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* Governor's Commission on Disabilities
* Legislation Committee

('5 5| Monday, January 4, 20116 3:00 PM - 4:30 PM

* | i * John O. Pastore Center, 41 Cherry Dale Court, Cranston, Rl 02920-3049

(voice) 401-462-0100 (fax) 462-0106 (tty) via Rl Relay 711

* K\ * (e-mail) gcd.disabilities@gcd.ri.gov (website) www.disabilities.ri.gov

Follow us on twitter@ri _disabilities

Attendees: Linda Ward (Chair.); Jack Ringland (Vice Chair.); Casey Gartland;
Arthur M. Plitt; Angelina Stabile
Absentees: Rosemary C. Carmody; Regina Connor; Linda Deschenes;

LR Timothy Flynn; Kathleen Heren; William R. Inlow; Kathy Kushnir; Paula

4 Parker; Msgr. Gerard O. Sabourin; Meredith Sheehan; & Dawn Wardyga

“T'Guests: Robert Marshall (DDC)

Staff: Bob Cooper

3:00 Call to Order and Acceptance of the Minutes, Linda Ward,
Chair

Vice Chair calls the meeting to order at 3:15 PM
Introductions of Commissioners and guests

MOTION: To accept the minutes of the previous meeting as
presented
Motion moved by CG, seconded by AP, passed unanimously

Action Items:

3:05 Proposed Amendments lo the State's Medicaid Regulations,
Bob Cooper

Purpose/Goal: To review and comment on proposed Rl Medicaid State
Plan amendments

Section #0399 “Global Consumer Choice Waiver /Section 1500: Medicaid
Long-Term Services & Supports

The Secretary of the Executive Office of Health & Human Services (EOHHS) has
under consideration amendments to the Medicaid Code of Administrative Rules
(‘MCAR?”) Section #0399. EOHHS is proposing to amend pertinent sections of this
section of the MCAR, currently entitled, “Global Consumer Choice Waiver”, renumber
it to section #1500, and re-title it: “Medicaid Long-Term Services and Supports:
Interim Rule.” These rules are being promulgated pursuant to the authority conferred
under Chapters 40-6 and 40-8 of the General Laws of Rhode Island, as amended,
and the federal Section 1115 Waiver approved by the federal Centers for Medicare
and Medicaid Services (CMS).

The EOHHS has determined that the most effective way of updating the applicable
rules is to create a new chapter in the MCAR that sets forth in plain language the
rules governing LTSS and, as such, serves as companion to the MCAR chapters
governing Medicaid Affordable Care Coverage (Section 1300 ef seq.). Toward this
end, the purpose of this rule is to establish the provisions that implement the reforms

beginning in 2016 and to provide a summary of changes that will take effect during
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calendar year 2016 and thereafter.
To achieve the goal of rebalancing the long-term care system, Medicaid eligibility
criteria have been reformed to enable beneficiaries to obtain long-term services and
supports (LTSS) in the most appropriate and least restrictive setting.
The chief distinctions between the two types of LTSS are care setting and scope of
Medicaid coverage. Beginning in 2016, the series of reforms for modernizing the
system for organizing, financing and delivering Medicaid-funded LTSS will begin to
take effect. While the modernization process is underway, many longstanding LTSS
policies and procedures and the rules governing their implementation will become
obsolete.
Interested persons should submit data, views, written comments, or a request for a
hearing by January 16, 2016
Public Hearing on Wednesday, January 13, 2016 at 10:00 a.m.
Hewlett-Packard Enterprise Services
301 Metro Center Boulevard, Second Floor Conference Room (Room 203)
Warwick, RI 02886 (Parking is adjacent to the building)

RI Legal Services is concerned with the more restricted highest eligibility for
Home & Community Based Care

1500,03f0dd} el gy ERV PEWNdelete}: {addiNFEDS-BASED® DETERMINATIONS OF “IUNURSING
EACILITY (NF)® L EVEL OF CARE

C.©d% APPLICATION OF NF “9UNEEDS-BASED® Y | EVEL OF CARE CRITERIA

Proposed Rules Page 30

(1) Highest Need. Persons at this level of need have the choice of obtaining services in a NF or HCBS setting.
{add} feeletetBaneficiaries-shall-be-teeleeHadd Applicants/beneficiaries are® deemed to have highest level of care
need when they:

_(a) Require extensive assistance ¥*tlgr total dependencet®®e with at—least—ene{de’e‘e} {add} three (3){add} of
the following et Activities-of Daily-Living{(ABLs
(ADL)—toilet use—bed-mobilityeating-ortransferringte A AD| s -- bathing, toileting, dressing,

transferring, ambulation, eating, personal hygiene, medication management, and bed mobility; require total
dependence with one (1) of these ADLs and limited assistance with two (2) additional ADLs; AND have one
(1) or more unstable medical, behavioral, cognitive, psychiatric or chronic recurring conditions requiring
nursing_assistance, care and supervision on a daily basis; or

{add}1500.04 HCBS CORE AND PREVENTIVE SERVICES

feeleislg3gg 1 4telers («ddip (0 IMITATIONS ON THE AVAILABILITY OF #eSSERVICESH
@M EDICALD HCBSE®

Proposed Rules Page 43

Should the demand for home and community-based **®}ong-term-care-servicesteelete {addivedicaid LTSSEIY
exceed supply or appropriations, #@access to core and/or preventive services may be limited for certain{d
beneficiaries.

{@add}(1) Highest Need — NF and Hospital.® Beneficiaries with the highest need fe®ishalltdeleted have the
option of seeking admission to a nursing facility while awaiting access to the full scope of home and
community-based  services. t*®iSpecifically—beneficiaries—and—apphicantst®eeet 9 Accordingly
applicants/beneficiaries deemed to be®@ in the highest category ®%for a nursing facility level of care or
meet the requirement for a hospital level of care®® are ©ddentitled®® to services and *lshall-not-betdelete
{@ddimuyst not bef placed on a waiting list for #ee®nstitutional-servicestdee addNjedicaid LTSS in an
institutional setting. If a community placement is not initially available, 9% beneficiaries with the highest
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need®@ may be placed on a wait list for transition to the community @@while receiving services in a licensed
health facility that provides the type of institutionally based LTSS that meets their needs. Different
limitations apply for beneficiaries requiring an ICF/ID level of care as is determined by BHDDH under
applicable federal and state laws and regulations®e,

{addy(@) Priority Status --9% In the event that a waiting list for any home and community- based service
becomes necessary for any reason, the feelleipygtesietst {addiFOHHSEIY myst provide services for
beneficiaries determined to be “NF or hospital® highest need before providing services to beneficiaries
that have a high need or preventive need. Beneficiaries with high need are given priority access to services over
beneficiaries qualifying for preventive services.

@ddi(h) Continuation  of  Services --{3dd tdeletadditionally— beneficiaries receiving—servicestdeles
{addigervices for beneficiaries with the highest need®® must continuef®®t® to-have-acecess-to-and-receivetdele
{addlin the appropriate setting?dd tdekeelgyeh sepvigestéeletet ynless #ddtor untiltdd their condition improves
taeletergngtaelete} {add} 1o sych an extent that® they no longer meet the same clinical®®@/functional®® eligibility
criteria.

{add}(2) High Need — Beneficiaries with a high level of need may be subject to waiting lists for certain HCBS.
However, for the NF level of care, beneficiaries with a high need are afforded priority status for any such
services over beneficiaries who have a preventive level of need.

(3) Preventive Need — NF Only. Services for beneficiaries determine to have a need for a preventive level of care
are subject to appropriations. Therefore, wait lists and/or limitations on the availability and the scope, amount
and duration of preventive services are permissible, at the discretion of the EOHHS, to the full extent available
resources dictate.@dd

Rhode Island Executive Office of Health and Human Services
Access to Medicaid Coverage under the Affordable Care Act Rules and Regulations Section 1500:
Medicaid Long-Term Services & Supports

Introduction
These rules entitled, Section 1500 of the Medicaid Code of Administrative Rules entitled, “Medicaid Long-
Term Services and Supports: Interim Rule”, are promulgated pursuant to the authority set forth in Rhode
Island General Laws Chapter 40-8 (Medical Assistance); Title XIX of the Social Security Act; Patient
Protection and Affordable Care Act (ACA) of 2010 (U.S. Public Law 111- 148); and the Health Care and
Education Reconciliation Act of 2010 (U.S. Public Law 111-15).
Pursuant to the provisions of §42-35-3(a)(3) and 842-35.1-4 of the General Laws of Rhode Island, as
amended, consideration was given to: (1) alternative approaches to the regulations; (2) duplication or
overlap with other state regulations; and (3) significant economic impact on small business. Based on the
available information, no known alternative approach, duplication or overlap was identified and these
regulations are promulgated in the best interest of the health, safety, and welfare of the public.
These regulations shall supersede all sections of Section #0399 of the Medicaid Code of Administrative
Rules entitled, “The Global Consumer Choice Waiver”, that have been amended herein, and as promulgated by
EOHHS and filed with the Rhode Island Secretary of State.

Proposed Rules: ii

{delete}g399  THE GL OBAL CONSUMER CHOICE WAR/ER(delete}
d}CHAPTER 1500
MEDICAID L ONG-TERM SERVICES AND SUPPORTS-INTERIM RULE

1500.01 REDESIGN OF MEDICAID LONG-TERM SERVICES AND SUPPORTS (1. TSS) IN
RHODE ISLAND

A. Overviewdd}
fdeleteREV/:07/200gHdekete}
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{addIn 2009, the State received approval for an innovative Medicaid Section 1115 Demonstration Waiver. Until
2013, the demonstration was known as the “Global Consumer Choice Compact Waiver (Global Waiver)” due
to its unique financing arrangement in which the State and our federal partners mutually agreed to an aggregate
cap on the bulk of Medicaid spending. {add} One of the most important goals of the t¢elGlobal-Consumer

taelete} Global Waiver is—®9%was to reduce overutilization of high cost institutionally
based care byfdd {deletetansyra  that —every beneficiary—receivest®eer @ddiensyring that every Medicaid
beneficiary was able to access®® the appropriate services, at the appropriate time, and in the appropriate and
least restrictive setting. To achieve this goal for “dMedicaid-funded®® long-term feeletelegretdeletel (| TC)
services #¥and supports (LTSS®), the waiver t*®proyides feektetaddiy gyided@d the State with the
authorlty to coIIapse its eX|st|ng sectlon 1915 (c) home and communlty based service waivers (HCBS)

tdetete}_{addhtg standardized eligibility requwements to the fuII extent feaS|bIe to both reduce the blas toward
institutional care and promote less costly and restrictive alternatives. (2 Hetetetgndar the Global\Waiver-téses}

{addIn December of 2013, the State received approval for an extension of the Section 1115 waiver by
the federal Centers for Medicare and Medicaid Services (CMS). As the extension eliminated the aggregate
cap, references to the global compact were removed and the demonstration became known as Rhode Island’s
“Section 1115 waiver.” Under the terms of the 2013, Section 1115 waiver agreement, the goal of rebalancing the
LTSS system to promote HCBS was reaffirmed and strengthened. The State remains committed to ensuring
that® the scope of P TSStedd} teletelgaryicas Beketehgyailable to a beneficiary is not based solely on a need
for @dantdd jnstitutional “9%evel of® care, but is based on a comprehensive assessment that includes,
but is not limited to, an evaluation of the medical, social, physical and behavioral health needs of each applicant.

{add}mplementation of the federal Affordable Care Act (ACA) of 2010, began in January 2014, at the
same time the Section 1115 waiver extension took effect. The State has endeavored to take every

Proposed Rules: 1

opportunity available under the ACA to further the rebalancing goals of the waiver and on-going efforts to
institute, Medicaid program-wide, an integrated system of coordinated services that covers acute and subacute
care as well as LTSS. Implementation of the ACA has also provided the State with the technology to
support improvements in every facet of the Medicaid LTSS system — from the point of application and the
determination of eligibility through to service delivery. A statewide “Reinventing Medicaid Initiative”, which
began in 2015, has also added to this changing landscaping by authorizing the Executive Office of Health and
Human Services (EOHHS) to:

e Establish incentive payment systems for nursing facilities and hospitals that improve quality and reduce
unnecessary utilization;

e Streamline LTSS clinical and financial eligibility procedures to enhance the customer experience and
access to and information about HCBS alternatives;

e Pursue implementation of LTSS managed care arrangements that integrate and coordinate
services for Medicaid and dually eligible Medicaid and Medicare beneficiaries; and

e Promote the availability of LTSS options and alternatives with the capacity to address the unigue and
changing acuity needs of beneficiaries.

In 2016, these efforts will converge as LTSS determinations move to the State’s new integrated eligibility
system, which has both a web-based consumer and agency-staff portal, implementation of integrated care for
Medicare-Medicaid dually eligible beneficiaries and the realignment of Medicaid LTSS clinical and
financial eligibility criteria begins.

B. Scope and Purpose

Beginning on January 1, 2016, the series of reforms authorized by state policymakers for modernizing the
system for organizing, financing and delivering Medicaid-funded LTSS will beqgin to take effect. While the
modernization process is underway, many long-standing LTSS policies and procedures and the rules governing
their _implementation will become obsolete. The EOHHS has determined that the most effective way of
updating the applicable rules is to create a new chapter in the Medicaid Code of Administrative Rules
(MCAR) that sets forth in plain language the rules governing LTSS and, as such, serves as companion to
the MCAR chapters governing Medicaid Affordable Care Coverage (Section 1300 et seq.). Toward this end,
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the purpose of this rule is to establish the provisions that implement the reforms beginning on January 1, 2016
and to provide a summary of changes that will take effect during calendar year 2016 and thereafter.2dd}

Proposed Rules: 2
{delete} 0209 02 Transition-to-the Global Waiver
REV:07/2000tdelete}

laddtC, Applicability

Under the terms of Title XIX of the U.S. Social Security Act of 1964, Medicaid LTSS in an
institutional-setting is a State Plan service available to all otherwise eligible Medicaid beneficiaries and
applicants with an eligibility related characteristic who meet the applicable clinical and financial criteria.
“Institution” is the term used in the Act to refer to a hospital, an intermediate care facility for persons with
intellectual disabilities (ICF/ID), and a nursing facility (NF), all of which are licensed by the Rhode Island
Department of Health as health care facilities under Chapter 23-17 of the state’s general laws. The clinical
{Insert “/functional}eligibility criteria for LTSS remain tied to these institutional settings and vary
according to the level of care each provides and the needs of the population(s) they serve, even though the
services are now available to beneficiaries in a home and community-based setting.

