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BACKGROUND 

The Mental Illness, Mental Retardation, Developmental Disabilities, and Brain Injury 
Service Delivery System Restructuring Task Force was created by the Seventy-fourth General 
Assembly, 1992 Session, in 1992 Iowa Acts, chapter 1241, section 26. During the 1992 
interim period, the Task Force consisted of 23 members representing consumers, state and 
county officials, services providers, and business and industry. A Report was submitted for 
consideration during the 1993 legislative session. The members of the Task Force felt that 
there was inadequate time to complete a restructuring plan and many members continued to 
meet following submission of the report. 

The Task Force's existence was formally continued by action of the Seventy-fifth 
General Assembly, 1993 Session, in 1993 Iowa Acts, chapter 172, section 46. For the 1993 
interim, the membership was increased to 25 members to include additional legislators. The 
1993 membership list is attached as Appendix 1 of this Report. 

The Task Force has submitted the following three reports to the Governor and the 
General Assembly: an initial report in December 1992, a more detailed report in January 
1993, and an interim report in the summer of 1993. This Report is intended to incorporate the 
elements of the previous reports in providing a comprehensive set of recommendations to 

restructure the service delivery system available to persons with disabilities. 

SUMMARY OF RECOM"MEl''DATIOlSS 

The Task Force has concluded that the current system of delivering and funding 
services is flawed beyond adjusonent or modification and must be completely restructured. 
The Task Force recognizes that completely changing the system cannot be accomplished 
immediately. Change will require careful planning and revising of the responsibilities of all 
who are involved in the system. Consequently, this Report identifies a replacement system of 
services, recommends a process for implementing the set of replacement services, and 
provides initial steps for restructuring the current system until a significant amount of 
resources can be committed to a new system. 
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The recommendations can be categorized under the following general subject matter 
headings: 

1. Revise services to be more focused upon the needs of consumers. 
2. Move to equity of service availability around the state and to a core set of basic 

services. 
3. Increase the leadership role of the state in service delivery and funding. 
4. Maximize current fmancial resources in the near term through the use of federal 

funds and redirect funds away from institutional services to community-based 
services. 

5. Restructure the system over the five-year period of FY 1994-1995 through FY 
1998-1999 by expanding the use of the regional planning councils, implementing a 
revised role for the state, and capping county expendirures. 

The recommendations contained in this Report focus upon the near term and the long 
term. The report is organized to set forth each recommendation in general terms followed by 
explanation and detailed action steps. Fiscal analysis of the recommendations is being 
prepared by the Legislative Fiscal Bureau for distribution during the 1994 Legislative Session. 

RECOMMENDATJONS I AND U; REVISE SERVICES - MOVE TO EOVITY OF 
SERVICE AVAILABILITY 

The Task Force focused considerable attention on the components of a new service 
delivery system. The Task Force has consistently stressed that the services available to 
persons with mental illness, mental retardation. developmental disabilities, and brain injury 
should be tailored, consistent with the best professional jUdgment, to the needs of the persons 
who use the services. The initial reports identified basic principles for persons with 
disabilities and their families to be able to exercise choices and to be empowered to exercise 
basic rights and accept responsibilities, and for the development of a system that supports 
persons with disabilities' involvement with their communities. 

In addition to basic values for a service system. the Task Force has outlined operational 
principles and specific core services that should be available to persons with disabilities in 
every area of the state. These items, which were identified in the initial reports, are attached 
to this Report as Appendix 2. 

RECOMMENDATJON III; INCREASE STATE LEADERSHIP 

Fragmentation is a major problem with the current system. The Task Force does not 
advocate a single centralized system. The Task Force advocates a locally focused system in 
which regional access, planning, and decision making is maximized. The Task Force 
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advocates that the state assume a greater leadership role by coordinating planning with the 
regional planning councils and providing the councils and other local governments with 
technical assistance, by developing data resources, by helping to maximize the use of federal 
resources, and by revising funding priorities from institutional care to community-based care. 
The state must establish and fully implement a public policy to serve all people with mental 
illness, mental retardation, developmental disability, and brain injury in order to successfully 
restructure the system of services and funding. This policy must include an increase in state 
funding of services in partnership with' other governments. 

