
RETURN TO COMMUNITY 

“The Senior Linkage is 

a god send for the 

people in remote      

areas. The staff is very  

knowledgeable and 

can anticipate need. 

Thank you! 

-Return to Community  

Client 

This proposal will: 
1. Expand upon several evidence-based reform initiatives

2. Identify months of MA cost avoidance by reducing the
number of months delay of enrollment to EW/AC and,
3. Expand in-person assistance from targeted
people in nursing homes to five new groups of 
people who: 

• Are discharged from a hospital who fit within a set of socio-

economic criteria (see next page).

• Have a doctor who has ordered them to stay more than 90

days in a nursing home.

• Admitted to a nursing home on a respite stay.

• Have decided not to move to assisted living after discussing

their options with the Senior LinkAge Line®.

Have reached the end of Medicare certified home care or 
for whom home care providers feel need a referral based on 
caregiver burnout. 

• Revise the protocol for all nursing home residents upon
admission (currently residents are contacted at 45 days).
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In January 2017, the Return to Community initiative was given the Bright Idea 

designation. Bright Idea is a coveted designation given by the Innovations in 

Government Program, a program of the Ash Center for Democratic 

Governance and Innovation at the Harvard Kennedy School.  

Return to Community is a 2015 recipient of the Humphrey School of Public Affairs 

State Government Innovation Award receiving a video highlight which is reserved 

for the top three.  Videos can be found at www.mnaging.org. 

•



A Community Living 
Specialist provides: 

Benefits utilization

Medication reconciliation

protocol (suggested based 

on assessment and evalua-

tion by a pharmacy team)  

Utilize increased Medicare

medication management 

benefits  

Medicare Part D plan

compare 

Formulary review

Grievances and appeal

Cost comparisons

Safety Preparedness

Emergency Preparedness 

“Remain in Community” -
 aging in place toolkit 

Emergency contacts

POA/HCD/Guardianship

Community Living Specialists will connect interested family caregivers 
of an older adult to a Caregiver Consultant for a one hour one-to-one 
consultation. The Caregiver Consultant will discuss and assist the 
caregiver in identifying resources, support services and goods to help in 
caring for the older family member while also taking good care of the 
one caregiving.  A budget to help in paying for goods and/or services 
will be made available based on the support plan put together during the 
meeting with the caregiver.

Services and supports may include, but are not limited to:
Adult day, adaptive equipment, assistive technology, indoor/outdoor 
chore help, transportation, meal preparation, personal care assistance for 
older adult (bathing, dressing, etc.), universal and accessible design 
consultation, home safety assessment, home modification construction, 
individual and/or group education, support and training, respite 
companion, bill paying, family meeting facilitation.  

The Numbers 

In addition, about 250 annually caregivers who meet a high risk 

criteria based on the Live Well at Home Screen for Caregivers, will be 
offered the new caregiver supportive service by a specialist. 

Expanding access to caregiving 
supports and services 