(1) Scope. Medicaid LTSS in a home and community-based setting is a service authorized by the state’s
Section 1115 waiver or, in a limited number of circumstances, the Medicaid State Plan. ¥4% The authority for the
State-fetelof Rhode Islandt*} to provide home and community-based services ©e=ransitionstéeletel {addlyyag
derived initially®® from teeeithe authority found-inféele (addigactiontdd? 1915(c) of the Social Security Act
{addiand transitioned to the State’s{?dd} tdeletedg that found-intéeetet_Section 1115 9%demonstration waivert2dd
tocletelgf the-Acttd®® on July 1, 2009. The transition in authority feetelallgyysteelete} {addk \which was continued in
the waiver extension of 2013, allowed®® the State to implement new needs-based levels of care, expand the

number of |nd|V|duaIs that can access Mleng%#meamsemees—an%nepeasﬁhea\mlabmﬁ#eﬂqem&and

stafeed—m—thﬁ—mleide‘e‘e} {add}LTSS and standardlze and streamllne the eI|Q|b|I|ty crlterla across programs and
settings.

(2) General Eligibility. To be eligible for Medicaid LTSS, a person must meet a specific set of financial and
clinical criteria that do not apply to other forms of coverage. This requirement applies to both new applicants
and existing Medicaid beneficiaries and assures access to LTSS in an institutional setting. Under the
terms and conditions of the Section 1115 waiver, home and

Proposed Rules: 3

community-based LTSS are also available to Medicaid beneficiaries who meet the applicable clinical and
financial criteria and are eligible on the basis of:

o Supplemental Security Income (SSI) receipt (MCAR, Section 0351.10) or an SSI characteristic related
to age (65 and older), blindness, or a disabling condition and income up to 100 percent of the federal
poverty level (FPL) (MCAR Section 0370);

e Special income state plan requirements for persons with a Medicaid characteristic and income
from 100 percent of the FPL to 300 percent of the SSI limit (MCAR, Sections 0370 to 0372);

e Section 1915 (c) of Title XIX, home and community-based waiver criteria for persons who are aged or
functionally disabled and have income up to 300 percent of the SSI level and would require the level
of services provided in an institutional setting were it not for LTSS waiver services (MCAR, Section
0398);

o “Medically needy” state plan requirements for persons with income above 300 percent of the SSI level
and medical and LTSS expenses at or below the cost of the applicable type of care in an institutional
setting (i.e., nursing facility, hospital, intermediate care facility for persons with intellectual
disabilities) (MCAR, Section 0390.05); and

e Medicaid Affordable Care Coverage (MACC) for adults ages nineteen (19) to sixty-four (64), who
have income at or below 133 percent of the FPL and are not eligible or enrolled in Medicare or
Medicaid under any other coverage group (MCAR Section, 1305.04).
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In_addition, the State has opted, through the “Katie Beckett” state plan provision, to make home and
community-based LTSS accessible to children, living at home, who require the level of care typically
provided in an institutional-setting. (See MCAR, Section 0370.20)

The provisions set forth herein apply to Medicaid-funded LTSS for persons eligible in any of these categories
(above) whether authorized by the State’s Medicaid state plan and/or Section 1115 waiver.

Proposed Rules: 4

D. Definitions

For the purposes of Medicaid-funded long-term services and supports, the following terms are defined as
follows:

Assisted Living Residence means a publicly or privately operated residence that provides directly or_indirectly
by means of contracts or arrangements personal assistance and may include the delivery of limited health
services, as defined under subsection 23-17.4-2(12) of the Rhode Island General Laws, as amended (RIGL), to
meet the resident's changing needs and preferences, lodging, and meals to six (6) or more adults who are
unrelated to the licensee or administrator, excluding however, any privately operated establishment or facility
licensed pursuant to chapter 17 of title 23 RIGL, and those facilities licensed by or under the jurisdiction
of the department of behavioral healthcare developmental disabilities, and hospitals, the department of
children, youth, and families, or any other state agency. The department of health shall develop levels of
licensure for assisted living residences within this definition as provided in § 23-17.4-6 RIGL. Assisted living
residences include sheltered care homes, and board and care residences or any other entity by any other name
providing the services listed in this subsection that meet the definition of assisted living residences.

Characteristic means an eligibility group that is recognized by Medicaid federal and state law in order to
determine eligibility for certain low-income individuals and families.

Community Supportive Living Program (CSLP) means alternatives to institutional care for low- income
elders and persons with disabilities who are eligible for Medicaid long-term services and supports and
participating in the State’s Integrate Care Initiative (ICI).

Core Home and Community-Based Services (HCBS) means services provided to beneficiaries that ensure full
access to the benefits of community living as well as the opportunity to receive services in the most integrated
setting appropriate.

Department of Behavioral Healthcare, Developmental Disabilities, and Hospitals (BHDDH) means the state
agency established under the provisions of Chapter 40.1-1 RIGL whose duty it is to serve as the state’s
mental health authority and establish and promulgate the overall plans, policies,

Proposed Rules: 5

objectives, and priorities for State programs for adults with developmental disabilities as well substance
abuse education, prevention and treatment.

Department of Human Services (DHS) means the State agency established under the provisions of Chapter 40-
1 RIGL that is empowered to administer certain human services programs including: the Child Care Assistance
Program (CCAP), Rl Works, Supplemental Security Income (SSI), Supplemental Nutrition Program
(SNAP), General Public Assistance (GPA) and various other services and programs under the jurisdiction
of the Division of Elderly Affairs, Office of Rehabilitative Services, and Division of Veterans Affairs. The
DHS has been delegated the authority through an interagency service agreement with the Executive Office of
Health and Human Services, the Medicaid Single State Agency, to determine Medicaid eligibility in accordance
with applicable State and federal laws, rules and regulations.

Developmental Disability means a group of conditions resulting from an impairment in physical, learning,
language, or behavior areas. The BHDDH is responsible for administering programs for adults with
developmental disabilities.

Executive Office of Health and Human Services (EOHHS) means the state agency established in 2006 under the
provisions of Chapter 42-7.2 RIGL within the executive branch of state government and serves as the
principal agency of the executive branch for the purposes of managing the departments of Children, Youth,
and Families (DCYF); Health (DOH); Human Services (DHS); and Behavioral Healthcare, Developmental
Disabilities, and Hospitals (BHDDH). The EOHHS is designated as the “single state agency,” authorized
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under Title XIX of the U.S. Social Security Act (42 U.S.C. § 1396a et seq) and, as such, is legally responsible
for the program / fiscal management and administration of the Medicaid Program.

Financial Eligibility means qualified or entitled to receive services based upon income and/or resource
requirements.

Functional Disability means any long-term limitation in activity resulting from an illness, health condition,
or impairment.

Proposed Rules: 6

Habilitation Program means health care services that help a person acquire, keep or improve, partially or
fully, and at different points in life, skills related to communication and activities of daily living. Habilitative
services include physical therapy, occupational therapy, speech-language pathology, audiology and other
services for people with disabilities in a variety of inpatient and/or outpatient settings. These services address
the competencies and abilities needed for optimal functioning in interaction with the environment. Habilitative
and rehabilitative services and devices are mandated as essential health benefits (“EHB”) in Section 1302 of
the Patient Protection and Affordable Care Act (ACA).

Home and Community-Based Services means any services that are offered to Medicaid LTSS
beneficiaries who have needs requiring and institutional level of care in the home or community- based
setting that are authorized under the Medicaid State Plan or the State’s demonstration waiver authorized under
section 1115 of the Social Security Act (42 U.S.C. 1315).

Institution means a State licensed health facility where health and/or social services are delivered on an inpatient
basis, such as hospitals, intermediate care facilities, or nursing facilities.

Integrated Care Initiative means EOHHS’ two-phase strategy for implementing the Medicaid Integrated Care
Program that uses various contractual arrangements to expand access to comprehensive care management and
service. In Phase | efforts were focused on managing and integrating Medicaid covered services across the care
continuum for Medicaid-only and Medicare and Medicaid “dually” eligible (MME) beneficiaries age twenty-
one (21) or older. In Phase I, under the authority of a special federal waiver, full integration and management
of all Medicare and Medicaid covered services for fully dual eligible participants will be provided. Service
delivery in Phase Il is governed by three-party contractual agreement involving the EOHHS, federal partners at
CMS, and the participating managed entity.

Intermediate Care Facility for Persons with Intellectual Disabilities (ICF/ID) means a facility that provides
care and services to persons with intellectual disabilities as an optional Medicaid benefit that enables states to
provide comprehensive and individualized health care and rehabilitation services to individuals to promote
their functional status and independence. This setting is an alternative to home and community-based services
for individuals at the ICF/ID level of care.

Proposed Rules: 7

Katie Beckett Eligibility means an eligibility category that allows certain children under age 19 who have
long-term disabilities or complex medical needs who require an institutional level of care to obtain the Medicaid
long-term services they need at home. With Katie Beckett eligibility, only the child’s income and resources
are considered when determining eligibility.

Level of care means the determination of an applicant/beneficiary’s needs based on a comprehensive
assessment that includes, but is not limited to, an evaluation of medical, social, functional and
behavioral needs.

Long-term Services and Supports (LTSS) means a set of health care, personal care, and social services required
by persons who have some degree of functional limitation that are provided in an institution, in the community,
or at home on a long-term basis.

LTSS Managed Care Arrangement means long-term services that are provided by a health plan that utilizes
selective contracting to channel beneficiaries to a limited number of providers and requires a utilization review
component to control the unnecessary use of the long-term services and supports.

LTSS Specialist means a State agency representative responsible for determining eligibility for long- term
services and supports, authorizing such services and supports and assisting applicants and beneficiaries in
navigating the system. The term does not apply to EOHHS, Office of Medicaid Review (OMR) clinical staff,
but does refer to agency representatives such as DHS eligibility personnel (including social workers)

7
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assigned to Medicaid LTSS and staff from the EOHHS and other agencies that administer programs associated
with each respective institutional level of care.

Medicaid-Medicare Dually Eligible (MME) means and includes persons who meet the applicable Medicaid
eligibility criteria related to income, age, disability status, and/or functional need and are also entitled to benefits
under Medicare Parts “A” and are enrolled under Medicare Parts “B” and “D.”

Proposed Rules: 8

Medicaid Code of Administrative Rules (MCAR) means the compilation of rules governing the Rhode Island
Medicaid program promulgated in accordance with the State’s Administrative Procedures Act (R.l.G.L. 842-

35).

Needs-Based Eligibility means the state Medicaid agency determines whether an individual or family is
eligible for Medicaid benefits, based upon whether the individual or family meets the requirements set forth in
statute, requlations, and other applicable legal authority.

Options Counseling means an _interactive decision-support process whereby consumers, family members
and/or significant others are supported in their deliberations to determine appropriate long- term care choices
in the context of the consumer’s needs, preferences, values, and individual life Circumstances.

Person-centered Planning means a process that strives to place the individual at the center of decision- making.
It is based on the values of human rights, interdependence, choice and social inclusion, and can be designed
to enable people to direct their own services and supports, in a personalized way. Person-centered planning
is not one clearly defined process, but a range of processes sharing a general philosophical background, and
aiming at similar outcomes. Person-centered planning is also a process directed by an individual, with
impartial assistance when helpful, focusing on their desires, goals, needs, and concerns to develop supports
to live a meaningful life maximizing independence and community participation.

Program of All Inclusive Care for the Elderly (PACE) means a service delivery option for beneficiaries who have
Medicare and/or Medicaid coverage and meet a “high” or “highest” level of need for long-term services and
supports. Beneficiaries must be 55 years or older to participate in this option.

Preventive Services means the limited range of LTSS available to Medicaid beneficiaries who are at risk for
a nursing facility level of care. Includes homemaker, minor environmental modifications, physical therapy
evaluation and services, respite and personal care.

Proposed Rules: 9

Rlte@Home means a program that provides personal care, homemaker, chore, attendant care and related
services in a private home setting by a care provider who lives in the home. Rlte@ ome is a service provided to
Medicaid beneficiaries eligible for long-term care services who are elderly or adults with disabilities who are
unable to live independently and who meet the “highest” or “high” level of care as determined through an
evaluation.

Self-directed care means that beneficiaries, or their representatives if applicable, have the opportunity to
exercise choice and control over a specified amount of the funds for and the providers who deliver the long-
term services and supports they need as identified in an Individual Service and Spending Plan (ISSP) developed
through the person-centered planning process. The EOHHS provides each beneficiary opting for this service
delivery approach with a certified service counselor and advisement agency to provide decision-making
assistance and support. {add

faelet}0300 03 ACCESS TO LONG-TERM-CARE teleaddiE TYPES OF MEDICAID LTSSt
taelelelpEN/:07/2009

eemmum%y—based%eﬂﬂe%—mMpreFB—Emﬂ%Fm—&meﬂ%e&{add}LTSS{add} are de5|gned to help people

who have functlonal disabilities and/or chronic care needs to optlmlze thelr health and retaln their

|ndependence
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To achieve the goal of rebalancing the long-term care system, ¥®the Global-Consumer—Cheice-Compact
WaiveralewsteseE-addNedicaid eligibility criteria have been reformed to enablet®® peneficiaries to obtain
focleteltha  Medicaidtdeletetaddithesetadd) seryices tek®ithey peed®e® in the most appropriate #9%and®® least
restrictive #%setting®®, The types of e ong-termcaretdeletetaddl) TSS{add gyajlable to beneficiaries are
categorized as ©@eithertd institutional teletetgpgtdeleted addigr{addt home and community-based. #The chief
distinctions between the two types of LTSS are care setting and scope of Medicaid coverage, as indicated
below: {8dd}

Proposed Rules: 10

REV:07/2009tdetete}

{add}(1) Medicaid LTSS in an Institutional Setting. ¥ Beneficiaries el hgtteeleter{addhyholaddt meet the
applicable ®%financial and® clinical {Insert “/functional”} eligibility criteria may access institutional
pp Tinancial_and runctional g y \

teeleielong-term—care—servicestdelel_{add)) TSS{add  jn - the following *“State-licensed health  care
institutions/@“facilities:

(a) Nursing Facilities (NF). A beneficiary is eligible to access Medicaid-funded feeletelggpgtaelete}_{add}) Tggfadd}

in a nursing facility when it is determined on the basis of a comprehensive assessment 9% (see Section 1500.3)
{add} {delete} 5¢_defined-in-Sections-0399.05.01-02-and-0399-11 4k that the beneficiary has the highest #“need
for a NF®@% Jevel of care t#**ineeds {See-Section—0399.12.01)tdelete}

(b) Intermediate Care Facility for thetd® Mentally Retardedfdeletet {addinte|lectually Disabled®d
(ICF/ieeleedpRidelete{add} pyaddly - A peneficiary qualifies for an JCF/eekeripRideletesr{addl piadd: Jevel| of care if
the beneficiary has been determined by the MHRH—ddstate Department of Behavioral Healthcare,
Developmental Disabilities, and Hospitals (BHDDH)® to meet the applicable institutional level of care.

