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I. Welcome and Introductions- The following stakeholders participated in the workgroup facilitated by Workgroup Chairs, Scotti Kluess and Carol Zernial:

Name                                      Agency



Roger Bailey


Meals on Wheels

Wayne Funk, M.D.

Psychiatrist

Kurt Buske


Southern Caregiver Resource Center

Burton Disner


North Coast Home Health Products 

Lois Knowlton

Poway Adult Day Health Care Center

J.K. Shea


Kennon S. Shea & Associates

Tim Schwab, M.D.

SCAN Health Plan

Rajesh Tipirneni

SDSU Graduate School of Public Health/LTCIP student intern

Berry T. Crow


Brighton Health Alliance

Martie Lynch, PA

Respectful Healthcare (Geriatric House Call Practice)

Janice Clements

American Legion Post 6 – Disabled Veterns

Rick Mendlen


Kennon S. Shea & Associates

Darrell Armstrong

DFA Company

Bill Bodry


Challenge Center

Mark Meiners


Medicare/Medicaid Integration Program-LTCIP consultant



II. Workgroup Goal 
To develop consensus that the draft Provider Network Development, Education and Member Services recommendations for Acute and Long Term Care Integration (ALTCI) in San Diego, known locally as Healthy San Diego Plus (HSD+), are ready to be taken to the larger community over the next six months for education, input and discussion before final recommendations are generated for the Board of Supervisors and the State Office of Long Term Care in early 2006.  

III. Stakeholders reached consensus on the following preliminary recommended HSD+ Provider Network Adequacy & Access Standards and Guidelines:
Access to Chronic and Long-Term Care Disability Services

· Provide comprehensive preventive, diagnostic, therapeutic, rehabilitative and long term care services, including home and community waiver services to promote alternatives to institutional care. (See Home and Community-Based Care (HCBC) Services list).
· Require health plan to develop initial and ongoing screening to identify members with special needs and begin assessment, treatment planning and care coordination consistent with needs.
Scope of Covered and Allowed Services for HSD+

· Add services in Assisted Living settings to CA current HCBC waiver services.
· Add Dental Coverage for Bridges and Partials
· Also, see list of HCBC services

Access to Primary, Acute and Medical Specialty Services

· Enhance behavioral health (mental health & substance abuse) screening

· Add specialty training for behavioral health in a primary care setting

· Behavioral health providers should also be able to make house calls

· Identify data/studies to support behavioral health and other interventions (quality indicators and cost effectiveness)

Preventive Care

· Plans shall identify and, address preventive services unique to older members and persons with disabilities.

· Plans shall screen for and develop appropriate treatment interventions for depression, suicide risk, abuse, isolation, drug & alcohol abuse, mammography, prostate screening, diabetes, dementia and Alzheimer’s.

· Plans shall develop falls prevention programs, including increasing awareness of the benefits of physical health and wellness promotion and of physical therapy where indicated.

Primary and Routine Services

· Primary care physicians (PCP) with expertise in care for special needs populations shall be contracted in relation to the numbers enrolled by type (Plans will propose for review and approval their methodology for ensuring network adequacy for their member characteristics)

Medical Specialty Services
· Health plans shall provide direct access to health care providers who specialize in their condition. 

· The PCP for a member with disabilities or chronic or complex conditions may be a specialist. 

· Anticipate and plan to avoid gaps and/or duplication between Medicare & Medi-Cal screening, assessment and other services that impact access. 

· The developmentally disabled shall have specialized mental health, rehabilitative and other appropriate services such as: family planning services adapted to the special needs of the developmentally disabled population, behavior management, rehabilitative and therapeutic services, pain management, or genetic counseling. 

Inpatient Services

· Members shall receive unlimited inpatient services that are medically necessary without a time frame limitation. 

Prescription Drug Services

· For Medi-Cal-only HSD+ members, coordinate prescription medicine oversight across disciplines and settings as a Medi-Cal covered service;

· For Dually Eligible HSD+ members, coordinate prescription medicine oversight across disciplines and settings through Medicare Part D benefit

Provider Network Adequacy

· Ensure adequate numbers of Long Term Care Facilities and Home and Community Based Service (HCBS) providers to allow HSD+ members’ choice and options to meet special needs.

