
Access
Comprehensive information, 

simplified eligibility, and single 
access points

Financing
A seamless funding system 
supporting individual choice

Services
Responsive supports across 
settings and provider types

Quality Improvement
Comprehensive systems that 

assure quality of life and 
services

Coherent Systems 
Management

Access
Comprehensive information, 

simplified eligibility, and single 
access points

Financing
A seamless funding system 
supporting individual choice

Services
Responsive supports across 
settings and provider types

Quality Improvement
Comprehensive systems that 

assure quality of life and 
services

Coherent Systems 
Management

Person
Philosophy of self-direction 

and individual control in 
legislation, policies, and 

practices

Community Life

Exhibit 1: DHHS Systems Framework



Initiatives Systems Change
Goals/Impacts

•
Access

• Efficiency

• Effectiveness
•

Consumer Focus

• Real Choice System Change Grants

• Systems Change Conference

• Other CMS Programs/Initiatives

• Community Living Exchange Collaborative

• Visibility/Awareness Activities by CMS & 
AoA (websites, town forums, conferences)

• Aging & Disability Resource Center Grants

• Aging & Disability Resource Center 
Technical Assistance Exchange

• Projects with the National Governor’s 
Association/National Conference of State 
Legislatures

• NASUA I&R Support Center

• AoA Prevention Initiative

• RTI Case Studies

CMS

AoA

Exhibit 2: ADRC Initiative Within AoA and CMS Initiatives and Goals



Intervention Intermediate
Outcomes

Awareness & Information

Info on long term 
support options

Public education 
(outreach/marketing)

Assistance

Long term support 
options counseling

Benefits counseling

Employment options 
counseling

Referral

Crisis intervention

Long-range planning

Access (One Stop)

Intake

Eligibility (financial & 
functional)

Assessment (for care 
plan)

Mediating
Factors

Starting Point (Existing system and 
organizational capacity)

IT/MIS infrastructure

Integration experience

Experience with cross-agency 
collaboration (Relationship 
between SUA & Medicaid and 
other state/local agencies)

Public/private covered 
populations

Consumer/Advocacy involvement

Leadership

Broader Environment

Economic climate (resources –
state/local)

Political climate/support

State size/geographic context 
(urban/rural/ frontier)

Target Audience

Aging and:

Younger physically disabled

Other

Awareness

Critical pathways (hospital 
discharge, HHA intake, 
rehab, APS, etc.) 

Aging, Disabled, MR/DD

Providers

Social service agencies

State Agencies

General Public

Visibility

Understanding

Trust

Responsiveness

Integrated Access

Medicaid/Other populations

Coordination

Communication

Ease of Access

Long-Term
Impacts

Informed Choice

Consumer Focus

Enhanced Access

Efficiency

Effectiveness

Visibility/ 
Awareness

Continuous Quality Improvement

Exhibit 3: Draft Evaluation Framework for ADRCs



Operations/Business Model 

ADRC site(s) selected 
Hire/assign project manager 
# of info. & awareness staff hired/assigned 
# of assistance staff hired/assigned 
Training conducted 
Anticipated call volume 
MIS strategy 
Gather & organize information on services 

services included 
method for gathering information 

Implement website 
Develop public awareness campaign 

Coalition Building 

Establish advisory committee membership 
Nature of working relationship with Medicaid 

MOU 
Regularly scheduled meetings 

Methods used to engage state partners 

Policy & Regulatory Issues 

Establish benefit screening process 
Planned changes to: 

Medicaid application 
eligibility determination 
service coordination 

Clinical Aspects 

Planned changes to: 
level of care determination 
pre-admission screening 
assessments 
service plan development 

Baseline (pre-ADRC) 

# of contacts (telephone, web inquiries) 
# and types of outreach activities 
avenues & steps to apply for public programs 

clinical eligibility determination 
financial eligibility determination 

Exhibit 4 Potential Start-Up Process Measures
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Exhibit 5: Potential Indicators by Desired Systems Change Goals 
 

Indicators 
Goals Structure Process Output Outcome Impact 

Visibility/ 
Awareness 
 
Informed 
Choice 

• establishment of RC 
• launch of website  
• develop MIS for resources  
• MIS accessible to other programs 
• gather & organize info on services 
• range of info included 
• staff for awareness & info  
• 24/7 access established 

• develop marketing plans 
• conduct marketing activities 
• outreach to professional providers 
• information maintenance and 

update protocols 
• number of contacts by method 

(website, phone, walk-in)  