(c) Long-term Acute Care Hospital - ¥**®“EleanorSlaterHospital (ESH) ¥ A peneficiary qualifies for a
long-term acute care hospital stay if the beneficiary has been determined to meet an institutional level of care
by tdeletehthe MERHtdHOBBHDDH (e.q., Eleanor Slater Hospital (ESH))® and{@dd/orfadd py the BHS

EOHHS. Medicaid LTSS may also be available to children in State custody or who have special health care
needs that meet the hospital level of care.{add}

Beneficiaries residing in an NF, |CF/esleteipRideletetaddip{add gnq tdeletefgguytdelets} {addipyogpital receive all of
their Medicaid long-term services and supports through the facility with the exception of a limited set of
covered equipment and supplies — e.qg., eyeglasses, hearing aids, prosthetics, etc. (2dd} teeleietare considered-to-be
in-an-institution-for-the purpeses-of determining-eligibilitytéeereadd  Medicaid coverage in institutional settings
includes room and board. Beneficiaries in these settings are subject to the post-eligibility treatment of
income (PETI), which determines the amount they must contribute, sometimes referred to as “liability”,
toward the cost of -

Proposed Rules: 11

LTSS. In the PETI calculation process, {ddHdeletetpatdeleietaddithe State’sdd  Medicaid payment for
taeletetinstitutional caretedletet  {addijnstitutionally based LTSS® is reduced by the amount of the beneficiary's
income after certain allowable expenses are deducted. Other rules applicable to institutional care and services are
located in feeletelthgtdelete} {addi) CAR{add} Sections fdeletelgf tdeleteln37g,

fdelete}n309 04
REV:09/201 3tdelete}

{add}(2) Medicaid Home and Community-based LTSS. --{addHeeleteiThe Global Waiveridektst ddiThe State’s
Section 1115 demonstration waiver®® authorizes **®the state to—offert®*_an array of home and

community-based services #H(HCBS)®! to tdektetmamberstdeletsl_{addipeneficiaries®® as an alternative to
tacletsdinstitutionalizationtdele_addlinstitutionally based care. In general, {299} feeleteygmetdelete} {addihomeladdt gngd

9
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community-based e Hong-term-care-services-and-supports-(HCB/LTC Services) are-in-addition-to-the-services
otherwiseprovided-underthe-Medicaid-programidietsd_{addl| TSS provide the type of services available in an
institutional setting that are not covered by Medicare, commercial health plans or non-LTSS Medicaid
coverage (e.q., assistance with the activities of daily living, such as personal care, preparing meals, toileting,
and managing medications). Access to these services enables beneficiaries to optimize their health and retain
their independences while delaying or diverting the need for care in more costly and restrictive institutionally
based settings.

Room and board are NOT covered by Medicaid. Medicaid HCBS includes both core and preventive services
as well as all other state plan and waiver services. Additional services may be available, depending on the
type of a beneficiary’s needs and the institutional level of care required. Beneficiaries receiving Medicaid LTSS
in home and community-based settings are also subject to PETI and must contribute to the cost of their LTSS.

{add}

Proposed Rules: 12

{add}F ELIGIBILITY FOR MEDICAID L TSSdd

To qualify for Medicaid-funded long-term care services “@%and supports®®® under the feeiGlgbal
Waivertdeleted  {addigtate’s Section 1115 demonstration,®® a person must meet the general and financial

eligibility requirements as well as fdeletelmoattdeletel _____cortain clinical®/functional
disabilityfeddHeeleetaigibiliyeeietet criteria. #9"0On Japuasy—1 2016 { Replace “January 1, 2016” with

“February 8, 2016}., reforms to the LTSS eligibility requirements will begin to be phased-in with the
promulgation of a series of amended rules over a six (6) month period. This process begins with the provisions
set forth in this rule revising the clinical/functional disability needs-based criteria for the nursing facility level
of care and implementation of federal authority standardizing benefits and service options for Medicaid LTSS
beneficiaries across categorically needy and medically needy eligibility categories.

This interim rule identifies the MCAR provisions applicable to financial eligibility until July 1, 2016 and sets
forth the new clinical/functional disability criteria to take effect on Jasuary—1-—2016 { Replace “January 1,
2016 with “February 8, 2016”}.. In addition, the range of core HCBS will be expanded effective Jaagary-—L

2046 { Replace “January 1, 2016 with “February 8, 2016™}.. Section 1500.4 of this interim rule, describing
core and preventive services, identifies and describes the new core HCBS available to beneficiaries as of that
date.

10
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(1) General and Financial Eligibility Requirements. The State’s Section 1115 waiver establishes that all
Medicaid LTSS applicants/beneficiaries must be subject to the general and financial eligibility requirements
applicable to persons who are likely to be residents of an institution irrespective of whether that care is
actually provided in an institution or the home and community-based setting. The EOHHS has delegated
responsibility for evaluating the general and financial eligibility of Medicaid applicants and beneficiaries
to the Rhode Island Department of Human Services (DHS).

Proposed Rules: 13

(a) LTSS Eligibility Requirements (Effective until June 30, 2016). Except as indicated in paragraph (b) below,
general and financial eligibility for Medicaid LTSS are determined in accordance with the following standing

provisions: {2dd}

e The general eligibility requirements -- Set forth in P9 MCAR,®4} Sections 0300.25 and 0300.25.20.05
respectively.

e Income and resource eligibility rules -- For Medicaid eligible persons who are: likely to be residents of an
institution for a continuous period, ©@have received LTSS for a minimum of thirty (30) days through a
Medicaid managed care plan, or would have needs requiring the level of care in an institution if it were
not for home and community-based waiver services, including for thosefadd} tdeleielgndtdeleiel \who have a
spouse living in the community (see MCAR, Sections 0380.40-0380.40.35 and 0392.15.20- 0392.15.30).

See also the applicable income and resource provisions in the ttHgng-term-caretéeleter {2ddifor Medicaid
LTSS in MCAR,{add} Sections {de‘e‘e}#emfde‘e‘e}%% to 0398.

o {ddEyaluation of Income and Resources --?9% In Sections 0380.40-0380.40.35 and 0392.15.20-
0392 15. 30 all references to mstltutlonallzed spouses and continuous perlods of mstltutlonallzatlon

mstﬁuﬂenal—semeesfde‘e*‘*} {add}apply to ALL beneﬁmanes eI|Q|bIe for Medicaid LTSS, irrespective of

whether services are obtained in an institutional and home and community-based setting.

(b) LTSS Categorically versus Medically Needy (Effective Jargary—1-—2016 { Replace “January 1, 2016”
with “February 8, 2016’}.). The EOHHS requested and received approval from the CMS for a state plan
amendment standardizing LTSS benefits and service options across the “categorically needy” and “medically
needy” eligibility categories set forth in MCAR, Section 0370. Accordingly, all LTSS beneficiaries are eligible
to receive the same core and preventive services. (2dd

felete}200 05,01 Clinical Elicibilitv—s licabili
REV:07/2009tdelete}

Proposed Rules: 14

taddy(2) Clinical/Functional (CF) Eliqibility Criteria, (Effective Jandary—1-—2016 { Replace “January 1,
2016” with “February 8, 2016™}).

The @ddclinical/functional eligibility® level—of—care—criteria that must be met for ©d%each type of
institution identified in subsection (E)(1) of this rule vary in accordance with the level of need of the
beneficiaries they serve, the scope of services they are authorized to provide, and state and federal
requlatory requirements.

()@ Intermediate care facilities fortdet} the —mentally —retardedtdelet__{addinersons  with intellectual
disabilities (ICF/ID)). The criteria used to evaluate clinical {Insert “/functional”}eligibility for the ICF/ID level
of need are established by the BHDDH, in accordance with State law, and apply to Medicaid LTSS
provided in the institutional- settlnq{a“d} M&nd—hespﬁalsfde‘e‘e} and {add}home and{add} communlty based
service alternatives fdelete} 3
based-eriteriatée 249 The criteria have—been adopted bv BHDDH in effect as of %ﬂ#%@é@ { Replace
“January 1, 2016” with “February 8, 2016”}., will continue to be used until such time as BHDDH

establishes amended or new rules, requlations and/or procedures. #ddHdeleiet and applicablerules-promulgated

11
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{add}ryrther information on these criteria is located in Section 1500.02 (C) (b) (iii).

(b) Hospital — Each agency serving beneficiaries who may require Medicaid LTSS at the hospital level of
care is authorized under the State’s 1115 waiver to tailor the clinical/functional criteria to meet their
population’s general and unigue needs within the parameters of applicable federal regulations and laws.
This applies to individuals seeking services through the EOHHS Habilitation Program which were authorized
prior to establishment of the Section 1115 demonstration in 2009 under the State’s1915(c) Habilitation
Waiver.

(c) Nursing Facility — Effective Japuary—1-—2016 { Replace “January 1, 2016 with “February 8, 2016’}.,
the EOHHS is revising the needs-based clinical/functional criteria for NF level of care established when the
Section 1115 waiver demonstration was approved initially in 2009. The application of the previous and revised
versions of the NF level of care criteria are as follows:

(i). Beneficiary entered NF prior to July 1, 20099, In accordance with the terms and conditions of the
Section 1115 waiver approved in 2009, any Medicaid LTSS beneficiaries who were residing in a
nursing facility on or before June 30, 2009, are subject to the NF level of criteria in effect prior to July 1,
2009. The ©®9%revised® needs-based criteria DO NOT apply to

Proposed Rules: 15

beneficiaries ellglble to receive Medlcald funded fd‘*‘e‘e}leng-teem—eape—semees—{add}LTSS{add} unless
or untll 3 : m 3

leaseel—ser—wees—evepthe—msnwﬂen-%e} {add}the needs of the beneﬂmarv improve to such an

extent that beneficiary no longer meets the criteria for Medicaid LTSS in effect prior to July 1, 2009 or
the beneficiary chooses to transfer voluntarily to a home and community-based services setting;

(ii.) Beneficiary entered NF between July 1, 2009 and Beesember31-2015 {Replace “December 31,
2015 with “February 7, 2016}. Any Medicaid LTSS beneficiaries who were determined eligible
for a NF level of care during this period will continue to be subject to the criteria in effect at that time.
Therefore, the revised needs-based criteria DO NOT apply to beneficiaries receiving Medicaid LTSS
who were living in_nursing facilities on or before December 31, 2015. The level of care criteria in effect
between Julyl, 2009 and Beeember31-2015 {Replace “December 31, 2015” with “February 7,
2016’} apply and will continue to apply unless or until the needs of the beneficiary improve to such an
extent that beneficiary no longer meets the criteria for Medicaid LTSS or the beneficiary chooses to
transfer voluntarily to a home and community- based services setting.

(iii) Applicant/Beneficiary for LTSS On/After daruary—1-—2016 { Replace “January 1, 2016 with
“February 8, 20167}..10% The tdeletelpapyaeletet {addireyjsed{addl needs-based levels of care DO apply
to (9new applicants for Medicaid LTSS and existing®®® beneficiariest®* eligible—to—receive
Medicaid-funded-long-term-care-services {letehyyho tdeletelgrg tdeletei{addlyyarefadd} Jjving in the community
on or before tee®lyne 302009 tdeleteradd} Jaguane 42016 { Replace “January 1, 2016” with
“February 8, 2016”}.. @4

The tecleteipgpydsieres_{addirey/jgpgfadd) tesleietiayals of caretdeletsl {addicriteria for assessing the highest need
for a NF level of care®®® will apply beginning with the beneficiary's annual re-assessment #%as
part of the eligibility renewal process®id, If g HeleietgerggptdsieteHaddipaneficiary(addl {deletehpat thgtdelote}
{addihas the highest or a high need for a NF®% institutional level of care ¥etlgriteriat®®®®} in the past,
{addithen the beneficiary(®dd fdeletethe gy ghetdeletel \yjj| {(ddicontinue tof®? meet either the highest or
{addigfadd} high ddneed for an NF®9 Jevel of care in the future, and eligibility for #“}gong-term-care
serviges-taeteraddiNedicaid LTSS® will continue without interruption, providing ®@there have been
no changes in® all other general and financial eligibility requirements ¢**tcontinue

Proposed Rules: 16

to-be-—mettdeeter \When assessing beneficiaries living in the community using the needs-based level of
care criteria, a beneficiary is clinically eligible as highest need if the fe*departmenttée® EQHHS
determines, as above, that the beneficiary meets at least one of the d%evised®@dd
clinical®@/functional® eligibility criteria for highest aeed; or, absent that, the beneficiary has a critical

12
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need for ¥eeHgng-term—caretdelelet (WANE caret®d due to special circumstances as specified in
@ddiMCAR, 9% Section 1500.03(C)(2). et Accordingly—a-foetetet