A policy for increased state leadership and funding must provide direction for 
short-term action as well as long-term implementation. This report contains detailed 
recommendations for immediate legislative action during the 1994 Legislative Session and for 
implementation in FY 1994-1995 through FY 1998-1999. 

RECOMMENDATION IV; MAXIMIZE CURRENT FINANCIAL RESOURCES I!Ii 
THE NEAR TERM THROJiGH THE USE OE FEDERAL FlJlloDS AND REDIRECT 
FUNDS AWAY FROM INSTITlITlONAL SERVICES TO COl\fMlJNITY-BASED 
SERVICES, (fY 1993-1994 AND EY 1994-1995) 

Current financial resources can be maximized by the following means: 

1. Carry over from one fiscal year to the next any unspent funding for persons with 
disabilities. 

2. Capture all the federal funding available for services to persons with disabilities, 
beginning with vocational rehabilitation and housing funding. 

3. Dedicate Medicaid savings from services to persons with disabilities to other 
Medicaid services for persons with disabilities. 

4. Expand the use of Medicaid to pay for services for persons with disabilities. 
5. Require the Department of Human Services to complete a five-year plan to close or 

to shift to other purposes two Mental Health Institutes and one State 
Hospital-School. 

6. Implement stannory and regulatory changes to improve the system and service 
equity. 

7. Provide for greater flexibility in the use of funds appropriated for disability 
services. 

1) Carry over from one fiscal year to the next any unspent funding for persons with 
disabilities. 

In FY 1992-1993, $3,285,634 reverted to the General Fund from MH/MRlDD 
appropriations to the Department of Human Services (DHS). Beginning with FY 1993-1994, 
unexpended funds should be targeted for the development and expansion of contemporary, 
community services to assist counties in their efforts. There should be an ongoing policy not 
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to revert these funds at the end of a fiscal year but instead carry the funds over into the 
succeeding fiscal year as additional funding for developing and expanding contemporary, 
community services. 

2) Capture all the federal funding available for services to persons with disabilities, beginning 
with vocational rehabilitation and housing. 

Additional federal funding can be drawn down for services to persons with disabilities. 
Iowa can capture at least $ 1.9 million in additional federal funds for vocational rehabilitation 
services and these funds can be used to provide vocational rehabilitation, including supported 
employment at the local level. During state FY 1992-1993 these available funds were not 
drawn down by the Department of Education. In addition, Iowa can utilize federal housing 
assistance by making special efforts to utilize this assistance for persons with disabilities. 

For state FY 1993-1994, the match for federal vocational rehabilitation funding can be 
provided by local governments. 1993 Iowa Acts, chapter 179, section I, subsection 3. 
paragraph "a". provides that funds other than state funds can be used as the match. This 
language allows county and private funds to be used for meeting the match. As counties 
already pay for vocational services, use of this funding for the match could result in an overall 
savings for counties or allow them to spend their savings or redirect the funding to expanded 
services or to services for more people. The Division of Vocational Rehabilitation of the 
Department of Education is the agency held responsible for the appropriate use of these funds 
and will need additional staff resources to ensure the funding is used appropriately. 

The match provision only applies to state FY 1993-1994 so additional language must be 
included in the Department of Education's appropriation bill for state FY 1994-1995. The 
provision should not be used by the state to avoid a long-term funding responsibility. In fact, 
the state should provide an additional match for these federal funds. This provides a way for 
the state to increase its partnership in an area where the total cost liability is easily identified 
and controlled, thus helping to lower property taxes. 

Other federal funding is available for housing assistance which could be targeted to 
provide housing outside institutional residential settings for persons with disabilities. The 
Task Force has identified these possibilities for tapping this federal funding: 

a. Develop a state funding program for the purpose of providing matching funding to 
local governments for drawing down federal housing assistance. 

b. The state should assist local governments, including planning councils, in 
implementing the ad vance planning needed to obtain federal housing assistance. 

3) Dedicate Medicaid savings from services to persons with disabilities to other Medicaid 
services for persons with disabilities. 

