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SHARED Al DE PLAN
COVPCSI TE PLAN
PART A

| . I DENTI FYI NG | NFORVATI ON

Social Services District:

Name and Address of Del egee
Agency/ Entity (if applicable)

Nane and Title of Person

Tel ephone:  (_
Fax:

Conpl eting Pl an

, extension

I - —

(-2 - ____

Date of Plan Conpletion: _ _/ /

1. | MPLEMENTATI ON PLAN

A

Briefly describe the efficiencies you expect to acconplish by

i npl enentati on of a shared aide program (for exanple: i mpr oved
utilization of hone care workers, nore responsive care, cost
savi ngs) .

Conplete the chart on the next page to project your |ong range,
district-wide plan for inplenentation of shared ai de services.

For each shared aide site expected to be oper ati onal by
June 30, 1992, conplete a Part B, Site Profile.

Are you considering integration of <clients receiving a different
type of hone care service or hone care services under other
rei mbursement nechani snms into your shared aide programat initial
i npl enentation or at sonme time in the future? For exanpl e:
clients receiving hone health aide services froma CHHA under
Medi care or Homenmaker services under El SEP?

Yes No Unknown

If yes, indicate the services(s) or reinbursenent source(s), t he
proj ected number of clients, and the projected integration date.

Service or Reinbursenent Nunber of Projected Integration Date
Sour ce Cients Mont h Year



APPENDI X A
Page 3 of 5

. STAFFI NG

Identify the nunber of case nmnagers, nurse supervisors, and provider
agency coordinators who will be responsible for your shared ai de program
across all sites expected to be inplenented by June 30, 1992. |Indicate
whet her these are existing staff and estinmate the percentage of tine
each of these persons allocates to the program For exanpl e: 2 case
managers, existing staff, 50%of tinme to plan. |f your shared aide plan
i nvol ves other staff in your district or in the participating provider
agency(ies), list the positions involved and conplete the renaining
i nfornati on for each position

Exi sting Staff? Time to Shared
Posi ti on Number Yes No Ai de Pl an
(A

Case Manager
Nur se Supervi sor

Provi der Agency
Coor di nat or

Q her (Specify
Posi ti on)

V.

EDUCATI ON/ SELECTI ON OF CLI ENTS, PROVI DER AGENCI ES, AND HOMVE CARE WORKERS

Briefly describe the process(es)/nethods that will be used to

A educate clients about the shared ai de program

B. i nfornf educate provider agencies, physicians, housing authorities,
and governmental and community agencies/officials,etc. about the

shared ai de program

C. sel ect the provider agency(cies) to participate in the shared aide
program

D. select the honme care workers who will be involved in shared aide
servi ces delivery.
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OPERATI ONAL DI FFERENCES BETWEEN NON- SHARED Al DE AND SHARED Al DE PROGRANS

I ndi cat e whether differences exi st between your non-shared ai de persona
care services program and your shared aide programfor each of the
foll owi ng components and areas. |If differences exist, briefly describe
the nature of each difference.

Conponent Ar ea Difference? Nature of Difference
Yes No

Nur si ng agency responsi bl e
assessnents

manner in which done

Case responsibilities
managemnment

manner in which done

frequency of client
cont act

Nur si ng agency responsi bl e
supervi si on

supervi sor/ honme care
worker ratio

manner in which done

frequency of visits

o] Briefly describe any other differences between your non-shared
ai de program and your shared aide programfor nursing assessnents,
case nmmnagement, nursing supervision, or for any other conponent of
servi ces delivery such as authorization of services.



V.
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MONI TORI NG EVALUATI NG SHARED Al DE PLAN QUTCOVES

Vi,

Briefly describe the nethods and frequencies (e.g., annually, nonthly)
which will be used to nonitor/eval uate each of the foll ow ng outcones:

Moni t ori ng/ Eval uati on
Qut cone Met hod( s) Frequency

Hours of services actually
provi ded agai nst services
aut hori zed

Cient satisfaction with
shared ai de program

Home care wor ker satisfaction
wi th shared aide program

Home care wor ker turnover/
stability of enpl oynent

Costs of providing services/
cost savings

FORMS CHECKLI ST

If you have developed any of the followi ng docunents or materials for
your shared ai de program check and attach |abeled copies of the
document or material

client brochures, letters, etc. explaining the shared ai de program
public relations materials for community agenci es, housing
authorities, client advocates, |egislators, etc.