{add}(jy) Criteria Applicable for Transition to HCBS - Current Beneficiaries. A Medicaid®
beneficiary ¥e*eligible-for-andt*® residing in a nursing facility ©@whose eligibility was determined
in accordance with subparagraph (i) or (ii) abovet®dd téektslgn or hefore June—30,—2009,whotdelete
{addigndf@dd} chooses to move to the community, ¥elghall petdelete} {addlyyj|| peladdh assessed using the
toclete}payytaelete} {addiyeyjsed® needs-based level of care at the time eligibility is et} re-determinegidelee
@ddrenewed®®, A beneficiary who makes this choice is eligible for fee*®long-term—caretdelett
{addiMedicaid LTSS as "highest need" if the **®ldepartmenttéctetst EAEQHHSE determines at
any time that the beneficiary:

o tdelelmeptgtdclete} {addivjeetsl®dd at |east one of the clinical ©%/functional®® eligibility criteria for
highest need; or
o fell_0) the beneficiarydoest®etd @ddiDoesl@dd not meet at least one of these criteria but

nevertheless has a critical need for ¢ ong-term-careteelete “ddivedicaid LTSS® due to special
circumstances that may adversely affect the beneficiary's health and safety. Such special
circumstances include a failed placement as well as other situations that may adversely affect a
beneficiary's health and safety ©9%as{@dd specified #9%in{dd Section ©991500.03(C)(2).{add

Proposed Rules: 17

{@ddi(d) Preventive Level of Need.®% Beneficiaries currently eligible for fdeleh

Assistancetecletet {addi\jedicaid via the provisions related to SSI, an SSl-characteristic (blind and low-income
elderly or persons with disabilities), or as members of the MACC group for adults®® who are not
clinically eligible for t#¢gng-term-caretdeletetdd} | TSSM may be eligible for a limited range of home and
community based services if they meet the criteria to qualify for preventive care (see "preventive need” in
Section {991500.03(C)(4)®).  The availability of such services e*®ighall b feslete} {addijsladd} |imjted,
depending upon funding.

faelete}0300.05.01.02Needs-based-LFC-Determinations
RE\:07/2009tdelete}

{add}1500.02 MEDICAID LTSS NEEDS-BASED DETERMINATIONS
A._OVERV]EW{#dd

The processes-for determining clinical {Insert “/functional”} eligibility®©®} are based-gntdeleteHadd centers ontadd
a comprehensive assessment that includes an evaluation of the medical, social, physical and behavioral
health needs of each beneficiary. The assessment ttetelshall petdelete} {add}ls{add} tailored to the needst®*® of
the—beneficiaries—services—and,teeeteHadd} of peneficiaries seeking the various types of LTSS (see Section
1500.01 (E) above) and{id féeletelas such may vary from—one—process—to—thenexttéele (additend to differ
accordingly. For example, the clinical/functional needs based criteria for NF level of care are different than
the criteria for the ICF/ID and hospital levels of care and may vary further by setting within each type of
institution and the population served (i.e., hospital level of care for child in DCYF custody versus adult
identified by BHDDH as a person with a serious and persistent behavioral health condition or

13
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illness). Based on this assessment, the needs of the beneficiary are classified as "highest” or "high” to
reflect the scope and intensity of care required and the range of services available. #Non-LTSS
Medicaid{@d {deletetganeficiaries—already—eligibleforcommunityMAflE_addpheneficiaries with chronic and
disabling conditions®® who do not meet the highest or high level of care but are at risk for
taeletetinstitutionalizationtdeles} @ddithe Jevel of care typically provided in an institution®®“ may access certain
short-term preventive services ©9%to optimize their health and promote independence.

Once the assessment is completed, a determination of Medicaid LTSS eligibility based on both general,
financial and clinical/functional criteria is completed. Persons eligible for Medicaid LTSS then are engaged
in the person-centered planning process in which the beneficiary is assisted in

Proposed Rules: 18

establishing a care plan that uses his or her life goals as a focal point for organizing the delivery of the services
authorized (core and preventive as indicated in Section, 1500.03(E), the options available based on level of
need (see matrix_below at subsection (B), and the service delivery alternatives available (LTSS managed
long-term care arrangement, PACE, or community-based care coordination, see MCAR, Sections 0374 and
0375). Person-centered planning is a holistic approach for accessing Medicaid LTSS that involves the
beneficiary, family members and providers. A description of the basic types of Medicaid LTSS is provided in
Section 1500.01 (E).fdd}

addiB, | EVEL OF CARE AND NEEDS-BASED SERVICE OPTIONS?dd

The scope of services accessible to a beneficiary varies in accordance with individual needs, preferences,
availability, and the parameters established in the f*®Global WaiverfeeleteHaddiSiate’s Section 1115

demonstration® and/or federal and state regulations, rules or laws. For example, a beneficiary with the
highest need % for NF level of care?®® may {eletetpe able-to-f9eetoptain the full range of ©¢*tservices-he-or-she
needstéeleet (2ddl] TSS he or she requires at home or in a shared living arrangement, but may choose, instead,
to access those services in a nursing facility. Community-based NF level of care options include PACE and
accessing services through a self-directed model. A beneficiary determined to meet the P9 NF@9 high need
may have access to care in the home and community based setting - including PACE -- and self-directed
care, but does not have the option of nursing facility care. #9The matrix below outlines the service options
based on level of need:{dd}

REV:07/2009
LFCLEVEL OF CARE-AND-SERVACE OPTHON-MATREX
HIGHEST HIGHEST HIGHEST
Nursing-Home-Level-of Care Heospital-Level-of Care 1CFMR-Level of Care-{Access-to
al-Community-Based Freatment-Centers-and-at-Services | Services)

- s
HIGH HIGH HIGH
Nursing-Home Level ot Care Hespital-Level-of Care 1CHMR Level of Care
{Access-to-Community-Based {Access-to-Community-Based {Access-to-Community-Based
Services)c Services) Services)
PREVENTIE PREVENTIVE PREVENTIVE
Nursing-Home Level ot Care Hospital-Level of Care 1CEMR Level of Care
{Acecess-to-Preventive (Acecess-to-Preventive {Acecess-to-Preventive
Community-Based-Services) Community-Based-Services) Community-Based-Services)téeletet

Proposed Rules: 19
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{add}Nedicaid
LTSS Service Options Matrix
Needs-Based Level of Care Determinations

Highest Need Highest Need Highest Need

NF Level of Care Hospital Level of Care ICF/ID Level of Care

(Access to Nursing Facilities and (Access to Hospital, Group (Access to ICF/ID Group Homes
all Home and Community-based Homes, Residential and all other Home and
Services) Treatment Centers and all Community-based Services)

other Home and
Communitv-based Services)

High Need High Need High Need

NF Level of Care Hospital Level of Care ICF/ID Level of Care

(Access to Core and Preventive (Access to Core and (Access to Core and Preventive Home

Home and Community-based Preventive Home and and Community-based Services)

Services) Community-based Services)

Preventive Need NF Level of Care Preventive Need Hospital |Preventive Need ICF/ID Level of Care
Level of Care

(Access to Preventive Home and (Access to Preventive Home (Access to Preventive Home and

Community-based Services) and Community-based Services) [Community-based Services){@dd}

tdelete}9399 gptdeletet_{addic MEDICAID LTSS ASSESSMENT & COORDINATION 29 (A& C) fadch
= ORGANIZATION (ACO}
REV:07/2009

Proposed Rules: 20

foelete} {addi\jedicaid LTSS assessment and coordination
(A&C) % s a set of four (4) processes established across the health and human service departments that
assist applicants/t®*tlrecipientstaciets {add}beneflmarles{add} and their families in gaining access to and
navigating the TG TSSEAd gystem, fdeletsd
entity; el 2ddAlthough there is no one single, distinct entity that performs all these functions, the State’s
Section 1115 demonstration sets the direction for all Medicaid LTSS assessment and coordination activities{®
tocletelput a—set-of-interrelated-activities-from-across-the-departmentsté®ete that serve the goal of rebalancing the
long-term care system.
{add} (1), A&C Processes.?% The four ©®principal A&CE% processes ¥included-in-the-ACOH e gre as
follows:

(a) Information and Referral -- The State provides information and referrals about publicly funded
faelete}) TGdelete}_{addl] TSStdd} tg individuals and families through a variety of sources across agencies. The
taeleetpggfdelete} {addiEOHH S s responsible for enhancing and coordinating these resources to ensure that
every person seeking Medicaid-¥*“Hunded LTCservicestéeteret {addy| TSSdd has access to the information
they need to make reasoned choices about their care. The tdekete}

taeletefadd)EOHHS has entered® into inter-agency agreements with each entity identified or designated as
a primary source of information/referral source for BTSSP peneficiaries®®, their family members
and authorized representatives. ¥elgf long-term-caretdee®, {addhn addition, the Division of Elderly Affairs
(DEA), within the Rl Department of Human Services (DHS) administers the Aged and Disability Resource
Center (ADRC) through “The POINT” at: 401-462-4444 t2dd}

(b) Eligibility Determinations t*®}_Throughthe ACO, the Department-of Human-Servicestélete} (2ddi__Under the

terms of interagency agreement with the EOHHS, the Medicaid single state agency, the DHS has been delegated

the responsibility to®? determines financial eligibility for *}ong-term-care-sepvicestéeletet (addig|| Medicaid

LTSS applicants and beneficiaries 99 teketetgrovided-across-agenciest®e®, a9 The EOHHS has delegated the

authority to determine clinical/functional®®® eligibility ¥ for Medicaid LTSS?Id tdekietis hased on—a

Responsibilities—for—clinical eligibility—arefdeleet ddiacross State agencies. The entities that conduct the
15
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assessments work in coordination with staff of the Medicaid agency, as appropriate, to ensure the eligibility
determination process is coordinated and to preserve program integrity. Clinical/functional eligibility
responsibilities are organized as follows:

Proposed Rules: 21

* (i) NF Level of Care — Needs-based assessments for{add #eletelGlinical eligibilitytoreceive-services—in-a
nursing-facilityfeelesr {addig N institutional level of care®® or community{#®-based(®® alternative te**ig that
institution-willbetdeleetdd) jsadd) determined by “eiDHS teelete} () the EOHHS, Office of Medical Review
(OMR) utilizing *¥e**¥needs-based-#*}the criteria set forth below in Section 1500.03.

*_ (ii) Hospital Level of Care — Needs-based assessments for®dd {dekeetGlinieal aligibilitytoreceive-services
intdee=_g  Jong-term care hospital or community alternative *tg the institution—wil-be—determined—by

DHS-and MHRHfeeteter {addiare tailored to the clinical requirements of the populations served in settings that
meet_the definition of “hospital” for Medicaid LTSS purposes.@d {deletelas annropriate,—utiizing—antdelee
institutional level of care. ““*BHDDH and the Rl Department of Children, Youth and Families (DCYF) have
developed and apply specialized clinical criteria for adults and children, respectively, with various service
needs at this institutional level; the EOHHS has established tlinical criteria for beneficiaries requiring services

through the Habilitation Program and similar settrnqs {add}

msﬂtutrenal—level—ef—e&re*de'e‘e} {add}(rn) ICF/ID Level of Care The BHDDH uses cIrnrcaI crrterra establrshed in
State law (R.I.G.L. § 40.1-1-8.1) and associated implementing rules (located at:

(http://sos.ri.gov/documents/archives/reqdocs/released/pdff MHRH/MHRH 1746 .pdf) as well as the federal
law and requlations when conducting needs-based eligibility determinations. The BHDDH also utilizes a
population-specific services intensity scale to evaluate/authorize Medicaid LTSS required to meet assessed
need.fadd}

appropriate, to ensure the eligibility determlnatlon process is coordlnated and to preserve program +ntegr|tyL
(c) M@are—ﬁlannmg—tde‘e‘e{add}}Person centered care plannrnq{add} The comprehensrve assessment completed

with the beneficiary, e} ,
include fam+|y#nendser—ether—prewders)——{de'e‘e}{add}—that Was{add} used to determlne cllnlcal {Insert
“/functional}eligibility, will also direct the development of 9% person-centered®® care plan. The
person-centered plan will identify goals and objectives set by the beneficiary and may include the scope and
amount of services required to meet the beneficiary's needs as well as the full array of service/care setting
options. feeleletpggldeletst faddip g Cladd} finsert “person-centered” before “care”}care planning

Proposed Rules: 22

activities include establishing funding levels for the care ©9%for LTSS beneficiaries who have opted for self-
direction (Personal Choice Program) or community-based coordination service delivery options. {addidetete}
andfortdetee ddiThis may include®® the development of a budget for self-directed services or the provision
of vouchers for the purchasing of services. ®For Medicaid LTSS beneficiaries choosing to enroll in a
manage long-term care arrangement, as defined in MCAR, Section 0375, the plan of choice assumes
responsibility for ensuring the appropriate delivery of authorized services and on-going person-centered
planning. {dd}

(d) Case management/evaluation- --The activities of the various agencies and/or their contractual agents
{addrgretadd} designed to ensure beneficiaries are receiving ©#4%thef% scope and amount of services identified in
the person centered care plan. The broad range of services includes periodic review of person centered care
plans, and may include coordination of services with the beneficiary's acute care management entity féelete

{RhodyHealth—Partners—Rlte—Care;); 9%t (2ddl| TSS managed care plan or community health team®® and

quality assurance. Depending on the agency and the population served, this may be performed by multiple
entities working in collaboration or a single entity.