The state has implemented various strategies intended to reduce the growth of Medicaid 
spending such as managed care and prior authorization of certain drugs. In FY 1992-1993. 
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$14,035,829 of the $276,161.251 appropriation for Medicaid was not expended and reverted 
to the General Fund of the State. In FY 1993-1994 and beyond, that portion of Medicaid 
reversions which relates to mental health, mental retardation, developmental disabilities, and 
brain injury should be redirected in the succeeding fiscal year to fund services for persons in 
these categories. For the bst investment, the state should use these funds to implement 
additional Medicaid programs to provide community services, such as the personal care 
option, the Medicaid Rehabilitation option for persons with mental illness, and home- and 
community-based services waivers for persons with developmental disabilities and brain 
mJunes. 

4) Expand the usage of Medicaidfunding 10 pay for services to persons with disabilities. 

For services covered under Medicaid, the federal government will provide matching 
funds on approximately a 2-to-l ratio. The Task Force consultants stressed that it is more 
important than ever to maximize the use of Medicaid because of pending or potential federal 
spending cuts and health care reform. The rationale is that the recent budget compromise calls 
for unspecified Medicaid cuts and health care reform may limit future increases in federal 
spending for Medicaid, so it may be more difficult in the future for a state to implement an 
option that has not been previously used. 

The Task Force stresses the importance of making progress toward the general goal of 
increasing state participation in funding disabilities services. To further this goal, the state 
and counties should share the nonfederal portion of the costs of new Medicaid services for 
persons with disabilities. 

As existing state and county funding is redirected, the funding should be used to 
implement the following Medicaid provisions: 

a. Develop and implement the Medicaid rehabilitation option for persons with mental 
illness by redirecting state and county funds which are now used to purchase similar services. 

b. Make personal assistance services available by implementing the personal care 
option in the Medicaid program and paying for the services by reducing state and county 
expenditures for institutional residential settings. 

c. Develop and submit waivers under the Medicaid Home- and Community-based 
Services Waiver Program targeted to persons with developmental disabilities (other than 
mental retardation) and brain injuries by redirecting county and state funds which are now 
used to purchase similar services. 

d. Modify the existing Medicaid Home- and Community-based Services Waiver 
Program directed to persons with mental retardation to facilitate downsizing the state 
hospital-schools. 

5) Require the Department of Human Services 10 complete a jive-year plan for closing or 
realigning 10 other purposes two Mental Health Institutes and one Staze Hospital-School. 

The Department of Human Services should be directed [Q complete a five-year plan for 
closing or realigning to other purposes two Mental Health Institutes and one State 
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Hospital-School. The plan should ensure that community services are in place prior to the 
elimination of the institutional service and that the quality of the institutional services 
continues to be a priority while the quantity of services is being reduced. Any state or county 
savings should be directed to community services. 

6) Implement statutory changes to improve the system and service equity. 
a. Improve the legal settlement process used by the counties and the state. Until 

statewide service equity is achieved, the current process could be improved by implementing a 
binding arbitration or mediation process in determining the party legally responsible for the 
costs of services provided to a person with disabilities. 

b. A fiscal year should be identified and adopted as the base year for overall county 
and state financial maintenance of effort for funding of services and support for persons with 
disabilities. Any financial maintenance of effort requirement should be crafted with the goal 
of fust providing funding for a set of core services that would be available in each county. 

c. Revise starutory provisions under the program which waives local building code 
requirements for certain community residences used by persons with disabilities to also include 
housing for persons with brain injury. 

d. Revise regulatory provisions to reflect a consumer-centered system. It is possible 
that some regulations increase cost without improving quality for the consumer. A 
state/county ICF/MR cost-containment committee is reviewing ICF/MR requirements and the 
committee's findings should be widely disseminated for review and comment and be carefully 
considered by the Department of Human Services and Department of Inspections and Appeals 

e. Revise the mem~rship of the Mental Health and Mental Retardation Commission to 
reflect all affected populations by filling unused local coordinating board slots with 
representatives of persons with developmental disabilities and persons with brain injury. In 
addition, expand the role of the Commission to include responsibility of planning for services 
to persons with brain injury and with developmental disabilities other than mental retardation. 