policy or procedural handbooks, manuals, instructions, etc.

noni toring and eval uation instrunents

END OF PART A

COVPLETE A PART B FOR EACH SHARED Al DE SI TE EXPECTED TO BE OPERATI ONAL BY

JUNE 30, 1992
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SHARED Al DE PLAN
SI TE PROFI LE
PART B
Soci al Services District:
Nane and Address of Del egee
Agency/ Entity (if applicable):
Site Nane and Address or Description of Geographical Area:
Actual / Projected Start-up Date: Mont h Year
Client Profile
a. Vol ume (Actual or Projected)
Identify the nunber of <clients who are receiving/will receive
personal care services under the non-shared aide program at this
site and the nunber of these clients who are receiving/will receive
personal care services under the shared aide program
Clients Receiving Clients Receiving
Servi ces Under Servi ces Under

Non- Shared Ai de Program Shared Ai de Program
(#) (#)

Per sonal Care,
Level |

Per sonal Care,
Level 11

b. Char acteristics

Describe the characteristics of <clients in your shared aide
program at this site by checking yes or no in response to each of
the follow ng questions. Briefly describe any lintation(s) you
may have inposed/ expect to inpose.

Yes No Limtation
Do you/wi Il you include

clients of all ages?

non-sel f directing
clients who have
i nfornal supports?

(OVER)
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4. b. Characteristics (cont.)

Yes No Limtation
Do you/wi Il you include

clients requiring
nmultiple shift or
conti nuous twenty-
four hour care?

o] Briefly describe any other client characteristics which are

significantly different fromcharacteristics of <clients in vyour
non-shared ai de program For exanple: vyou exclude/plan to exclude
clients from the shared aide programwho require assistance with
certain personal care functions, e.g. toileting.

Avail ability of Shared Aide Services

During what days and hours of the week are shared aide services
avail able/will be available at this site?

Provi der Agency(cies)/Honme Care Wrkers

a. Identify the name and address of the provider agency(cies) and the
nunber of full and part-tine hone care workers invol ved/ expected to
be involved in delivery of shared aide services at this site.

Agency Nanme Hone Care Wbrkers
and Address Ful | - Ti nme Part - Ti ne
(#) (#)
b. Does/wi || the home care worker in the shared ai de programreceive a
hi gher hourly wage than the worker in the non-shared ai de progranf?
No Yes
C. Does/wi ||l the home care worker in the shared aide program receive

different or additional fringe benefits than the worker in the non-
shared ai de progran? For exanple: nore vacation days.
No Yes; describe differences:

END OF PART B
END OF SHARED Al DE PLAN
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NEW YORK STATE DEPARTMENT OF SOCI AL SERVI CES
SHARED Al DE PLAN
NOTI CE OF APPROVAL/ DI SAPPROVAL

To: Initial Plan:

Anended Pl an:
Dat e Received by Departnent: [/ | _
Date of this Notice: _ [/ | __

DI SPCSI TI ON:

Del egati on approved.

Pl an approved; no recommendations; first Quarterly Shared A de Report
due for the period , 199 .

Pl an approved; reconmrendati ons below. first Quarterly Shared Aide
Report due for the period , 199 .

Recomendat i ons:

Pl an di sapproved; deficiencies as foll ows:

I nconpl ete or inconsistent information;

| nadequat e docunent ati on;

Non-conpl i ance with program st andards/ polici es;

Uncl ear organi zational structure; unclear responsibilities or
roles of staff and/or agencies involved;

Unrealistic/inappropriate tine frame for achieving full district-
wi de i npl enent ati on;

No or unexpl ai ned efficiencies;

O her;

( OVER)
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ACTI ON NEEDED TO AMEND PLAN:

Nane:

Title:

Si gnat ur e:

Tel ephone Nunber :
Fax Nunmber: (518) 473-4232

Submit amended plan within thirty busi ness days of receipt of this notice
to:

New York State Departnent of Social Services
DMVA- LTC

Home Care Unit

P. 0. Box 1935

Al bany, New York 12201-1935