{Insert “ge) Nursmg home d|ver5|on Medlcald funded home modifications and personal care services that

nursing f |I| re.”


http://sos.ri.gov/documents/archives/regdocs/released/pdf/MHRH/MHRH_1746_.pdf)
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REV:07/2009tdelete}

{add}(Z) Imtlatmq the Assessment & Coordlnatlon Process {add} {de‘e“*}A—seFeemng—teel—de\mped—by—the—DHs

plaeeme%and#e%ewreue#e#&kfew&ek%e&nﬁepgew {add}When applylnq for Medlcald LTSS elther

through the on-line consumer portal at HealthSource RI or agency kiosk or on-paper (form known as “DHS-2")

or in person with the assistance of a DHS agency specialist, applicants/beneficiaries must indicate the type of

LTSS they are seeking. The State’s integrated eligibility system, known as “RI Bridges”, collects information

related to the general and financial requirements for LTSS and conducts an initial screening to determine the

appropriate entity for performing the comprehensive assessment of clinical/functional eligibility@d}, Based on

the results of this screen, referrals proceed as follows:

Proposed Rules: 24

{add}Medicaid LTSS A&C

Referral For Comprehensive Assessment

Beneficiary Has Potential Need Referral to: Programs/Services Administered

For:

(2) Medicaid-funded NF care or an EOHHS or its |[LTSS Integrated Care (MCAR, Section 0375) LTSS
HCBS alternative. Includes adults and [contractual Institutional Care (MCAR, Section 0378) SSI-related

children.

designee (e.q.,

Coverage (MCAR, 0394)

LTSS
managed care

HCBS Programs (MCAR, Section 0396 Katie Beckett

Eligibility (MCAR, Section 0370.20)

plan)

Personal Choice (Self-directed Care) Program (MCAR,

Medicaid Personal Choice Program) NF Transition

Program (MCAR, Section 0378) PACE (MCAR,

Section 1500.05(A))

(b) LTSS for elders or persons with

DHS -

disabilities, but who do not meet the

Division of

Co-pay Programs (MCAR, Section 0398.20 and DEA

Rules, Requlations and Standards Governing the Home

financial eligibility criteria for full
Medicaid due to excess income

Elderly Affairs

and Community Care Services to the Elderly Program,

Section 11%)

(c) Medicaid LTSS in an ICF/ID or

BHDDH

HCBS alternative for persons age 19 and

over with a developmental disability

Services for Adults with Developmental Disabilities

(MCAR, 0398.10 and BHDDH implementing rules?)

! See implementing rule located at: http://sos.ri.qov/documents/archives/regdocs/released/pdf/DELDA/5638.pdf

2 See implementing rule located at: http:/sos.ri.gov/documents/archives/regdocs/released/pdf/MHRH/MHRH_1746 .pdf
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11

12
13
14

15
16
17
18
19
20
21
22
23
24
25

26
27
28

29

{addiMedicaid LTSS A&C
Referral For Comprehensive Assessment

Beneficiary Has Potential Need Referral to: Programs/Services Administered

For:

(d) LTSS for adults with serious BHDDH Services for persons with behavioral conditions,
behavioral health conditions including adult psychiatric services and forensic

services.® (BHDDH implementing rules,
requlations and standards®)

(e) LTSS for adults with traumatic brain |[EOHHS Habilitation Program (MCAR, Section

injury

(f) LTSS for children currently in State |DCYF Mental Health Evaluation (DCYF Policy:
custody or in foster care in Rl at age 18 700.0010)

with developmental disabilities or Transitioning Youth (DCYF Policy: 700.0185) Mental
behavioral health conditions Health Services (DCYF Policy: 100.0155)

(q) LTSS for children with special health |EOHHS
care needs up to age 21{add}

The agency receiving the referral is responsible for applying the appropriate needs-based criteria and
determining the services options available as indicated in subsection (C) (1) (b) above.
fdeletel39 7 | FC ekt

{addip | TSS®IOPTIONS COUNSELING PROGRAM

teeleietpEN/-07/2000tdetete}

Attt} Iong term care-fdeletetaddl] TSStdd} gptions counseling program is designed to provide beneficiaries and/or
their representatives ©@4%with?4 information concerning the range of options that are available in Rhode Island
to address a person's long-term care needs. The options discussed include the ©%types of L TSS{edd
(institutional care t®layailable foelete} {addign{add} {deletethotdeletet home and community-based care®®), the
range of available settings, (2% feeleteithat is availableté®ete and how to access these services. The sources and
methods of both public and private payment for Hgong-term care—servicestosletst {addy TSgladdt gre
{addig|sofadd} addressed. A person admitted to or seeking admission to a e Hgng-term-caretdclete} {addl Tggtadd
facility regardless of the payment source fé¢tlshall betdelete} {addimst hel@dd) jnformed by the facility of the
availability of the long-term care options counseling program and fe‘e‘e‘e}shau—beuprewdedAM%hﬂa—leng-te#nﬁeaFe
optionsteetetsl_{addiprovided with a®@ consultation eleihf they sofdeletet {addyponfaddt request.  9%QOptions
counseling typically includes, but is not limited to, the following: 8dd}

An initial screening ©@s conducted®® to determine how a person would be most appropriately served is
eonducted. 99 This screening is available to prospective and current residents of LTSS facilities and
applicants/beneficiaries of Medicaid LTSS and other publicly funded LTSS

Proposed Rules: 26

3 See information on Eleanor Slater Hospital located at: http://www.bhddh.ri.gov/esh/description.php
4 See Implementing rule located at: http:/sos.ri.gov/documents/archives/regdocs/released/pdf/MHRH/MHRH_3088.pdf
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programs, such as the DEA co-payment program.{2dd {éeleteiThjgtaelete} {addiTheladd} gereening includes a

determination of the need for crisis intervention, the available sources of funding for services, and the need for
community services, Medicaid, or other publlcly funded services.

eonsultatlon *de‘e‘e} {add}A consultatlon W|th an LTSS agency spemahst for any appllcant for Medicaid-funded
LTSS that includes a discussion of service delivery options (managed care plan versus alternative), role of
third-party payers (e g., Medicare), and tvpes of LTSS available based on level of need. add}

039908 E.COST NEUTRALITY FOR MHGB*‘*““Q} {add}HQME AND COMMUNITY- BASED{add}
SERVICES

taeleletpEN/:07/200Qtdeleted
{addiAs explained below, {addh {deletelThotdelete} {additppfadd) {deletetpygideletet {addiF O Stadd} js responsible for

{addigettingfeddt {teeletelraviowing—and—approving™®e  the aggregate cost neutrality of *®the home—and

i faeleie} {addi\jedicaid home and community-based services®® on an
annual basis. *9%A core EOHHS function is to collaborate with agency partners through the A&C process to
ensure that®ddh  tdeleelment cost neutralityt®e®  the average per capita expenditures for home and
community-based services feetelgappettécterst {(addigoes not®dd exceed one hundred percent (100%) of the
average per capita expenditures eof—the—cost—of—institutional—services—iH—the—individuals—had been
institutionakizedtdetere} {addifor the same set of Medicaid LTSS provided in an institutional setting — that is, NF,
ICF/ID or long-term hospital. Accordingly, when comparing the cost of care in a HCBS versus institutional
setting, the total average costs for all Medicaid LTSS core and preventive services must be considered, across
providers, even if the beneficiary is residing in a specific HCBS setting (e.g., residing in _a habilitation
group _home or assisted living and receiving limited skilled nursing or therapeutic day supports as
separate services)® The average monthly costs to Medicaid by institution are:

o Nursing Facilities tdelete}g 5 531 goteelete}.{addigs 510,001
o {eleshop NRfdelete) (add)) O /) Dladd) fdelete}g1 g 768 34fdelets} (addjgp 1 93D gatadd)
e Eleanor Slater Hospital $24,195.00

Proposed Rules: 27
The teeletetpgtdelere} {addie O S} yses these average monthly costs to Medicaid to #@identify and promote
cost-effective _community-based LTSS alternatives to institutional caref®dd {fdeletelassict in determining

whether—home—and community-based-services-arecost-effectivetd®ete as required under Title XIX of the Social
Security Act.

teeleie}gag g qptdeleted {add}1 500 03fadd} feeleigy/E RN/ E\AHeeslete}: {addINFEDS-BASED™Y DETERMINATIONS
OF NURSING EACILITY (NF)® _LEVEL OF CARE

toeleltpEN/:07/200Qtdeleted

lddtA. OVERVI EW{a"d}

al-\ oW videgtdetete {addiThe State s authorized under
the terms and condltlons of the Section 1115 demonstratlon waiver to provide Medicaid LTSS® in an
institutional or home and community-based setting depending on the determination of the beneficiary's
needs, individual plan of care, and the budget neutrality parameters established under e*®ithe Global
Waiverteslest faddiaderal law and requlations._ The purpose of this section is to set forth the process and criteria
for evaluating the needs and service options of applicants/beneficiaries seeking a nursing facility level of care in
either of these settings.fdt Beneficiaries fee*®hyjthtesleet  {adddatermined to havefrddl teeleie}egratdeleiet
{addiseryvicetdt needs in the NF category®@® that meet the financial and clinical/functional eligibility criteria
for a NF level of care®®® also have an option for self-direction. #9As established in Section
1500.02(C)(1)(b), the responsibilities assessing the service option for the ICF/ID and hospital levels of care
have been delegated to agencies across the EOHHS.

B. NF SERVICE OPTIONS CLASSIFICATIONS( add}
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The ®IINFEIY service classifications #@arel®d designed to ©#9provide care options that®®® reflect the scope
and intensity of the beneficiary's needs *}in this category-aretdelete addignd areladd} as follows:

a) feddy(1){addk Highest need. Beneficiaries with needs in this classification have access to all core services
defined in Section e300 .04.02 g1fdelelet {addi1500.04(A) 4 as well as the choice of receiving
services in an institutional/nursing facility, #%in their own®?* home ©%or the home of another®®, or {9dgne
of the® community-based settings “@identified below in Section 1500.05%4%,

b} (2ddy(2)@ddk High need. Beneficiaries with needs in this classification have been determined to have needs
that can safely and effectively be met at home or in the community with significant core services.

Proposed Rules: 28

Accordingly, these beneficiaries have access to feletetgptdelete} {addihetaddr grray of community-based core services
required to meet their needs ©9%as@d specified in the 9% person-centered®® individual plan of care.

¢)-2dd(3)tadd} preventive need. Beneficiaries who do not yet need ettt glaelete} faddinjedicaid LTSS? but
are at risk for the NF level of care have access to services targeted at preventing admission, re-admissions or
reducing lengths of stay in a skilled nursing facility. Core home and community- based services are not available
to beneficiaries with this level of need. Medicaid beneficiaries, ¥**eligible-under-Section-0399-12.03 féckete
who meet the preventive need criteria, are not subject to thetdeleel T Gtdelete} {addinjedicaid LTSS® financial
eligibility criteria established in P9 MCAR, 9% Sections 0380.40-0380.40.35 and 0392.15.20-0392.15.30.

DEA-beneficiariesteee®,
tdelete}gggg qqtdelete}addiy  NF{*dd  CLINICAL {Replace “Clinical” with” COMPREHENSIVE”}

ELIGIBILITY ASSESSMENT TOOL
taeleletpEv/:07/200Qtdeleted
Proposed Rules: 29

In determining clinical {insert “/functional”} eligibility, the “C“?EOHHS Office of Medical Review (OMR)
{add} staff uses teetelan  assessment—instrument—based—on—thetd®et nationally recognized #9@assessment
instruments including, but not limited to, % Minimum Data Set (MDS) feeletep_gteelete} {addr3 nadd} Tl for NF
care. To make the final determination of care needs, the results of this assessment are mapped against the
needs-based and institutional level of care criteria. The t¢*}DHS shall maketde®t CIUEQOHHS must

make(®? available to the public the procedural guidelines for use of the assessment as well as the instrument
itself.

faelete}nagg 1 ptdeleteiaddic {add}  APPLICATION OF NF ®dINFEDS-BASED®™ | EVEL OF CARE
CRITERIA

teeleiipEN/:07/2000tdeleted
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Upon completing the assessment, the OMR staff determines whether a beneficiary's care needs qualify as
highest, high or preventive based on a set of clinical and functional criteria that reflect both best practices
across the states and the standards of prevailing care within the feeletel_TGlaelete} {addy] TSS{dd} community in
Rhode Island. @99 The functional disability criteria focus on the scope of a person’s need for assistance with
the Activities of Daily Living (ADLS) such as bathing, toileting, dressing, transferring, ambulation, eating,
personal hygiene, medication management, and bed mobility. To determine the scope of need, OMR staff
consider the extent to which the level of assistance a person requires falls into one of the following categories:

e Total dependence (All Action by Caregiver): Individual does not participate in any part of the activity.

e Extensive Assistance (Talk, Touch, & Lift): Individual performs part of the activity, but caregiver
provides physical assistance to lift, move, or shift individual.

e Limited Assistance (Talk and Touch): Individual highly involved in the activity, but receives
physical quided assistance and no lifting of any part of the individual.