• # and types of outreach activities conducted  
• special initiatives to reach disadvantaged 

populations 
• for outreach activities to providers & other 

referral sources, # of agencies & individuals 
attending; 

• # at health fairs, conferences, etc. 
• # of languages for materials 
• # of contacts by source of referral 
• gaps analysis -- % of calls where requested 

info/services were not available 

• knowledge gain – consumers understand how to apply for 
services and that there is an array of LTC options 

• high user satisfaction in terms of objectivity, reliability, 
comprehensiveness, currency & usefulness of info 

• 90%+ of staff of other relevant state agencies are aware of 
RC role and how it related to their programs/activities 

• change in calls/website hits following outreach activity 
• demographics of those contacting & requested info/services 
• # of times RC featured in newspaper, radio & television 
• policymakers indicate service gaps analyses are timely & 

useful 

• knowledge of location, 
function, website & 
phone # among 
consumers & 
providers 

Consumer 
Focus 

• establish advisory committee with 
broad stakeholder representation 

• obtain feedback from consumers 
on whether info is in friendly, 
usable format 

• reflected in mission statement, 
policies, procedures, training 

• analyses of/report on consumer feedback 
• testimonials 

• high user satisfaction with assistance provided (responsive 
to needs, preferences & unique circumstances) 

• ability to exercise 
informed choice 

• satisfaction with 
service plan 

Access to 
Services 

• staff for assistance 
• MIS for client tracking 

• design & implement a presumptive 
eligibility process for HCBS 

• outreach to hospital discharge 
planners, rehab and nursing 
facilities 

• ADRC as only institutional LOC 
determination source 

• # of hospitals and discharge planners 
contacted/informed/ oriented 

• # of rehab & nursing facility visited and # of 
residents contacted 

• # of institutional LOC determinations (by 
source of referral & disposition) 

• # of financial eligibility determinations 
• # enrolled in Medicaid or other programs 

• demographics of those screened 
• consumers receive services (could also track with ADRC 

and Medicaid MIS) 

• desired and agreed 
upon services versus 
services delivered 

• greater success at 
finding appropriate 
services  

• high quality services 
received 

Efficiency 

• development of a single 
application & a common 
assessment tool for LTC services 

• co-location of Medicaid eligibility 
worker/ delegated authority 

• reduced # of consumer contacts  
to access multiple services 

• implemented a uniform clinical  
and financial eligibility process 
across programs 

• useful & flexible MIS that streamlines 
application & supports CQI 

• average speed to answer calls 
• call abandonment 
• contacts per FTE 

• provider satisfaction with appropriateness of referrals 
• reduced amount of time to complete process 
• Level of care has high inter-rater reliability (85%+) and 

95%+ correct determination based on audit 

• lower costs of Medicaid 
services provided per 
user and in aggregate  

• consumers perceive 
greater efficiency 

Effective-
ness 

• establish CQI process 
• develop MIS for tracking contacts/ 

clients and critical pathways 
• develop complaint & grievance 

process 
• use of common taxonomy across 

I&R/A functions 

• interagency agreements or other 
cooperative efforts 

• developed standards & procedures 
• shares resource database with 

others 
• training conducted 
• plan for statewide expansion 

(possibly 2-1-1) 

• total number of contacts over time 
• contacts/1,000 target population 
• # of functional assessments 
• patterns in complaints and grievances 

• high user satisfaction, in terms of info being simple & clear, 
simplicity of applying for services, reduced frustration & 
confusion 

• consumer follow-thru on referrals (reported by either/or 
consumers and providers)  

• referral source satisfaction 
• functional status of those assessed relative to pre-ADRC 
• statewide plan implemented 

• decreased NH use 
• increased use and 

availability of HCBS 

Impact and some outcomes measured pre/post or relative to comparison area or both.  Trends over time will also be relevant for output and outcomes. 
Potential Data Sources: 

• Self-report by grantee 
• Focus groups or surveys with consumers which could include general community, target populations, RC users, providers (physicians, nurses, hospital discharge planners, nursing home social service and admission staff, heads & intake 

staff of HCBS orgs), elder law & estate attorneys, social workers, geriatric care managers, & leadership of targeted faith-based orgs, professional women’s orgs, veteran associations & civic orgs 
• RC management information system (ADRC MIS) 
• Medicaid management information system (MMIS) 
• External audit 
• Complaints and grievances 
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