide independence to persons who 
previously had no hope of returning to the community 

 Transitioned 112 people to the community 
 Demonstrated ability of MI Choice Waiver program to be a strong 

partner in long term care services, supports and transition 
 Demonstrated MI Choice waiver programs commitment to person 

centered planning for younger persons with disabilities and elderly 
persons 

 Savings established in long term care costs  
 Community outreach activities, i.e., permanently expanded 

number of contacts available to assist in relocation of nursing 
facility residents back to the community  

 Outreach efforts have created a heightened awareness of housing 
challenges, especially for disabled participants under 55 years of 
age. 

 Outreach activities have created new opportunities for long term 
care residents 
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 NFTI project informed MDCH, DAAA and AAAWM and participating 
agencies regarding barriers and cost savings. 

 Helped define and develop statewide policies and procedures for 
transition expansion. 

 
Future Actions to NFTI Challenges, Conclusions and Discussion: 
 

1) Many people residing Michigan nursing facilities can return to the 
community.  In the NFTI group, 41% of the people transitioned 
with no further service needs.  The remainder had moderate to 
high needs similar to all nursing facility residents but still chose to 
live in the community.  This represents a significant expense to the 
state that should be reduced as soon as possible by expansion of  
transition and diversion models statewide using NFTI techniques, 
including: 

a. Providing supports coordination to nursing facility residents 
who wish to develop transition plans to move back to the 
community 

b. Funding for transition costs (rent deposits, household 
furnishings, transportation), including funding for non 
Medicaid and non medically eligible residents 

2) People requiring long term care can live successfully in the 
community.  Most of the people who did need long term care 
services were still living in the community at the end of the project.   

3) The MI Choice Waiver agents can provide effective and less costly 
alternative to institutional care.  Service costs were less than one 
third the cost of a month in an institution.   

4) Build local collaborative whose focus is to assist people to move 
out of nursing facilities and wish to live in the community. 

5) Encourage communities to develop local consortia that combine 
Centers for Independent Living, Mi Choice Waiver and other 
service/housing providers to develop and implement transition 
plans 

a. Develop discussion groups to work out special issues that 
would aid in transition such as pain management, arranging 
transportation, substance abuse, and employment 
counseling. 

b. Use consortia to mobilize local resources and create a 
climate of change to educate people on person centered 
planning, choice and control and the appropriateness of 
community home based care. 

6) Develop an information and referral function to provide people 
with up to date information on alternatives to institutions. 

a. Develop state level money follows the person model, as 
people shift from one care system to another the long term 
care funds would follow them. 

b. Develop an ongoing transition and diversion program by 
redirecting funds previously used for people in institutions 
who now reside in the community.  
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7) Close nursing facility beds and/or waiver slots as people transition 
to community based care 

8) Fund advanced research to refine NFTI findings 
9) Annually rebase long term care funds to follow person directed 

care settings 
10) Revise long term care quality management plan to include 

transition and diversion status and measurement indicators. 
11) Include housing, in addition to home modification, as a core long 

term care service 
12) Provide financial counseling services:  poor credit history is one of 

major barriers to finding a place to live outside of the institution  
13) Develop and education and training program to raise community 

awareness to the appropriateness of home and community based 
services for people with long term care needs. 

14) Work with nursing facilities to develop new models of care that 
more closely resemble community living. 

 
In closing, the NFTI transition program demonstrated that most people in 
nursing facilities who have long term care supports and services can live 
in the community successfully.  Some need extensive services but an 
equal number really only need housing and supports.  Nursing facility 
residents should be helped at all cost to regain community living in a 
setting that achieves their wishes and desires for a better life.
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Attachments 1  
 
Nursing Facility Transition Project Data Collection:  MI Choice Face 
Sheet 
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Attachments 2 
 
Nursing Facility Transition Project Data Collection:  MI Choice 
Assessment 
 
(Rest of this page is left blank) 
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Attachment 3:  MI Choice NFTI User Guide 
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MICIS Service Bureau Nursing Facility Transition Initiative (NFTI) 
Data Collection Guidelines August 19, 2004  

Nursing Facility Transition Initiative (NFTI) participants will be 
tracked using MICIS.  This document outlines MICIS data collection 
requirements and options for NFTI participants.  

I. NFTI Screen  

Potential NFTI participants are screened using the MICIS screen, 
which must be entered to MICIS as a first step in data collection.  