The needs-based clinical {Insert “/functional’}criteria for a NF level of care deal with cognitive, behavioral
and physical impairments and chronic conditions that require extensive personal care and/or skilled
nursing assessment, monitoring and treatment on daily basis.f2d%

Clinical {Insert “/functional”}eligibility ©for beneficiaries who were receiving Medicaid LTSS in a NF
setting prior to the Japuary—1-—2016 { Replace “January 1, 2016 with “February 8, 2016’}., are set forth in
Section 1500.01(F)(2)(c){d teeletetgased on-these-criteria—is-in-the-following Sectionsté®Hadd} The applicable
criteria beginning on the date this rule takes effect are as follows: (2}

Proposed Rules: 30

foelete}309.12.01 Highest-Need
RE\:07/2009teekeie}
{add}(1) Highest Need. Persons at this level of need have the choice of obtaining services in a NF or HCBS

setting. 2dd {eeleteiBanaficiaries-shal-be-téeteteHadd Applicants/beneficiaries are®® deemed to have highest level
of care need when they:

(a) Require extensive assistance ¥or total-dependencet®®® with atleast-onetdetetet {(ddigaran (33 {add} of the

following e Activities of Daily Living{ADLs)Hleast one-of the following-Activities-of Daily Living-(ADL)—
tollet use,—bed—mobility—eating—or—transferringticltet AAD| s -- pathing, toileting, dressing, transferring,

ambulation, eating, personal hygiene, medication management, and bed mobility; require total dependence with
one (1) of these ADLs and limited assistance with two (2) additional ADLs; AND have one (1) or more
unstable medical, behavioral, cognitive, psychiatric _or chronic recurring conditions requiring nursing
assistance, care and supervision on a daily basis; or{2dd

(b) {Retain existing description for HCBS) “ ire_extensiv istan r_total ndence with
least one of the following Activiti f Daily Living (ADL) toilet mobilit tin

r

transferring, for whom the provision of home and community based services would divert from nursing
facility services.”}
(c) Lack awareness of needs or have moderate impairment with decision-making skills AND have o.ne d9(1)
{add} of the following symptoms/conditions, which occurs frequently and is not easily altered: wandering,
verbally aggressive behavior, ee®lagjststdeletet {addiresistingf@dd care, physically aggressive behavior, or
behavioral symptoms requiring extensive supervision; or

(d) & Have at least one of the following conditions or treatments that require skilled nursing
assessment, monitoring, and care on a daily basis: Stage 3 or 4 skin ulcers, ventilator, respirator, IV
medications, naso-gastric tube feeding, end stage disease, parenteral feedings, 2nd or 3rd degree burns,
suctioning, or gait evaluation and training; or

(e) &) Have one or more unstable medical, behavioral or psychiatric conditions or chronic or
reoccurring conditions requiring skilled nursing assessment, monitoring and care on a daily basis related
but not limited to at least one of the following: dehydration, internal bleeding, aphasia, transfusions,
vomiting, wound care, quadriplegia,  aspirations, chemotherapy, oxygen, septicemia, pneumonia, cerebral
palsy, dialysis, respiratory therapy, multiple sclerosis, open lesions, tracheotomy, radiation therapy, gastric tube
feeding, behavioral or psychiatric conditions that prevent recovery.
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REV:07/2009tdelete}
Proposed Rules: 31

{add}(2) Exceptions — Highest Need.{add {de*e‘e}Beneﬁeranes{de‘e‘e} {add}Othermse Medicaid LTSS eligible
persons®® who do not meet the criteria fdeteteh

Seetiontdeletet_{addiestaplished in subpart (1), paragraphs (a) to (d),®*% may be deemed clinically eligible for
tocletelpjgtaelett {addithe NF level of care at the highest need{®® teleietayel of caretéetet jf the OMR determines
that the beneficiary has a critical need for t*®}ong-term—care serviceste® (addiNjedicaid LTSS in an
institutional setting®® due to special circumstances that, ¥e*hf excluded—from—thislevel-of care. et may
adversely affect the ¥*®“peneficiaryst* health and safety. These special circumstances include but are not
limited to:

fdelete}y_HdeleteHadd}(3){add} | oss of primary caregiver (e.g. hospitalization of spouse, death of spouse);

foelete} Hdeletefadd)(yy{add} | oss of living situation (e.g. fire, flood, foreclosure, sale of principal
residence due to inability ¥**to maintain housing expenses);

foelete}g Hdeletefadd} (¢){add} The {deleielindividual'st®e® health and welfare te®lshall petdelete} {addipf he
applicant/beneficiary is®® at imminent risk if services are not provided or if services are discontinued
(e.g., circumstances such as natural catastrophe, effects of abuse or neglect, etc.); or

faelete}y —deleteHadd}(){add} The peneficiary's health condition would be at imminent risk or worsen if
services are not provided or if services are discontinued (e.g. circumstances such as natural catastrophe,
effects of abuse or neglect, etc.)

fdelete}p_deleteH{add}(g){add} The peneficiary met the criteria for a nursing facility level of care on or before
June 30, 2009 and chose to receive Medicaid ettt gtdeleteraddl] TSS{add} gt home or in a community
setting féeletehyhenp fdelete} faddigngfadd ypon reassessment by the eeteldepartmenttdelere} {addt F O Sadd}
and, when appropriate, in consultation with the Rhode Island Long-term Care Ombudsman, the
beneficiary is determined to have experienced a failed placement that, if continued, may pose risks to
the beneficiary's health and safety; or

toclete}g deleteaddy(fy{addt The peneficiary met the criteria for highest need e lon o aftertécietst
{addihetweent July 1, 2009 “9%and Desersber—31—2015 {Replace “December 31, 2015” with
“Eebruary 7, 2016”}%% based on an assessment using the needs-based level of care and chose to
receive Medicaid feeletet TG tdelete} fadd}) TSS{add} gt home or in the community setting when, @ddiangfadd
upon reassessment by the ¥eedepartmenttéetetaddiEOHHS?AY and, when appropriate, in consultation
with the Rhode Island Long- term Care Ombudsman, the beneficiary is determined to have
experienced a failed placement that, if continued, may pose risks to the beneficiary's health and safety.

fdelets})399 12 02 High Need

REV:07/2009tdetete}

{add}(3) High Need.®® Beneficiaries @eeteighall petdelete} {addigreladdt deemed to have the-high level-ofcare-need
{addifor a NF level of caref®® when they:

Proposed Rules: 32

(a) Require at least limited assistance on a daily basis with at least two of the following ADL's:
bathing/personal hygiene, dressing, eating, toilet use, walking or transferring; or

(b) Require skilled teaching or rehabilitation on a daily basis to regain functional ability in at least one of
the following: gait training, speech, range of motion, bowel or bladder control; or

(c) Have impaired decision-making skills requiring constant or frequent direction to perform at least
one of the following: bathing, dressing, eating, toilet use, transferring or personal hygiene; or

(d) Exhibit a need for a structured therapeutic environment, supportive interventions and/or medical
management to maintain health and safety.

RE\:09/204 3tdelete}
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{addi(4) Preventive Need, (9% Beneficiaries who meet the #needs-based criteria for the NF@ preventive
teelenaad. criteria-shal-bet®e® % evel of care are®@d eligible for a limited range of home and community-
based services and supports along with the ©9%full range of non-LTSS state plan and waiver®® health care
benefits they are entitled to receive ¥¢**tas recipients-of-Medicaid®*®, Preventive care services optimize and
promote beneficiary health, safety and independence through an array of care interventions that alleviate or
minimize symptoms and functional limitations. Accordingly, the goal of preventive services is to delay or avert
institutionalization or more extensive and intensive home and community-based care.

To qualify, the OMR must determine that one or more preventive services will improve or maintain the ability
of a beneficiary to perform felaD] gtdeletst {addiAD| gladdt o {addhnstrumental  Activities of Daily

Living{addh fdeletel ARy gtdelete}_{add} (JADLs) (9 and/or delay or mitigate the need for intensive home and
community-based or institutionally based care. Preventive services for beneficiaries e ngludetdeietst
{addlare described below in Section 1500.04(A).{dd} tdelete}.

{add}(S) Limitations — Prevent Need.® Access to and the scope of preventive services for qualified
beneficiaries may be limited depending on the availability of funding. The teleeipygtdelete} {addie O HH S may
establish wait lists, in accordance with the provisions established in Section 0399.14 491500.04(B)%9,
if such limitations become a necessity.

tdelete}g39Q 1 gtdelete} {add}py {add} REASSESSMENTS -- HIGH AND HIGHEST NEED

{deletslREV/:07/200gldelete}

{add}(1)taddr Change in Needs - High and Highest. Beneficiaries determined to have high need at the time of a
reassessment, or in the event of a change in health status, ¥#¢**}shall bedeterminegtdele®e {ddigre deemed®® to

have the highest need if they meet any of the clinical {Insert “/functional”}eligibility criteria established for
that level of care in section-telet}0399 21 g1 tdelete} {(addiSection 1500.03(C)(1)@,
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Proposed Rules: 34

elets), Lof ficiarios with Licl I
R—EV—O?—.LZOOQ{“'G‘E}

{add}y(2) Re-evaluation Highest Needs.©9% At the time feettthe OMR-makest*®® a determination of highest
need ©%s made®®® for a beneficiary whot®*# resides—inor-is-admitted-to-anursing-facilitytdeleled {ddigpts
to reside in a nursing facility, OMR evaluates®d teletinformation—indicatingt®®elwhether there is a
possibility that the beneficiary's functional-er-health-care-condition may improve ~within #@the succeeding®®
two month period ©eis identified. Fhetdelee} (addiBased on this information %% OMR notifies the beneficiary,
his/her authorized representative and the nursing facility that NF e Heyel offéel care has been authorized
and that the beneficiary's functional and medical status wil be ¥ reviewegdtdeetet (addire_ayajuated® in
thirty (30) to sixty (60) days.

At the time of teke®Hhe ravjewddelet ddire_ayaluationt®, the OMR confirms that the beneficiary is still a
resident of the nursing facility, ¥¢**}.Once-this-determination-is-madethe-OMR¥ e} reyiews the most recent
Minimum Data Set, and requests any additional information necessary to make one of the following
determinations:

{add} (@) Change Required --9% The beneficiary no longer meets the criteria for highest level of need.
In this instance, the (®%OMR assesses whether the beneficiary has needs that meet the high or
preventive needs-based criteria. Once the assessment is completed, thef® beneficiary, and/or
foclete}pis/hertele®  authorized  representative, and the nursing facility are sent a
taeletetdiscontinuancet®®® notice by the e gng TermCare Unittéeetet GIBEOHHS indicating that the
beneficiary’s needs no longer meet the criteria for highest NF level of care and, as a result, the current
services classification and options mav be discontinued or chanqed {add} fde‘e‘e}PHel'—te—ang—sent—a
, e criteria for high
need—have—been—meﬁde*‘*‘e} Payment for care prowded to a beneflmary determmed to no longer have
the highest need **®shall continue—until-theDHStele®} (addljs continued until all necessary agency
procedurest?dd} tdeletetpagtdelete} {addigreladdt completed #9%o successfully{@ddh eeletelhatdelee} transition to a
more appropriate setting.

{addi(h) No Change. The beneficiary continues to meet the ¥*appropriatelevel-of cargtociete} {add}
applicable needs-based criteria®®®, and no action is required.

{add}(3) Annual Reassessment and Renewal (299 teeetBaneficiaries residing—in-the—communityfdcletst dda|)
Medicaid LTSS beneficiaries®®® who are in the highest and high fegroups willtdeletet {addigeryice

classifications® have, at a minimum, an annual assessment.

Proposed Rules: 35
{add}1500.04 HCBS CORE AND PREVENTIVE SERVICES

The State’s Section 1115 demonstration waiver and the Medicaid state plan identify and define the various
core and preventive services available to beneficiaries living in_home and community-based settings. The
scope, amount and duration of these services a beneficiary is authorized to receive depends initially on the
determination of needs conducted in the OMR comprehensive assessment process and the person-centered
care planning process (PCP) that is developed thereafter in conjunction with the beneficiary, provider and
family members or authorized representatives. Note: the RI Reinventing Medicaid Act of 2015 authorized
the EOHHS to seek federal approval to expand the range of services to include: home stabilization, community
health teams, peer specialists, and acuity-based adult day and assisted living services.

A. DEFINITIONS OF CORE AND PREVENTIVE HCBS

The listing below defines the available HCBS and identifies those that will become accessible effective
danuary1.2016 { Replace “January 1, 2016 with “February 8, 2016™"}.

(1) Core HCBS. LTSS available based on need to any Medicaid eligible beneficiary:

(a) Adult Day Services -- a daytime community-based program for adults that provides a variety of social,
recreational, health, nutrition, and related support services in a protective setting. May include a range
of more intensive or specialized services such as medication administration, limited skilled nursing,
and/or personal care for beneficiaries with higher level acuity needs.
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(b)

©

(h)

Adult Supportive Care Homes-- provides “directly or indirectly, by means of contracts or arrangements”
personal assistance, lodging and meals to between two (2) and five (5) adults. Providers must be
licensed as nursing facility, nursing care provider, assisted living residence or adult day services provider
as well as an “adult supportive care home.”

Assisted living -- personal care and attendant services, homemaker, chore, companion services, meal
preparation, medication oversight (i.e., cuing), and social and recreational programming in a home-like
environment in the community. May also include a broader range of Medicaid LTSS for beneficiaries with
higher acuity needs including, but not limited to, medication administration and management, dementia
care, limited skilled nursing, intensive behavioral health service coordination, therapeutic day services,
cognitive and behavioral health therapies and extended personal care and attendant services.
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Behavioral Services --- behavioral therapies designed to assist beneficiaries with chronic illnesses and
conditions in _managing their behavior and thinking functions, and to enhance their capacity for
independent living.

Case Management — assists beneficiaries in gaining access to necessary Medicaid services as well as non-
Medicaid medical, social, educational and other services and supports without regard to payer. Case
managers monitor access and utilization in accordance with the beneficiary’s PCP_process and initiate
reassessments of level of need and review of services in conjunction with annual eligibility renewal.

Community Health Teams — provide service coordination, care planning and oversight, and case
management services (as defined in subparagraph (e) above) to Medicaid LTSS beneficiaries who are not
enrolled in a managed long-term care plan.

Day Supports (also includes day “habilitation”) — provides assistance with acquisition, retention or
improvement in self-help as well as socialization and adaptive skills. Day habilitation involves reqularly
scheduled provision in a non-residential setting, apart from the beneficiary’s home or other residential
living arrangement. As the beneficiary’s plan dictates, physical, occupational and/speech therapy may
also be provided. All services and supports are directed at enabling a Medicaid LTSS beneficiary to
achieve and maintain maximum functional level in accordance with the POC.

Environmental Modifications (also known as Home Accessibility Adaptations) -- physical modifications
to a beneficiary’s home or the home of a family member in which the beneficiary resides. The
modifications must be identified in beneficiary’s PCP process as necessary to support health, welfare, and
safety and enable the beneficiary to function with greater independence at home. For services to be
authorized, there must be evidence that without the modification(s) a beneficiary would require some type
of institutionalized living arrangement, such a nursing facility or hospital. Adaptations that do not help the
beneﬂuarv S safetv or mdependence are not included as part of thls service

addltlons

Informal Supports — includes supports provided by family and friends as well other community
resources that assist the beneficiary in achieving the goals identified in the person-centered plan of care.

Home Stabilization (Available effective Jasuary—21-2016 {Replace “January 1, 2016 with “February 8,
2016"}) — provides services and supports for beneficiaries who are homeless or at risk of homelessness or
transitioning to the community from an institutional settings. Range of LTSS includes intensive case
management and community-
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based care coordination as well as both more traditional home stabilization interventions (e.g., locating a
home, managing a household, entitlement support and financial counseling, independent living skill training,
safety training, homemaking, etc.) and critical health service supports (e.g., disease and medication
management, peer mentoring, family therapy, substance abuse counseling, recovery readiness and relapse
prevention, self-care, etc.).