· Ensure coordination of HSD+ with Older Americans Act Services and Regional Centers

· Health plans will use existing community service providers, including safety net providers, to the maximum extent feasible and facilitate such providers in learning to work within managed care protocols and in developing service capacity as needed, across the continuum of care.

· Require smaller ratio of primary care providers per members, taking into account extra time required to care for those with disabilities and chronic conditions.

· If there are shortages in types of physicians such as geriatricians, HSD+ should go to both the health plan and the community to resolve.

· Ensure adequacy of reimbursement to plans and to providers in order to ensure network adequacy and optimum participation of existing qualified providers (recognizing start-up costs such as training, education, and capacity development).

Geographic Access
· Distances to specialty care, hospital transport time, dental, optometry, lab, x-ray, and pharmacy services should be with the state’s generally accepted community standards. These travel times should be monitored by the health plans

· For persons over the age of 65, outreach and screenings must be provided in naturally occurring senior gathering places such as senior centers.  Home visits must be available for those who are homebound or bed bound at any age.

· Allow flexibility in minutes and miles to recognize rural area issues and urban congestion or public transportation options and member choices but hold plans accountable for reasonable access. 

Emergency Care
· Ensure each member the health plan’s obligation to assume financial responsibility and provide reimbursement for medical emergency services, post-stabilization care services and out of area urgent care. 

· Standards for behavioral health access to care should be developed to ensure care for a non-life threatening emergency within 6 hours, urgent care within 48 hours, and an appointment for a routine office visit within 10 business days. 
· Post-hospital appointments should be scheduled prior to discharge and occur no later than seven days following discharge 

· The 24 hour-a-day system should be staffed by a licensed, skilled professional such as a registered nurse, or a nurse practitioner to triage and provide advice, with MD available for consultation.

· Each plan’s Member Handbook will include information on how to access 24 hour assistance lines.

Timeliness of Access (See also Care Management Workgroup recommendations).

· A risk screen will be completed for each new member.  Every member screened at high risk will be assigned a care manager (CM) who will contact member for in-home assessment within 10 working days Every member screened as high risk will be assigned a CM, receive a full health assessment (PCP) within 60 days and a multi-dimensional, in-home, CM assessment and care plan within 30 days of enrollment. 

· Every member without an assigned CM will receive quarterly telephone contacts by a paraprofessional to assess changes in status. 

· Health plans must describe system by which members will have immediate access to a contact person for assistance in meeting individual needs. 

Care Management and Continuity of Care

· Comprehensive Care Coordination will be provided to ensure continuity of care among primary, acute, traditional/institutional LTC and alternative Home and Community Based Waiver Services as well as to non-covered community services to assist in meeting the needs of members (See Care Management Work Group Recommendations).

· For Dually Eligible members access to Medicare and Medi-Cal covered services will be coordinated through the defined care coordination strategies.

· Polices and procedures should be developed for member transfers from one treatment setting to another (i.e., from a hospital to a nursing facility.)

· Contractors may allow PCPs to have a closed patient panel of only one or two members to accommodate new members who want to maintain their existing PCP who is out of network. 

· New Members (or current members whose physician leaves the plan) undergoing active treatment for a chronic or acute medical condition have access to their discontinued practitioners through the current period of active treatment or for up to 90 calendar days, whichever is shorter.

IV. Stakeholder consensus was reached on the following HSD+ Provider Network Education and Training recommendations:

I.  Basic Orientation/Education for all Participating Providers  

A. Topic recommendations 

1. HSD+ Overview and Program Goals (to be developed)

2. Referral/Enrollment Protocols and Procedures for HSD+ (to be developed)

3. Consumer-directed care:  sensitivity training on assessing and responding to each individual’s preferences for settings, services, interaction, etc. with the goal of making the system accessible and responsive to the individual

4. Working with persons with disabilities: physical disabilities and cognitive disabilities, self-determination, other impacts on health and wellness of persons with disabilities such as environment, architecture, logistics, society, and culture

5. Americans with Disabilities Act:  Medical Facility and Practitioner Requirements for Access and Accommodation

6. Normal aging

7. Complaint, Grievance, and Fair Hearing Processes/Incident Reports

8. Diversity Orientation

a. Skills and practices regarding culture-related health care issues of member populations, not limited to threshold populations.

b. Concepts of diversity; its effect on quality care and access to care.

c. Provision of appropriate qualified interpreters

d. Referrals to culturally and linguistically appropriate community services

9. Behavioral health issues for the elderly and people with disabilities

a. Training on assessing, recognizing needs

b. Training on effective therapeutic interventions available across the continuum

10. Terminal illness, palliative care, and advance directives

11. Abuse (physical, emotional, and financial)

12. Training on Network of Care as a resource (community-based long-term care alternatives and resources)

B. Format Recommendations to be based upon curriculum selected. Format could be online training or workshop with Continuing Education Credits available as applicable. 