Once the screen is entered, a facesheet and assessment are 
generated to use in conducting the assessment interview.  

II. NFTI Facesheet and Assessment Data Collection  

A. Participant Identification by Referral Type  

All participants served in the NFTI program must be entered 
using “NFTI” (Referral Type code 14) as the Referral Type in 
the MICIS Facesheet. This is the data item that will be used 
to identify NFTI participants across all agencies.  

B. Other facesheet and assessment data collection for NFTI 
participants is handled as with all other participants.  

C. All NFTI participants need to be entered to MICIS, 
whether or not they will receive ongoing services.  

III. NFTI Status Data Collection  

A. Waiver Status: Client Type  

During the time that a person is receiving transition services, 
including housing plan development, they will be designated 
as a NFTI participant (using the NFTI Client Type in the 
MICIS Waiver status table) as long as they are not being 
served in another program such as the Waiver or Care 
Management.  If a NFTI participant comes directly into 
another program at the agency (e.g. the Waiver), they will be 
designated as a Waiver Client Type from the beginning.  It is 
not necessary to assign the NFTI Client Type unless the 
participant is served in NFTI before becoming eligible for 
another program.  
Some persons may remain in the NFTI program and not be 
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moved to a different program.  These persons will remain in 
MICIS with the NFTI Client Type (and the mandatory NFTI 
Referral Type) until they are closed.  

Persons can move to and from the NFTI Client Type as 
required within a given episode.  

B. MOU Status Agents can apply for MOU status for NFTI 

participants if appropriate.  

C. Movement from MICIS Program to Nursing Facility and Back 

to Program  

A person who is in MICIS (in one of the existing programs) 
who then moves to a nursing facility would typically be kept 
open (in Care Management or Waiver Ineligible) in 
anticipation of the return.  However, if the person is 
transitioned back to the agent using the NFTI program, the 
only way to appropriately track the NFTI participant is to 
create a new episode, using the NFTI Referral Type code.  

IV. Care Plans: Housing Plan Development and Transition Services  

A. Tracking NFTI Services in Care Plans  

NFTI services will be tracked during the time a housing 
plan is being developed and transition is occurring.  

A special list of service codes (Attachment A) has been 
created to identify NFTI transition services. Care plans 
should be created for these services as required by the 
person’s transition plan.  

B. NFTI Fund Sources  

NFTI Housing Plan and Transition services should be 
entered using the fund source code 972, NFTI Transition 
Funds. This code should be used for all purchased NFTI 
services identified in Attachment A.  

A donations fund source code (703) can be used for donated 
items.  

C. Movement from NFTI to Another Agency Program  

When (and if) the person enters another program, such as 
the Waiver or Care Management, the services delivered in 
this program will be tracked as they are with any other 
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agency client. New care plans should be created with the 
appropriate fund sources for these services.  

V. Tracking Care Manager Time  

A. At the Agent discretion, Care Manager time spent in NFTI 
activities can be tracked in MICIS. Care Managers would 
need to keep track of time spent on behalf of each NFTI 
participant, including assessment time, housing 
negotiations, phone calls, shopping, client contacts, etc.  

B. The Care Manager service would be entered to MICIS Care 
Plans using service T1016 (Case Management), and fund 
source 972 (NFTI transition).  An appropriate template can 
be created to use in posting bills.  

C. “Bills” can be posted using this care plan to indicate the 
number of 15-minute units spent on behalf of the client.  
These “bills” can be posted daily as they occur, or in 
aggregate weekly or monthly.  

D. As an option, more detailed services could be created to 
differentiate services (for example, housing work, shopping, 
phone calls, travel time, etc), using standard remarks.  This 
means that separate care plans would need to be created for 
each of these services. If necessary, CIM will add standard 
remarks for these additional services.  

VI. NFTI Bills and Waiver Claims  

A. Bills will be posted against care plans for NFTI participants 
in the same way that bills are posted for regular MICIS 
participants.  

B. If a NFTI person is moved into the Waiver, the normal data 
collection rules are required (Waiver Client Type, Waiver-
funded care plans and bills).  The Medicaid claims for these 
services will be generated in the same way as all other 
Waiver participants.  