Home Delivered Meals -- prepared food brought to the beneficiary’s home that may consist of a heated
lunch meal and a dinner meal (or both), which can be refrigerated and eaten later. May also include shelf
staples. This service is designed for the beneficiary who cannot self-prepare meals but is able to eat on his
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or her own. Meals must provide a minimum of one-third (1/3) of the current recommended dietary
allowance. Other forms of assistance for meal preparation is limited for beneficiaries receiving this
Service.

Home Health Aide -- a person who works under the supervision of a medical professional to assist the
beneficiary with basic health services such as assistance with medication, nursing care, physical,
occupational, and speech therapy. A home health aide is often a Certified Nursing Assistant (CNA)
who provides both skilled personal care and homemaker services at a combined rate of payment.

(m) Homemaker -- in-home caregiver hired through an agency that consists of general household tasks. The

(@

0]

careqgiver helps with housekeeping items such as meal preparation, shopping, light housekeeping, and
laundry. Homemaker services are typically authorized for a temporary period during which a beneficiary’s
caregiver is absent from the home for a limited period of time.

Intermittent Skilled Nursing -- focuses on long-term needs rather than short-term acute healing needs,
such as weekly insulin syringes or medi-set set up for beneficiaries unable to perform these tasks on their
own. These services are provided when a need is established in a beneficiary’s PCP by a licensed nursing
professional under the supervision of an EOHHS Registered Nurse.

LPN Services — provides time-limited skilled nursing services to a beneficiary by a Licensed Practical
Nurses (LPN), practicing under the supervision of a Registered Nurse. Services typically exceed the scope
of practice of a Certified Nursing Assistant (CNA) and are provided to a beneficiary in their home
for short-term acute healing needs, with the goal of restoring and maintaining a beneficiary’s maximal
level of function and health. These services are for beneficiaries who have achieved some degree of
stability despite the need for continuing chronic care nursing interventions that might otherwise require a
hospitalization or a nursing facility stay. Service must be authorized by an EOHHS Registered Nurse.
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Minor Environmental Modifications -- provides minor changes to the home including grab bars, versa
frame (toilet safety frame), handheld shower and/or diverter valve, raised toilet seats and other simple
devises or appliances such as eating utensils, transfer bath bench, shower chair, aids for personal care (e.g.,
reachers) and standing poles to improve home accessibility adaptation, health or safety {Replace with
“provides minor changes to the home to prevent nursing home admission, including grab bars, hand
rails, tub cuts, widening doorways, offset hinges, removal of glass shower doors and modifying
threshold transition”.}

PACE - Program for All-Inclusive Care for the Elderly -- includes LTSS and other health services for
beneficiaries fifty-five (55) years or older who meet the criteria for high or highest level of need. PACE
is responsible for providing all Medicare and Medicaid services.

Participant Directed Goods and Services --includes services, equipment or supplies not otherwise provided
under the Section 1115 waiver or state plan that address an identified need specified in a beneficiary’s
POC such as improving and maintaining full membership in the community. Access is contingent
upon meeting the following requirements:

e Item or service would decrease the need for other Medicaid services; and/or promote inclusion in the
community; or

e Item or service would increase the beneficiary’s ability to perform ADLs or IADLs or increase the
person’s safety in the home environment; and

e Alternative funding sources are not available.

Individual goods and services are purchased from the beneficiary’s self-directed budget through the fiscal
intermediary when approved as part of the individual service plan (ISP). Examples include a laundry
service for a person unable to launder and fold clothes or a microwave for a person unable to use a stove
due to his/her disability. Does not include any good/service that would be restrictive to the individual or
strictly experimental in nature.

Personal Care — provides direct hands-on support to help with the day-to-day activities such as toileting,
bathing, meal preparation and medication management which enable beneficiaries to be more independent
in their own homes. Personal care services may be provided by a CNA who is_ employed by a State-licensed
home care/home health agency and meets such standards of education and training as are established by
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the State or Personal Care Attendant (PCA) via employer authority under the self-directed care option.
Does not include homemaker services, such as light housekeeping.

(t) Peer Supports (Available effective danuary—1—2016 { Replace “January 1, 2016” with “February 8,
2016’}) -- services provided by trained “peer specialists”, working as part of a multi-disciplinary
treatment team, who serve as mentors,

Proposed Rules: 39

motivators, and role models for beneficiaries. Emphasis is on long-term recovery, wellness, self- advocacy,
socialization and community connectedness.

(u) Personal Emergency Response System -- electronic equipment that allows beneficiaries 24-hour access to
help in_an emergency. The equipment is connected to your phone line and calls the response center
and/or other forms of help once the help button is pressed.

(v) Physical Therapy Evaluation and Services - evaluation for home accessibility appliances or devices by an
individual with a State-approved licensing or certification. Preventive physical therapy services are
available prior to surgery if evidence-based practice has demonstrated that the therapy will enhance recovery
or reduce rehabilitation time.

(w) Prevocational Services - for beneficiaries with intellectual disabilities or brain injuries, provides work
experiences and training designed to assist individuals in developing skills needed for employment in
the general workforce. Services include teaching concepts such as compliance, attendance, task
completion, problem-solving, and safety.

(x) Private Duty Nursing — individual continuous care, rather than part-time or intermittent skilled nursing,
provided by licensed nurses. Service must be authorized by an EOHHS Reaqistered Nurse and is typically
only available to beneficiaries requiring habilitative services.

(y) Rehabilitation Services -- designed to improve and or restore a person's functioning; includes physical
therapy, occupational therapy, and/or speech therapy.

(z) Residential Supports (also known as habilitation services) — individually tailored supports that provide
assistance with the acquisition, retention or improvement of skills related to the activities of daily living
such as personal grooming, household chores, meal preparation and so forth. More intensive supports
include adaptive skill development, community inclusion, transportation, adult educational supports and
socialization. Personal care and protective oversight are included. Medicaid does not cover room and
board, however. Goal of service is to provide the skills necessary for a beneficiary to reside in the
most integrated setting appropriate to his or her need level in a HCBS, rather than an institutional setting.

(aa) Respite - provides relief for unpaid family or primary caregivers who are meeting all the needs of the
beneficiary. The respite caregiver assists the beneficiary with all daily needs when the family or primary
caregiver is absent. Respite can be provided by a homemaker, personal assistant, nurse, or in an adult day
center.

(bb)  Self-directed Care (also known as “Personal Choice”) --In-home careqgiver hired and managed by the
beneficiary. The beneficiary must be able to manage different parts of being an employer such
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as_hiring the caregiver, managing their time and timesheets, completing other employee paperwork. The
caregiver helps with housekeeping items such as meal preparation, shopping, light housekeeping, and
laundry. The caregiver can also help with hands-on personal care items such as personal hygiene, bathing,
grooming, and feeding. Personal care assistants can include other independent direct care givers such as
RNs, LPNs, and Home Health Aides. .

(cc) Senior Companion (also known as “adult companion services”) -- non-medical care, supervision, and
socialization provide to a functionally impaired adult. Companions may assist or supervise the beneficiary
with such tasks as meal preparation, household management, and shopping.

(dd)  Special Medical Egquipment (Minor Assistive Devices): Specialized Medical Equipment and
supplies to include: devices, controls, or appliances, specified in the plan of care, which enable
beneficiaries to increase their ability to perform activities of daily living; devices, controls, or
appliances that enable the beneficiary to perceive, control, or communicate with the environment _in which
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they live; and other durable and non-durable medical equipment not available under the State plan that is
necessary to address a beneficiary’s functional limitations. ltems available under the Section 1115 waiver
are_in addition to any medical equipment and supplies furnished under the State plan and exclude those
items that are not of direct medical or remedial benefit to the beneficiary. All items shall meet
applicable standards of manufacture, design and installation. Provision of Specialized Medical Equipment
requires prior approved on an individual basis by the EOHHS.

(ee) Supports for Consumer Direction (also known as “facilitation”) — focuses on empowering beneficiaries to

define and direct their own personal assistance needs and services by providing guidance and support to
facilitate successful personalized service planning and delivery. Service is designed to enable a beneficiary
to identify and gain access to the full array of services, including non-Medicaid HCBS, necessary to optimize
health and retain independence while living at home.

(ff) Supported Employment-- includes activities needed to maintain paid work by individuals receiving HCBS,

including supervision, transportation, and training. Covers only the adaptations, supervision and
training provided at a work-site for beneficiaries who are receiving the service as a result of the
clinical/functional disability which is the basis for their Medicaid LTSS eligibility.

(9q) Supported Living Arrangements (also known as shared-living) — includes a bundle of core services{@dd

tdeletelparsonal care—and—servicestdeeet  {addke g personal care,®@ homemaker, chore, attendant care,

companion services and medication oversight f¢¢tei(to the extent-permitted-underStatetaw) e provided
in a private home by a principal care provider who lives in the home. t¢®Supported Living

Arrangementstdelerst ddiThe
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supported living arrangements® are furnished to adults who receive these services in conjunction with
residing in the home. Separate payment teletehyyjjjtdelete} {addljsiaddt not he-made for homemaker or chore
services furnished to an individual receiving Supported Living Arrangements, since these services are
integral to and inherent in the provision of adult foster care-like services.

(hh) 3 Transition Services — non-recurring payment of expenses for beneficiaries who are transitioning

from an institutional or restrictive congregate service setting to a living arrangement in a private residence

or a re5|dence operated bv a Ilcensed prowder {add} MHGH—FEGH-FH-HQ—SQI—H-B—Q*BEHS&S—'FGF individuals

hwng—&rrmgemenk%pmfa%e—msmene%ﬁhe;e—tm—pepsen—ks—d%eﬂy respens+ble—fer—h|s—e¥—her—ewn
living—expenses-9eet  Allowable expenses are—those—necessary tofdeletel  {addimstfaddt  enaple a
taeletetparsgptdelets}_{addiheneficiary@d® to establish a basic household, ©e€®that donotconstitutetdeiete

addtexcluding®® room and board, and may include: security deposits fdeleteHdeletelthat ara required-to obtain
a lease on an apartment or home, essential household furnishings, and moving expenses, set-up fees or
deposits for utility or service access, services necessary for the individual’s health and safety #dmnot
otherwise covered (e.qg..fumigation)®® and activities to assess_need, arrange for and procure needed
resources. S Community Transition—Servicestéelesr @ddigych services®® are furnished only to the
extent that they are reasonable and necessary as determined ©@and identified clearly®® through the
taeletelsaryice plan developmentideiets 2AUpCP development™d process, elearly—identified—in-the-service
plan—and—the—person {a"d}and only when the beneficiary®® is @ddotherwise®® unable to meet-such

cannot-be-obtained-from-other-sources-*%to pay for or obtain the services
from other sources®d, {eleteiThay donot—includetddletet ddEycludes®™ ongoing shelter expenses;
food, regular utility charges, household appliances or items intended for recreational purposes-

{add}(2){add} preventive teekeSepyigestdelele {addiqCcpS-{addt persons who are eligible for ©e€eiCommunity
Medical—Assistance—tdeletet {addinon-| TSS Medicaid under MCAR section 0374%% and who have been
determined to meet a preventive level of care, have access to the following services ©4%as defined abovef®d:
homemaker services, minor environmental modifications, personal care assistance services, physical therapy
evaluation and services, and respite.

feekeislg3gg 1 4telers («ddip (20 IMITATIONS ON THE AVAILABILITY OF #S8SERVICESH
@M EDICALD HCBSE®
SR EV/:07/2009 16k
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Should the demand for home and community-based #**®}ong-term-care-servicesteelete {addiMedicaid LTSSEIY
exceed supply or appropriations, ©9%access to core and/or preventive services may be limited for certaint®d
beneficiaries.

{@add}(1) Highest Need — NF and Hospital.® Beneficiaries with the highest need fée®ishalltdeletet have the
option of seeking admission to a nursing facility while awaiting access to the full scope of home and
community-based  services. t*®iSpecifically—beneficiaries—and—apphicantst®eeet 9 Accordingly
applicants/beneficiaries deemed to be®@ in the highest category ®%for a nursing facility level of care or
meet the requirement for a hospital level of care®® are ©ddentitled®® to services and *®ishall not-betdelete
{@ddimust not bef placed on a waiting list for #ee®Hnstitutional-servicestdee addNjedicaid LTSS in an
institutional setting. If a community placement is not initially available, 9% beneficiaries with the highest
need®@? may be placed on a wait list for transition to the community ©@while receiving services in a licensed
health facility that provides the type of institutionally based LTSS that meets their needs. Different
limitations apply for beneficiaries requiring an ICF/ID level of care as is determined by BHDDH under
applicable federal and state laws and regulationst®d®,

{addy(@) Priority Status --9% In the event that a waiting list for any home and community- based service
becomes necessary for any reason, the feellipygiesietst {addiFOHHSEIY myst provide services for
beneficiaries determined to be ©INF or hospital® highest need before providing services to beneficiaries
that have a high need or preventive need. Beneficiaries with high need are given priority access to services over
beneficiaries qualifying for preventive services.

{addi(h) Continuation  of  Services  --{3dd {tdeletetadditionally— beneficiaries receiving—servigestdele
{addigervices for beneficiaries with the highest need®® must continuet®®t to-have-access-to-and-receivetdelet
{@addlin the appropriate setting®dd tdeketelgyeh sepvigestdeletet ynless @ddtor until®dd their condition improves
taelete}gpgtdelete} {add)_tg sych an extent that® they no longer meet the same clinical®®/functional®® eligibility
criteria.

{add}(2) High Need — Beneficiaries with a high level of need may be subject to waiting lists for certain HCBS.
However, for the NF level of care, beneficiaries with a high need are afforded priority status for any such
services over beneficiaries who have a preventive level of need.