7) Provide for greater flexibility in the use of funds appropriated jor disability services. 
Even the best planning and budget projection systems cannot accurately predict the 

exact appropriation needed to provide the necessary quantity of services to individuals. The 
recent demonstration projects in certain counties in which the state funds for child welfare and 
juvenile justice are decategorized combine funding flexibility with planning. The 
decategorization projects allow tailoring of the purchase of services to an individual child's 
needs while remaining within an overall budget. Both the state and counties should initiate 
projects which utilize flexibility to shift moneys between appropriations in order to provide 
consumer-centered services. 
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Recommendation V: Restructure the system over the the-year period of FY 1994-1995 
through FY 1998-1999 by expanding the use of the regional planning councils, 
implementing a revised role for the state, and capping county expenditures. 

The restructuring would consist of the following major components: 

1. Provide for an incremental shift from a county-centered system to a regional 
planning system based upon state-determined standards over the five-year period beginning 
with FY 1994-1995 and ending with FY 1998-1999. 

2. ClarilY the stale role as one of standardizing services and service purchases, 
developing uniform eligibility guidelines, preparing comprehensive plans based upon regional 
input and equitable access 10 service opporrunities regardless of geography and disability 
service grouping. and equalizing services between disability groups. 

3. Revise funding for disabilities services by capping county expenditures and 
requiring the state and counties to maintain a specified level of spending. 

1) Provide for an incremental shift from a county-centered system to a regional planning 
system based upon state-detennined standards over the five-year period beginning with FY 
1994-1995 and ending with FY 1998-1999. 

Background 

The regional planning councils were created in temporary law for FY 1992-1993 and 
FY 1994-1995. The counties were required 10 create the planning councils as a condition of 
receiving Iheir share of state funding for services to persons with disabilities. The counry or 
counties comprising a planning council are 10 include a population of at least 40,000 or utilize 
the borders of the Department of Human Services' county clusters. Under the provisions of 
the temporary law, there are 36 planning councils in the state. The membership of each 
planning council is to be determined by the counties comprising the council with certain 
specified representatives. The planning councils must annually submit plans for services 
within their area to the Department. 

Recommendations 

The Task Force recommends strengthening the planning council system by enacting 
the following provisions into permanent law: 

a. Establish the councils as independent statutory entities. 
b. Recommend the expenditure of all state and county funds and to the extent 

possible, federal funds, through the planning councils by the end of the four-year phase-in 
period of FY 1994-1995 through FY 1997-1998. Final financial authority should remain with 
the taxing jurisdiction. 

c. By the end of the phase-in period, utilizing the core service package developed 
by the state. authorize the planning councils to recommend to the boards of supervisors 
associated with the planning area the services that would be available within a region. In 
addition, authorize the planning councils to recommend to the boards of supervisors which 
popUlations would be served in accordance with state-developed eligibility guidelines. 
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d. Allow the planning council system to evolve over time by establishing 
standards for adjusting a planning council area. Adjustments to a planning council area should 
allow for consideration of geographic distance, natural market areas, tax structure, population, 
and other factors concerning the counties which may comprise a planning area. Structure the 
planning council membership to be representative of consumers, family members of 
consumers, and members of the general public with no group constituting more than one-third 
of the council membership. Permit appointment of a citizen member by the local Department 
of Human Services administrative entity. Require a process for input by service providers and 
funders. 

e. Require each planning council to develop five-year plans and to make 
recommendations to the state and to counties as to service and funding needs. 

f. Prohibit councils from being service providers. Require qualified staffing 
services for the councils with the cost paid by the service funders. Staffing services could 
include needs assessments, plan development, working with providers and funders, and other 
needed services. 

g. Establish a consumer appeal process. 
h. The MH/MR Commission membership should be further revised to consist only 

of planning council representatives at the end of the five-year period. 