VII. NFTI Reporting  

A. NFTI Participants in Other Agency Programs  

Once in another program like the Waiver, NFTI 
participants will be handled as any other Waiver 
participant.  They will:  

1. 1. Use Waiver days like any other Waiver participant  
2. 2. Be included in the Waiver Enrollment report  
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B. DCH Identification of NFTI Participants  

DCH will identify NFTI participants and remove their 
costs from Cost Reconciliation processing. These costs 
will need to be monitored against the $100,000 NFTI 
grant.  

C. NFTI Service Days and Service Costs  

Service costs for NFTI participants who never move to 
another Agency program will need to be tracked by 
participant. The NFTI referral source will be used to identify 
all participants transitioned, and service costs for this 
referral source will be presented in a report by fund source 
and service.  

Service costs for NFTI participants who do move to another 
Agency program (like the Waiver) will also need to be tracked 
by participant.  Agents will need to be able to identify both 
days and service costs for NFTI participants; this will allow 
the calculation of administrative costs for each day, and 
service costs (both detail by participant and summary by 
service) to count against the $100,000 grant. CIM will 
develop scripts to provide these reports.  

D. Individual RUG Reports for NFTI Participants  

The RUG Reports are available by specifying a Client ID, so 
they could be run for NFTI participants. The current version 
of RUG cost reports can only be run by Client Type, and 
since NFTI participants may include different type of clients 
it is not currently possible to run them as a group for only 
NFTI participants.  

E. Individual Quality Indicator Reports  

QI reports are available by Client Type, but since NFTI will 
be tracked using a referral source, the current version of QI 
reports cannot be run as a group for only NFTI participants. 
These reports can be run for individual NFTI participants.  
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Attachment A MICIS Service Bureau NFTI Service Data Collection 

April 22, 2004  

The Nursing Facility Transition Initiative (NFTI) provides special services 
to participants who are establishing residence in the community after a 
nursing home stay.  The NFTI programs need to be able to track both the 
traditional in-home services provided to participants, and the more 
specialized NFTI services. The following HCPCS codes and standard 
remarks will enable NFTI Agents to collect information about the 
specialized services in the MICIS Care Plan and Billing modules.  Some of 
these codes have been added for the NFTI program, and others were 
already available for other programs.  

HCPCS  HCPCS  Standard  Includes:  
Category  Code  Remark   

Housing  99199  9908  Rent  
  9909  Security deposit  
  9910  Section 8 voucher  

Household  99199  9009  Cleaning products, linens, towels, 
blanket,  

Supplies    pillow, laundry basket, waste 
basket,  

   vacuum, paper products, soap, 
toothbrush,  

   toothpaste, etc.  

Kitchen  99199  9009  Utensils, cookware, dishes, glasses,  
Supplies    containers, small appliances, 

microwave,  
(same code 
as  

  plastic wrap/foil  

Household     
supplies)     
Utilities  99199  9013  Telephone, past due utility fees, 

electric, gas, cable  
Furniture  99199  9014  Dining table and chairs, sofa, chair, 

end table, TV stand, bed, mattress, 
lamp  

Groceries  99199  9015   

Pharmacy  H2010  2000  Medication management, collection 
of NF  

Transfer    medications, transfer of 
prescriptions to  

   community drug store  
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i The MI Choice Waiver Program is a 1915c Medicaid Waiver Program funded under Title 19 of the Social 
Security Act. Through this program, eligible adults who meet income and asset criteria can receive 
Medicaid-covered services like those provided by nursing homes, but can stay in their own home or another 
residential setting. Each participant can receive the basic services Michigan Medicaid covers, and one or 
more of the following services unique to the waiver: Homemaker services, Respite services, Adult day 
care, Environmental modifications, Transportation, Medical supplies and equipment not covered under the 
Medicaid State Plan, Chore services, Personal emergency response systems, Private duty nursing, 
Counseling, Home delivered meals, Training in a variety of independent living skills, Nursing  Facility 
Transition Services. 
 
ii It is not intended to be generalized to the larger nursing facility population given the relatively small 
number of participants in the program.  It is limited to people in a select number of nursing facilities who 
indicated a desire to return to community living in two Michigan counties, Wayne and Kent. An 
expanded sample size of at least 300 participants would be necessary to present qualitative comparison 
data for the entire state of Michigan. 
 
iii Frequency of Q1a in CY 2004 for only Kent and Wayne counties, July 2005, Michigan MDS repository, 
special report from the University of Michigan.  Note that this includes both Medicare and Medicaid 
residents of Michigan nursing facilities. 
 