II. Specialized Training

A. Health Plan Staff

1. Healthy San Diego Plus (HSD+) Overview and Program Goals 

2. Healthy San Diego Plus (HSD+) Contract Requirements 

3. HSD+ Plan Readiness Review Checklist (to be developed)

4. HSD+ Provider Manual for Plan (to be developed by health plans)

a. Review all protocol and policies and procedure modifications unique to the new features of HSD+ (highlight the key areas of change for all staff and provide detailed education and training for staff according to areas of applied expertise.  Examples: incorporating a provider qualifications process for non-traditional agencies for both plan contract staff and QA staff or instructing data/IS staff on new encounter reports and protocols for home and community-based providers.

5. Working with HSD+ Care Managers/Care Management Teams

a. Procedures for initial screening for high risk, assessment, development of care plan and initiation of any needed new services, and/or coordination with existing service providers to ensure continuity of care through the initial enrollment period.

6. Effective use of CM-driven system

7. Grievance, Appeals, and Fair Hearing Procedures/Incident Reporting with special attention to how non-traditional providers will participate and anticipating the large number of incidents and complaints that may occur with care in the home environment, transportation, and other non-medical and new to managed care type service delivery systems.

8. Integrating Primary/Acute with Special Services for Aged and Disabled.

9. Overview of newly expanded HSD+ benefits (including HCBC services) and how these are accessed and integrated into complete services package.

B. Interdisciplinary Teams

1.  Members of the team

a. Core Members of Interdisciplinary Team

                        1)  Member/legal representative/informal caregiver

                        2)  Care manager                                 

                        3)  Primary Care Physician

                  b. Team members to be added, as needed

1) Nurse or nurse practitioner

2) Consultants agreed upon by team

3) Specialists (such as a geriatrician or gero-psychiatrist)

4) Physician assistant

                  5) Social worker (includes all settings such as discharge planners)

6) Psychologist

7) Pharmacist

8) Occupational, physical, or speech therapist

                        9) Dietitian

                10) Chaplain or religious leader as requested by the member

 2. Suggested Curriculum for Interdisciplinary Teams

a. Basics

· Team structure and dynamics

· Team building

· Conflict resolution

· Team meeting goals

· Communication tools and techniques (provider, client, family)

· Care-planning process (person-centered care)

· Treatment goals and outcomes

· Leadership

· Diversity

· Transitions 

· “Best practices” for transitions between settings and providers to improve outcomes as a member accesses different services in the continuum (e.g. from hospital to rehab, from doctor’s office to home)

· Ensuring ongoing treatment needs are provided for during transition periods between providers/plans and that financial responsibility for care provided during this period is clearly articulated.

b. Optional 

· Geriatric and younger disabled person assessment and treatment

· Advocacy, entitlements and benefits

· Quality of life/end of life planning and treatment

· Depression, delirium, and dementia issues

· Behavioral Health issues for the elderly and persons with disabilities

1) Training for PCPs who prescribe 90% of psychotropic meds

2) Specialized training for care managers to coordinate behavioral health care with primary care physicians, attending physicians at skilled nursing facilities, and admitting physicians at hospitals

3) How early intervention for co-morbid behavioral health conditions can improve outcomes

4) How increased use of telephone support can reduce withdrawal and isolation in less mobile or geographically isolated adults

· Technology for “Specialized Disability/Elderly Service Provider Training Needs”

1) Technological devices that may improve a member’s life; assist plans in tracking outcomes, etc.

2) Options for assistance with transfers in the home (slide bars, hoyer lifts, etc.)

3) Options for disability accommodations such as lifts, van retrofits, ramps, railings, grab bars, wider doors to accommodate wheelchairs, etc. 