2) Clarify the state's role as one of standardizing services and service purchases, developing 
unifonn eligibility guidelines, preparing comprehensive plans based upon regional input, 
equalizing access to service opponunities regardless of geography and disability service 
grouping, and ensuring equitable services between disability groups. 
Background 

At the present time, state involvement in service delivery is limited because the 
primary funding sources and decision making are at the county level. The Task Force has 
indicated that the state role should be broadened in order to increase equity, consistency, and 
efficiency. At present, state responsibilities are exercised primarily by the Department of 
Human Services, Division of Mental Health, Mental Retardation, and Developmental 
Disabilities. with policy decisions made by the Mental Health and Mental Retardation 
Commission and by the regulatory functions administered by the Department of Inspections 
and Appeals. It is possible that health care reform will result in major changes to the health 
care delivery system and the state responsibilities for disabilities services could be privatized 
or otherwise changed. The recommendations in this section would apply to any central state 
authority. 

Recommendations 

The following responsibilities should be assumed by the state, with a five-year phase-in 
period. The responsibilities dealing with consistency and efficiency should be dealt with 
first: 

a. Beginning '.vith FY 1998-1999, plan for the distribution of state and, to the 
extent possible, federal service system funding to the planning councils. As a first step, the 
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State should estimate state and federal funds that would be available 10 the planning councils 
beginning with FY 1994-1995. 

b. Seek to maximize federal funding by drawing down federal grants and 
providing matching funding. 

c. Define core and optional services for the state based upon a consumer-centered 
system. 

d. Establish uniform eligibility guidelines. 
e. Establish uniform purchase of service guidelines. 
f. Establish uniform service payment rate methodologies. 
g. Provide for quality assurance without additional regulation by setting standards 

for and accrediting service providers based upon outcome measures developed by national 
accrediting bodies. This approach should be initially tested through the use of pilot projects 
The pilot projects should be a joint effort involving federal, state, and local programs and 
should include flexibility in funding and service delivery aspects. 

h. Oversee equity of funding between disability population groups. 
i. Prepare estimates of future state and federal funding which will be available to 

the planning councils. 
j. Administer state services. 
k. Prepare five-year plans with annual updates based upon the planning councils' 

plans. 
I. Prepare annual budget recommendations based upon the recommendations of the 

councils. 
m. Provide technical assistance to the planning councils. 

3) Consistent with the intent of recommendaTion V. the following strategy is recommended.' 
revise funding for disabilities services by capping county expenditures and requiring the Slate 
and counties to maintain a defined level of spending. 

Back~round 

Analysis of state, federal, and county expenditures in FY 1991-1992 indicates that 
nearly $400 milIion was expended for services co persons with mental illness or mental 
retardation (the cost analysis did not include expenditures for services to persons with brain 
injury or developmental disabilities other than mental retardation). The expenditures were 
paid by the following sources: counties, 53 percent; federal, 32 percent; and the state, 15 
percent. 

Recommendations 

The following recommendations are intended 10 incrementally develop a defined level 
of county. federal, and state funds which will be available for planning purposes to the 
regional planning councils in accordance with the state-developed plan: 

a. Beginning with FY 1995-1996, estimated state and federal funds are identifted 
by the state to the regional planning councils for planning purposes. The planning councils 
make recommendations for the expenditure of these funds and county funds. 
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b. Begiruting in the last quarter of FY 1994-1995, the state implements the 
rehabilitation option of the Medicaid program to provide services to an estimated 625 persons 
with mental illness. (Implementing this option is estimated to require an investment of 
approximately $400,000 with net savings of nearly $200,000 due to cost offsets.) Fifty 
percent of the nonfederal cost for the option would be paid from the MIIMRIDD/BI 
Community Services fund under which state funds are allocated to counties and the remaining 
50 percent would be paid by the county of legal settlement. 

c. The state annually expands those covered under the rehabilitation option by an 
estimated 625 persons in each of the following fiscal years: FY 1995-1996, FY 1996-1997, 
and FY 1997-1998. In each of these fiscal years, the nonfederal share of the cost would be 
paid as it was in the initial year. 

2913IC 
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PART II: VALUES, OPERATIONAL PRINCIPLES, A.~D CARE SERVICES 

I. VALUES 

(Excerpted from the Task Force report previously submitted 
in January 1993) 

The service system in Iowa for persons with mental illness, mental retardation, 
developmental disabilities, or brain injury should be based on the following principles: 

1. Choice: The ability of consumers and their families to exercise their own 
choices about the amounts and types of services received. 

2. Empowerment: The reinforcement at all levels of the system of the 
fundamental rights, dignity, and ability of consumers to accept 
responsibility, exercise choices, and take risks. 

3. Community: The principle that the system supports the right and ability of 
all consumers to live, learn, work, and recreate in natural communities of 
their choice. 

Underlying these basic principles are a set of shared values. These values express what 
all participants in the service system believe and understand about the individuals they are 
dedicated to serve and support. The also express what consumers believe about themselves: 
their individual abilities, aspirations, and expectations for their lives. The following is a 
detailed list of these values: 1 

1. Persons with mental illness, mental retardation, developmental disabilities, 
or brain injury have the same fundamental rights as any other person. 
These rights include the right to vote; freedom of speeCh; freedom of 
religion; freedom of sexual expression; protection from the denial of life, 
liberty, property, and the pursuit of happiness with due process; and 
freedom from discrimination because of one's disability. 

These values have been adopted from HOUSING AS HOMES - SERVICES AS 
SUPPORTS, a report compiled by the Department of Human Services, Division of Mental 
Health, Mental Retardation, and Developmental Disabilities, submitted to the Iowa General 
Assembly. December 1990; on file with the Legislative Service Bureau. 
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2. Unique individual and family strengths and needs, choices, and preferences 
are the basis for service planning and delivery. 

3. Individuals and families have the right to participate in identifying service 
needs and planning to meet those needs. Service planning and delivery 
encourages and supports the natural support systems of individuals and their 
families. Consumers and families have the right to appeal if the service 
plan, service access, or service delivery does not meet their needs and 
choices. 

4. Persons with mental illness, mental retardation, developmental disability, or 
brain injury have the opporrunity to live, learn, work, and recreate in a 
manner as close as possible to the way other people live. Services are 
provided in a manner that encourage and support the development of each 
person's live style. 

5. Funding for service provision follows the individual and dynamic needs and 
choices of consumers and their families, rather than being committed to 
fixed service program types or settings to which consumers and families 
must adapt 

6. Consumers and family members are actively involved in service and support 
system planning. resource prioritization, program implementation. and 
evaluation of the quality and effectiveness of services. 

II. OPERATIONAL PRINCIPLES 

Values define what the general public, the service system, and consumers and families 
believe about themselves and what they expect in terms of quality of life and well-being. 
Operational principles begin the process of defining how the system will ensure that all 
individuals who come in contact with the service system have an experience consistent with the 
stated values. In combination. values and operational principles provide a context for 
assessing service system organizational options and operational approaches. as well as for 
evaluating service system qualify and performance. The values and operating principles are 
the "Constitution" of the service system. That is, they set the fundamental standards and 
expectations for the system. and provide guidance for system evolution and response as both 
local and national conditions change. The following are the operating principles for the Iowa 
MI/MRJDD/BI service system: 

1. Single point of accountability and authority 

• It is recognized that there are multiple points of accountability within the service 
system. Wherever there is accountability. the locus and extent of accountability is 
clearly defined, and the necessary authority and resources are in place to assure 
accountability. 
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• At the level of planning and program development, a single point of accountability 
and authority is in place to assure that consumers and their families receive 
appropriate access and service delivery in conformance with the service system 
values. This single point of accountability contains fiscal, administrative. and 
service management functions to assure coordination and equitable allocation of 
resources. 

• In recognition of consumer choice and empowerment, individuals are accountable 
for sharpening their own perception of their needs, and articulating these choices. 
Individuals have an obligation to be responsible and to accept the consequences of 
their choices and actions. To achieve this goal, the system must support individuals 
as they progress towards independence and self-advocacy, and consumers and their 
families are accountable for providing feedback to the system about access. 
responsiveness, quality, and the effectiveness of services. 

2. Single point of entry 

• The local entity responsible for planning and service development ensures that all 
consumers and their families have clearly identified and well- publicized points of 
entry to the service system. The entry point(s) communicate the choices available, 
facilitate and coordinate access to services, and advocate on behalf of consumers. 
The entry point(s) do not function as the gatekeeper(s) to services, and consumers 
and their families may access individual services without passing through the single 
point(s) of entry. 