4) Telemedicine options; in-home monitoring for selected chronic conditions such as COPD

5) Referral sources for expertise on hearing and speech and blind/low vision adaptations/technology

· Geriatric pharmacology

C. Primary Care Physicians

1. Knowing how and when to refer, including to out-of-network specialists in the case that there is no specialist participating in the plan’s provider network who has the expertise and experience appropriate to the member’s illness or condition

2. Developing a chronic care management mentality across disease states, funding sources, and health and social service providers

3. Preventive care and early intervention to reduce secondary conditions of persons with chronic conditions or disabilities

4. Redefining maintenance of or increased functional status as a “medical necessity”

5. Redefining “health” as the absence of disability or chronic illness

6. Range of services as well as other resources within the health plan that support the needs of patients in transition including how to admit patients directly to SNF’s rather than first sending them to the emergency department.

7. Procedures for specialists serving as the PCP HSD+

8. Sensitivity and appropriate response for wheelchair users, blind, deaf, and other diversity issues.

9. Common myths and stereotypes of aging and disabilities that interfere with accurate assessment

D. Care Managers

1. Advanced Directives as desired by the member and member’s family or guardian 

a. CM training on supporting family role in development/implementation of member wishes per the Advanced Directive

2. Recommendation for plan subcontractors to ensure quality. 

a. Training those who touch members to maximize each opportunity for identifying/responding to change in the member’s status

b. Training caregivers and family members who support members in the community

c. Coordination with the Care Managers and Interdisciplinary Team

d. Care Plan development and Plan of Care service reporting

e. Scope of Services/Service Limitations

f. Competency and training requirements for the job

g. Support, on-the-job training, and supervision 

h. Responding to and reporting changes in member status 

i. Back-up/Contingency Coverage Plans

j. Consumer Directed Care 

k. Emergency Response Training

l. Cultural, Linguistic, and Disability Sensitivity Training 

3.  Certification program (to be developed per recommendation from care management workgroup)

E. Network Providers 

1. General training (tailored to “traditional medically oriented plan providers” who will need to know how to operate successfully within the larger scope of covered services and benefits of HSD+ and with a much larger more diverse provider network serving a more complex population with special needs)

a. Healthy San Diego Plus (HSD+) Overview and Program Goals 

b. Healthy San Diego Plus (HSD+) Contract Requirements 

c. HSD+ Provider Manual 

d. Working with HSD+ Care Managers/Care Management Teams

· Procedures for initial screening for risk, assessment, development of care plan and initiation of any needed new services, and/or coordination with existing service providers to ensure continuity of care through the initial enrollment period.

e. Effective use of CM-driven system  

f. Grievance, Appeals, and Fair Hearing Procedures/Incident Reporting

g. Integrating Primary/Acute with HCBC services for aged and disabled persons

b. Overview of newly expanded HSD+ benefits (including HCBC services) and how these are accessed and integrated into complete services package

2. Providers new to managed care (tailored to “non-traditional,” less medically oriented service agencies, many of which may not be familiar with Medi-Cal and Knox-Keene managed care protocols and requirements)

a. Healthy San Diego Plus (HSD+) Overview and Program Goals 

b. Healthy San Diego Plus (HSD+) Contract Requirements 

c. HSD+ Provider Manual

d. Regulatory Compliance in Managed Care

e. Access Requirements and Services

f. Emergency Services

g. Working with HSD+ Care Managers/Care Management Teams

h. Required Forms and Data Collection/Reporting

i. Quality Assurance/Quality Improvement/Utilization Management

j. Effective use of CM-driven system

k. Grievance, Appeals, and Fair Hearing Procedures/Incident Reporting

l. Integrating Primary/Acute with Special Services for Aged and Disabled

III. Materials to be Developed 

A. HSD+ Plan Overview and Goals (in multiple versions targeted to specific audiences)

1. Members

2. Professionals (Plan staff, physicians, referral organizations, etc.)

3. State and CMS Officials (policy focus)

B. HSD+ Plan Readiness Review Checklist

C. HSD+ Plan and Provider Manuals designed by each participating HSD+ Plan for its approach to offering HSD+ (Plans will be provided with Model Manuals from similar programs such as MSHO, Massachusetts SCO, Texas STAR+ PLUS, and Wisconsin Partnership as resource materials for Plan Manual development)

IV. Memoranda of Understanding Needed 
A. Local Mental and Behavioral Health

B. Local Public Health

C. Developmental Disabilities

D. Area Agency on Aging 

E. Department of Rehabilitation

F. Dental Society

Note: Continuous Quality Improvement Program to be completed by Quality Indicators Work group).