3. Equity of service access 

• Wherever an individual in need of MIIMRJDD/BI services resides in the state. 
shelhe has reasonable equal access to the services of her/his choice. Individuals 
have reasonably equal access to services of their choice regardless of the type or 
category of disability they present. 

• The Department of Human Services (DHS) provides appropriate funding allocation 
mechanisms, fmancial incentives, and monitoring of system performance to support 
the attainment of reasonable equity of service access. 

4. Targeting service resources 

• Each service planning and service development entity determines. on an annual 
basis and with significant input from consumers and their families, the prioritization 
of allocation of resources to varying consumers and service types. 
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• Financial resources shall be directed in a manner consistent with the guiding 
principles of the service system. 

S. Regional planning, funding, and service contracting 

• Each Planning Council prepares a five-year plan for MIIMRIDD/BI services. Each 
plan is updated annually. 

• The service plan defines the services to be provided; the methodes) of service 
access and delivery (i.e., contracted vs. direct delivery, 
consumer/family-supported purchase, fee for service, or program component 
funding); prioritization of services by consumer need; and expected consumer 
outcomes and measures of service system performance. The plan designates entry 
point(s) and specifies how the functions of service authorization, individualized 
service planning, and consumer advocacy are to be performed. 

• The five-year plan outlines a process leading to coordinating and potentially 
consolidating the functions of resource allocation, contracting, and program 
development. 

• A majority of the individuals participating in the regional planning process are 
consumers and family members. The regional planning entity shall include 
consumers and family members, county officials, providers, and professionals in 
the plalUling process. 

• The function of service planning resource allocation, and service coordination IS 

separated from the function of direct service delivery. 

• The Department of Human Services (DHS) develops a five year MIIMRlDD/Bi 
plan, updated annually, reflecting and responding to the service needs and priorities 
outlined in the regional plans. This plan defines a core service system as a basis 
for continued service development at the regional level. 

6. Case management 

• Case management includes assessment, individualized service planning, service 
linkage and brokerage, outreach, continuous caregiving, advocacy, and individual 
and family support. 

• Case management is available, as frequently as necessary, to all individuals in need 
of service, without regard to financial or categorical eligibility. Individuals may 
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elect not to receive case management, and access to other services is not affected by 
such a choice. 

• Community support temlS or similar service models may include the case manager, 
and/or may be accessed as a separate service. 

7. Private/public service provision 

• The regional planning/service development entity assures a high quality and 
cost-effective balance of publicly provided and privately contracted services. 

• Increased diversity of services is encouraged to expand consumer and family 
choice. 

8. Prevention 

• Prevention strategies are emphasized for disabilities known to be preventable, 
balancing the need to direct limited resources at prevention and direct support. 
Early intervention, community-oriented services, and rehabilitation are emphasized 
for disabilities for which prevention is not currently a viable option. 

9. Quality and performance monitoring 

• The Department of Human Services establishes standards for service system quality 
and performance that are based on consumer outcomes, quality, and 
cost-effectiveness. DHS maintains a Performance/Outcome Task Force, with a 
majority of members being consumers and family members, to develop annual 
quality assurance and performance assessment plans, and to review the results of 
quality aSSurance and performance assessment activities. 

• All public and private service providers have quality assurance and performance 
measurement plans and systems, including consumer and family monitoring and 
consumer satisfaction assessment. Information from these systems is routinely 
submitted to the funding source and the regional planning/service development 
entity. 

10. Training and technical Assistance 

• The DHS assures that training, retraining, and technical assistance are available to 
the regional planning/service development entities and the service providers to 
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achieve system objectives and carry out service delivery in a manner consistent with 
the values and operating principles of the system. 

III. VISION FOR THE SERVICE SYSTEM 

The Iowa MIIMRIDD/BI service system is expected to undergo significant changes 
within five years. The purpose of describing a vision for the system is to answer the following 
question: 

"When consumers and/or their families request services, what should they 
expect in terms of the types of services available and the manner in which 
services are accessed and provided?" 