V.  Stakeholder consensus was reached on the following HSD+ Members Services and Education recommendations:

A.  Training Topics for Member Services Staff

1. Customer service training

2. Complaints and appeals resolution training

3. Compliance with all relevant provisions of the Americans with Disabilities Act (ADA), along with other Federal statutes for the aging or persons with disabilities 

4. Compliance with Federal and State laws affecting the rights of members such as all civil rights and anti-discrimination laws

5. Diversity

6. Condition-specific (disability or disease specific) training for contractor staff involved in the enrollment process

7. The use of creativity and flexibility to assure responsiveness to individual needs in a timely manner.

8. Patient confidentiality throughout the enrollment, disenrollment (with or without cause), default assignment, and care delivery processes, including instruction on communications with members consistent with the ADA prohibition on unnecessary inquiries into the existence of a disability.

9. Training should be available during enrollment for persons needing assistance  and for persons with cognitive impairments (or their guardians) during the plan selection process

B. Training for Members (or their family members/caregivers, legal guardians or power of attorneys) 

1. What is managed care, how it is used, and what it can offer outside of traditional Medicare, Medi-Cal, and fee-for-service healthcare

2. To the extent of their capability, their role in developing their care plan, the relationship of that care plan to other beneficiaries, and choices in the context of a managed care system

3. Training on multiple organizations accessing a member care plan with appropriate levels of security

a. Statement of members’ rights and responsibilities as provided during Options Counseling. 

4. The benefits of early intervention and preventive services as well as disease-specific chronic disease self-management

5. Available behavioral health services, community resources, alcohol/substance abuse, mental illness, and other programs targeted for specific demographic or special needs populations. 

6. Obtaining a referral to an out-of-network specialist in the case that there is no specialist participating in the plan’s provider network who has the expertise and experience appropriate to the member’s illness or condition

7. Transitions

a. How members with special health care needs can continue to obtain care from their current system, provider, or setting to a new one with no interruption of care. 

8. Independent Living Skills 

a. Training for older adults by the younger disabled community on empowerment, supervision of care providers, hiring and firing of care providers, and self-care management

b. Training for members on healthy lifestyle choices and improved outcomes

c. Employment Options for the Disabled (recommended at this time, may need further study) 

d. Training for members on community resources (including use of Network of Care) to meet a variety of needs

C. Access Issues (See also Community & Cultural Responsiveness Workgroup recommendations).

1. Enrollment materials should be made available in alternative formats (e.g., large print, Braille, searchable DVD, CD-ROM, audiotapes) in threshold languages at an appropriate comprehension level based on community standards for persons with sight or hearing impairments or for people who do not speak English 

2. All plans should inform their members of the availability of linguistic services. At a minimum, the membership material should include information regarding the member’s right to:

a. Interpreter services at no charge when accessing health care. 

b. Not use friend or family members as interpreters, unless specifically required by the member. The Plan or plan provider must document member’s refusal to accept the services of a qualified interpreter.

c. Request face-to-face or telephone interpreter services during discussions of conditions and accompanying proposed treatment options, explanations of complicated plans of care, or discussions of complex procedures.

d. Receive informing documents translated into threshold languages (see above list)

e. File grievances or complaints if linguistic needs are not met.

3. New members should have access to a toll-free number to call for questions with a requirement for TTY/TDD for those with hearing/speech impairments and accommodation for the non-English speaking person. 

4. Enrollment forms and other vital documents should be translated in writing and made available in threshold languages, according to state and federal laws and regulations. Vital documents and informing materials are defined as:

a. Evidence of Coverage Booklet, and/or Member Services Guide, and Disclosure Forms. The contents of these documents include, but are not limited to, the following information:

· Enrollment and disenrollment information

· Access and availability of linguistic services

· Information regarding the use of health plan services, including access to after-hour, emergency and urgent care services

· Primary Care Provider (PCP) selection, auto-assignment, transferring to a different PCP

· Process for accessing covered services requiring prior authorizations

· Process for filing grievance and fair hearing

b. Provider listings or directories

c. Marketing materials

d. Form letters (denial letters, emergency room follow-up)

e. Plan generated preventive health reminders (appointments, immunization reminders, etc)

f. Member surveys

g. Newsletters
5.  Training materials and intake services should be made available at locations that are especially convenient to persons with special health needs.