Thus. the vision defines the constellation of services to be made available, the methods 
of providing such services, and the means by which consumers and their families access the 
services. The vision also defines how the primary service system will assist consumers and 
their families to access other services, such as income supports, education, housing, and 
medical care. The primary mission of the service system is to encourage the use of natural 
supports and generic services wherever possible. In concert with the above-stated values and 
principles, the Iowa MIIMRIDD/BI service system includes but is not limited to the followmg 
set of core services: 

1. Supported affordable housing: In conformance with HOUSING AS 
HOMES -- SERVICES AS SUPPORTS, supported housing provides access 
to low-cost or subsidized housing. Individual consumers have rights of 
tenancy to the housing, and are not required to participate in any particular 
program(s) or service(s) to live in the housing. A flexible and dynamic 
array of services is made available to each tenant, based on her/his needs for 
supports to maintain independent living. 

2. Supported employment: Consistent with vocational rehabilitation services, 
and in concert with transportation and assistive technology, supported 
employment assists consumers to move towards independent employment. 
Supported employment enhances workplace skills, advocates for 
employment in normal, private market settings, and assists employers to 
provide "reasonable accommodation" of work sites and work tasks. 

3. Supported education: Supported education includes vocational 
rehabilitation and related services tailored to individual strengths and 
choices, and emphasize personal growth, empowerment, and independence. 

4. In-home/community supports: Community support teams, family support 
providers, or similar providers assist consumers and families to manage 
activities of daily living, including personal care, housekeeping, shopping, 
and money management. Community support teams may also provide care 
management, access to assistive technology and transportation, assertive 
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outreach, and early intervention services to assure that institutionalization or 
other more intensive service interventions are minimized. 

5. Emergency services/crisis stabilization: Twenty-four hour, 
seven-days-per-week mobile crisis intervention services assure maximum 
access to necessary services at a time of crisis, while at the same time 
minimizing the intensity and duration of the intervention. This service also 
provides psychiatric hospital prescreening and diversion, to assure that only 
medically necessary admissions are carried out, and to assist courts in 
making correct decisions regarding involuntary commitments. 

6. Case management: Case ntanagers provide outreach, individualized 
assessment and service planning, linkage to necessary services, advocacy, 
and family support. Case managers are the primary link between consumers 
and their families and the larger service system, and act on behalf of 
consumers and their families to ensure that an appropriate, flexible, and 
responsive array of services is accessible and provided. Case managers also 
assist consumers and families to access other benefits and entitlements, such 
as SS!, SSA, Medicaid, housing subsidies, and health care. 

7. Respite care: Respite care assures that families and other primary 
caregivers are able to carry out typical activities of family and business life 
as well as caring for a disabled family member. Respite may also be used to 
provide a temporary living arrangement for individuals in crisis, with the 
goal of preventing institutional placement or more intensive long-term 
interventions . 

8. Foster care/family life care: Foster care or family life care provides 
continuous in-home support in a natural family setting. 

9. Psychosocial services: Consumer-driven supports and services that provide 
outreach, socialization, vocational, educational, and peer support. 

10. Psychiatric day treatment: Day treatment provides a short-term (usually 
less than 45 days) alternative to psychiatric hospitalization. Day treatment 
also begins the process of community reintegration for individuals after a 
psychiatric hospitalization. 

11. Psychiatric inpatient care: Hospitalization for acute exacerbations of 
major mental illness, short-term whenever possible. 

12. Family support: Peer and/or professional support for family members to 
provide accurate and up-to-date information about a disabled family 
member's condition, about appropriate methods of home intervention and 
support, and about approaches to working with the formal service system, 
including advocacy and self-case ntanagement training. Family support 
groups also assist family members with the process of providing care over 
extended periods of time. 

13. Medication management: Psychiatrists or psychiatric nurses under 
psychiatric supervision assist mental health consumers to maintain 
appropriate medication regimens, and assure that necessary medical 
monitoring is carried out. This also includes medical and nursing support 
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for other individuals with disabilities needing support to manage 
medications. 

14. Outpatient treatment: Individual, group, and/or family counseling 
provided by licensed mental health clinicians. 

15. Substance abuse treatment: Inpatient and outpatient substance abuse 
treatment and support tailored to the needs and choices of individual 
consumers. 