6. Beneficiary enrollment materials should be developed that include information regarding each plans’ network of services and providers available to special needs populations, options for plan/provider selection and the selection of specialty providers as PCPs, pre-authorization and referral guidelines, covered specialty services and available specialists, availability of any special services, expertise, and experience offered by providers and plans, exemption options, disenrollment provisions, lock-in periods and rules for changing plans/providers, excluded services. Members should also have access to records of member grievances and complaints relating to specialty services received by the plan.

7. Access Issues Related to Grievance and Complaint Procedures

a. Mechanisms should exist for members with cognitive impairments. Plans should place a telephone call to the legal representative or durable power of attorney in conjunction with communication via mail

b. The plans should provide assistance to clients wishing to access the complaint or grievance process and ensure that assistance continues as complaints and grievance are being resolved. Accommodation should be provided to sight, hearing, or speech impaired members who wish to file a complaint at the provider’s location.

c. For members with special health care needs, the plans should make available to the members on request records of member grievances and complaints relating to specialty services received by the plan.

d. Recommend that urgent grievances be acknowledged with a written response within 24 hours and resolved within three (3) calendar days. Recommend that a non-urgent grievance be acknowledged with a written response within five (5) calendar days and resolved within thirty (30) calendar days 

HSD+ Provider Network Adequacy Proposed Services

	Original Services
	Possible Additional Services

	Acupuncture
	

	Adult Day Health Care (ADHC)
	

	Ambulatory Surgical Clinic Services
	

	Audiology
	

	Care Management
	

	Chiropractor
	

	Clinic Services
	

	Dental Services 
	May be carved out with partials & bridges and access services under HCBC

	Diagnostic Services (Lab, X-Ray, Etc.0
	

	Durable Medical Equipment
	

	Hearing Aids
	

	Hemodialysis (Chronic)
	

	Home Health Agency Services
	

	Hospice
	Pain Management for ongoing chronic conditions

	Hospital Inpatient Care
	

	Hospital Outpatient Services And Organized Clinic Services
	

	Institutions For Mental Diseases (IMD)
	Incontinence Care

	Intermediate Care Facility (ICF)
	

	ICF-DD – Habilitative
	

	ICF – DD – Nursing
	

	Local Education Agency Services
	

	Medical And Surgical Dentist Services
	

	Medical Transportation – Emergency And Non-Emergency
	

	Medical Supplies, Prescribed
	

	Non-Physician Medical Practitioner (Nurse Practitioner, Nurse Mid-Wife)
	

	Occupational Therapy
	

	Optometry Services
	Osteoporosis

	Other Medi-Cal Covered Outpatient Services (E.G. Heroin Detox)
	

	Personal Care Services
	

	Pharmaceutical Services
	

	Physical Therapy
	

	Physician Service 
	

	Podiatry
	

	Pregnancy Related Services (E.G. Prenatal Care, Adult Well-Check, Family Planning)
	

	Prosthetics & Orthotics Related Services
	

	Psychiatric & Psychological Services
	

	Rehabilitative Mental Health Services
	

	Rehabilitative Services, Physical
	

	Respiratory Care Services
	

	Rural Health Clinic Services
	

	Sign Language Interpreter Services
	

	Skilled Nursing Facility (SNF)
	

	Special Tuberculosis Related Services
	

	Speech Therapy Services
	

	Sub-Acute Facility Care
	

	Substance Abuse Treatment Services
	

	Vision Services
	

	
	Home and Community-Based Care Services 

	
	Homemaker Services

	
	Respite Care Services

	
	Adult Day Care Services

	
	Companion Services

	
	Dementia/Alzheimer’s new approaches to care for those who could do well in assisted living or a home setting

	
	Extended Medical Supplies And Equipment

	
	Extended Home Health Services

	
	Family And Caregiver Training/Education

	
	Home-Delivered Meals

	
	Residential Care Services

	
	Assisted Living Services

	
	Assisted Living Plus

	
	Foster Care Services

	
	Environmental Modifications

	
	Chore Services

	
	Consumer-Directed Supports

	
	Transportation

	
	Transitional Services
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