(3) Preventive Need — NF Only. Services for beneficiaries determine to have a need for a preventive level of care
are subject to appropriations. Therefore, wait lists and/or limitations on the availability and the scope, amount
and duration of preventive services are permissible, at the discretion of the EOHHS, to the full extent available
resources dictate.t2dd
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{delete}ggg_g_l%{delete} {add}15oo o5{add} LIMITATIONS ON MENWR@NMENMHA@DLH@AIL@N&
MINOR
GddTHE SCOPE OF MEDICAID HCBS)

taelelelpEN/:09/20 1 Btdelete

{add}The terms and conditions of the State’s Section 1115 demonstration waiver authorize the EOHHS to set
limits on the scope, amount and duration of certain Medicaid HCBS available to a beneficiary, based on
needs and service classification — highest, high and preventive. The EOHHS has established such limits to
ensure the cost neutrality provisions established under Title XIX, described in Section 1500.03(E) of this rule,

are met.
A, PENVIRONMENTAL MODIFICATIONS, MINOR ENVIROMENTAL
MODIFICATIONS AND SPECIAL MEDICAL {addip QQIPMENT {add} faelete}

3 : foelete} {addiBeneficiaries who
have the hlqhest and high needs for a NF level of care{add} and have a functional necessity for
environmental modifications, minor environmental “*““changes,**® and special medical equipment are
subject to limitations and special considerations e}_therein. téetete} (addiset forth below: *9%

REV:09/201 3tdelete}
{addi(1)tadd} Environmental Modifications®®®, As defined in Section 1500.04(A) above, environmental
modifications®dd {eeletelara dofined-as-those et physical adaptations to the home {9e*®lof the memberor-the
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’ Hhytdeteret faddhyhere a beneficiary resides that arefaddh deletelag-delets} raquired by te*ithe member’s
tdelete} {add}jn the pOCTadd} tdeletelthat are necessanyt®ete to ensure feeleteithgldelete addihis or herfaddt

health, welfare and safety M@f—the—membe#epthat“e‘e‘e} {add}and/or{a"d} enable the {e‘e*e‘e}member{de*e‘e}
{add}benefluary{add} foelete} 3 ain-capability 3 to-avoid

mdependence and prowde self care{a"d} fde‘e*}ﬁreempleted—hent}eassessmerﬁ—b%a%peeiauﬁmiﬂed and-certified

rehabilitation-professional-is-alseteeete (1ddiAcceptablel®® adaptations may include the installation of modular
ramps, grab-bars, vertical platform lifts and interior stair lifts.

scope of the home modlflcatlon(s) services avallable to Medlcald LTSS benef|C|ar|es is as foIIows

(a) Al items require prior authorization and do not require a physician’s order.

(b) All items must be recommended by an appropriately trained and certified rehabilitation
professional.

(c) The feleetidome Modificationtede ddhome modification® must be documented as the most cost-
effective to meet the e membeystielete} {addiheneficiary’s% needs for accessibility within the home.

(d) Items must be necessary to ensure the health, welfare and safety of the te*®lndividualtdeletst {add}
beneficiary® or to enable the ©e*®ndividualtdeleret 2ddipeneficiary®d to attain or retain capability for
independence or self-care in the home, and to avoid *®tinstitutionalizationté®ete (2ddig transition to a
more restrictive institutional-setting®d®,

(e)-Home feeiModifications—shalite  (ddmodifications must®™® be made only to the
tocletelnambeyzstéetetst {addiheneficiary’s® primary residence- %%, A primary residence may be a free-
standing house, condominium, or a rental unit owned or leased by the beneficiary, a family member or
friend as long as it serves as the beneficiary’s permanent living arrangement. Modifications to
primary residence that is leased?®i {¥eleiineludingrented—apartments—or—houses—(tdeleiet {addimay
require theladd} tdeletehyjthtdeletet \yritten permission of the owner/landlord ©9%/lease-holder®®, when
applicable).

(f) Exterior access modifications are limited to one ingress/egress route into and out of the home.
@

Repair, removal, construction or replacement of decks, patios, sidewalks and fences are not
covered “@modifications®®.

(h) teleetdome Modificationstdeetst ddiome modifications under this section® do not include
tocleteltngsetdeles} gadaptations or improvements to the home that are considered to be standard housing
obligations of the owner or tenant #“®such as bringing the living area up to fire or electrical code.

(i) Other home modifications that are not covered include --{2dd

e Relocation of plumbing and/or bathroom fixtures Wis—net—eeveFedT

o Examples—of-items—notcovered—includetdele ddiRenairs, addition, or purchase of{add} driveways,
decks, patios, hot tubs, central heating and air conditioning, raised garage doors, standard
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home fixtures {i.e., ©¥9%e.g., 99 sinks, tub, stove, refrigerator, etc.), raised counter tops, roll-in-
showers or tub cuts.
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o tdeEiEyeluded are-anyre-modeling; 9 A Any remodeling,®? construction, or structural changes to
the hometdeleret_j g tdelete} ({addig o {add} changes in load bearing walls or structures) that would require a
structural engineer, architect and /or certification by a building inspector.

(1) Requirements for #4modifications®® to rental property include: --

o fdl®IDrigr to any modification-afdelete {ddARdd determination teekeishguldtdeletet {addimst{addt he made
foeletelas t0 what-if-anything; is-thelegal-responsibility—oftéetetst ddiyyhether, and to what extent, % the
property owner®@d |esseet® or landlord #@has legal responsibility to make the modification or
approve a modification authorized under this sectionfdd,

e Written approval must be obtained from the property owner or landlord prior to the f¢etlseryice
being-approvedtéeest_ddimodification before approved by EOHHS and scheduled for delivery{®dd},

(k) Ramps may be covered® modifications® only if:

. MIhey—meet—ADA—eemleneeM Al As . 6
standards {Replace “Americans with Disabilities Act (ADA) compllance standards" with “Unlform

Federal Accessibility Standards (UFAS)”}are met®®, and

o fddleteintaat glfdelete} {add}a||add} gpplicable State and local building code requirements and permits as
required ®dare obtained with the necessary approvals; and{dd}

o fdelIDamn should hetdelete (ddiThe ramp is structured and built of materials that make it{@dd feeletetgf 5
nature-that itist® readily transferable to another dwelling.

() Vertical platform lifts may be covered only if:

There is not adequate acreage available to install a ramp that meets fdetetelgtatetdelete} {addiSatetaddr gng
local building codes; **®and/ort®® Bl

e The physical topography of the site precludes the installation of a ramp.

(m) Interior Stairway Lifts (stair glides) may be approved only if the first floor of the home does not have
any toilet facilities.

(n) Repairs or modifications to equipment purchased under this definition are an allowable expense
(0) An Assessment for home modifications is required to determine the most appropriate and cost-

effective ©e*®sarvice reguestedtdeiete (addignnroach to address the beneficiary’s service need®®. This
assessment
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must be completed by a specially trained and certified rehabilitation professional. Individuals
theleteleonduetingt®@®™  (IEQHHS has deemed qualified to conduct®® such assessments
tdeletehaytdelest_include ““but are not limited tof%:

e Licensed Physical, and Occupational Therapists experienced in féeletel
servigestdeler (ddHCBS for persons with an LTSS level of need; andf®dd

e Assistive Technology Professionals (ATP), certified by the Rehabilitation Engineering and Assistive
Technology Society of North America (RESNA). ~An assistive technology fe*ttgrofessionali®ee® js a
service provider who analyzes the needs of individuals with disabilities, assists in the selection of
the appropriate equipment, and trains the consumer on how to properly use the specific equipment. }

et e | imitati ice(s

detete} addiome  modification service®® is only available to Medicaid ¥ memberstdelete}

{addhyho meet the clinical/functional criteria for and are authorized to receive other{add} teeleie}gn
Coreteelete} {addiogrefaddt HCBS,

elete} T icois billab! | | '

REV:09/201 3tasleie}
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{add}(2) {add} Special Medical Equipment and@et} sypplies tgtdelete ddis pplies. Supplies available in this areatdd
include ceiling or wall mounted patient lifts, track systems, tub slider systems, rolling shower chairs and/or
automatic door openers “%and similar services®®, which e**lenablememberstietetet ddignhance or enable
beneficiaries®® to increase their ability to perform activities of daily living, ¥®including-such—otherfdcletet
{addigychf®d durable and non-durable medical equipment®®d® which is designed specifically to address the
functional limitations of beneficiaries, are authorized by the State’s Section 1115 waiver and are{®® not
available ©9%as Medicaid state plan services®®® under the Medicaid-funded primary and acute care system
tocletelthat is—necessary—to—address—member functional-limitationst®®e [tems f9eete} raimbursed-with-waiver
fundstdelets} {addigthorized for LTSS beneficiaries under the walver{a"d} are in addition to any {add}ptherfadd}
medical equipment and supplies el

systemtdeleist {addiprovided to a beneficiary through Medicaid for their acute/subacute/primary care needs.tdd
taelete} and exclude-those-items-that-are-not-of direct-medical-orremedial benefit-to-the-member.t#** Medical
equipment e funded under—the—primary—and—acute—care—system—includes—itemste®® sych as wheelchairs,
prosthetics, and orthotics #@which are provided through a beneficiary’s acute care coverage (e.g., Medicare,
private insurance or Rhodv Health Partners) are excluded{add} {de'e‘e}lhese—aee services—that-were provided

x{de‘e‘e} {add}The scope of spemal medlcal equlpment and supplles avallable to Medicaid LTSS benef|C|ar|es under
this section is as follows:

(a) CIBAIl items faeleteighgltdelete}  {addyygt{add}  {deletehmpattdeletet {addicomply  with thet  applicable
@addtjndustry and/or _government®®® standards ef #@pertaining to the®® manufacture, design and
installation #9%of the equipment or supplies requested.

(b) {rddideleieiprgyision—of —Special—Medical—Equipment—requiresteer  dUA| requests for special

equipment and supplies must receive prior approval and authorization by the approprlate agency LTSS
specialist before purchase and installation.{2dd} eelete}

Office—of Long—TermServices—and—Supperts—andtdeles {ddApproval is based on a review of the
beneficiary’s needs as established in the PCP process and® a home assessment completed by a
specially trained and certified rehabilitation professional.

(c) Items feeleteishould he of a nature—that—they —arefdeletst  ddimyst  pel@ddt  transferable if a
tocletelmembertéciest__{addiheneficiary 209 {eeletelmayves from—hisfhertédteet {(ddichanges®d place of
residence.

(d) ®dRemodeling®®® construction, or structural changes to the home ©9%— Any changestddHdeletet_(j o
changes-inload bearing-walls-or-structures)®®eeHthat would require a structural engineer, architect and
lor certification by a building inspector ©9%(i.e., changes in load bearing walls or structures) are
excluded and, as such, are NOT covered{@d},

(e) @44 imitations include —2d%
faeleiel A | imitations:féeleie}

e Ceiling or wall mounted patient lifts and track systems e—d—Approval contingent uponfd®
tacletelMust bedocumented-astéetetstaddidocumentation indicating that the equipment is®®® the most
cost-effective method to meet the member’s—{edheneficiary’s®® needs. A patient lift will be
considered for use in one bedroom and/or one bathroom. A track system is limited to connecting
one bedroom and one bathroom.

Rolling shower chair {addh_{addidelerel/___ gtdelete} |t must have a functional expectancy of a
minimum of five (5) years and- fee®eiMysttéeleet  phe documented as the most cost-effective
method to meet the t#**membey’s taeletetaddiheneficiary’s needs #@in order to be approved.

Proposed Rules: 48

e Electrical Adaptation -9 Automatic Door Openers, adapted switches and buttons to operate
equipment, and environmental controls, such as heat, air conditioning and lights may be approved
for a member who lives alone or is without a caregiver for a major portion of the day.
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Supperts-and-do-netrequire-a-physictan s-order.
(f) Hemstésketet (ddiEyceptions to the limitations set forth in (e)®% above may be acquired subject to

Prior Authorization from e ®EQHHS Office—of —Long—Term—Services—and—Supports et

Determinations will be based on the individual’s unique circumstances as they apply to the current
service definitions, policies and regulations. toeletelplaase refer—to—RI-Global—Consumer—Choice

(0) Repairs or modifications to equipment purchased under this e<definitiontosietst {(ddigectionfaddl
aretéeett an allowable expensefécletst (addicovered Medicaid expensestid,

tecletelg_Special-Considerations: téetete
(h) An ddassessment®d} for special medical equipment and supplies is required to determine the most
appropriate and cost-effective ®sepvice requestedt@ee® {addianproach to address the beneficiary’s
service need®, This assessment must be completed by a specially trained and certified rehabilitation
professional. Individuals ¥*®leonductingtdeete CIEQHHS has deemed qualified to conduct®®® such
assessments feeleteimayddelete} jnclyde @49yt are not limited tof@dd:
e Licensed Physical, and Occupational Therapists experienced in féelete}
servicestdelerHaddiHCBS for persons with an LTSS level of need; and{®d
e Assistive Technology Professionals (ATP), certified by the Rehabilitation Engineering and
Assistive Technology Society of North America (RESNA). - An assistive technology
teeleiehprofassionalid®® js a service provider who analyzes the needs of individuals with disabilities,
assists in the selection of the appropriate equipment, and trains the consumer on how to properly
use the specific equipment.
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{add}gpecial medical equipment and supplies under this section are only available to Medicaid
beneficiaries who meet the clinical/functional criteria for and are authorized to receive other core
HCBS. {add}

ic i onl Lol . .
hi icois billabl '

15 . | lificati
REV:09/201 3tdelete}

(3) Minor Environmental Modifications. Minor Environmental modifications may include grab bars, versa
frame (toilet safety frame), handheld shower and/or diverter valve, raised toilet seats, and other simple devices
or appliances such as eating utensils, transfer bath bench, shower chair, aids for personal care (e.g. reachers) and
standing poles to improve home accessibility adaptation, health or safety. @The scope of minor
environmental modifications available to Medicaid LTSS beneficiaries under this section is as follows:{dd

(a) All items require prior authorization byt EQHHS_Office-of Long—Term-Services—and-Supportstdeie

{addign agency LTSS specialist®®; however, items on the EOHHS Approved List do not require a
physician’s order.

(b) All items must be recommended by an appropriately trained and certified health care professional or BHS
{add}_TSS{@ gocial worker.

(c) Items must be necessary to ensure the health, welfare and safety of the teetindividualtdelete
addtpeneficiary®®, or to enable the ¥ individualtéeietst (addiheneficiary®@id to attain or retain capability for
independence or self-care in the home, and to avoid ¥*nstitutionalizationtéeletst {2ddky transition to a more
restrictive institutional-setting®®id,

(d) Items for diversional or entertainment purposes are not covered.

(e) Items feeishould beof a—nature—that-theyaretedleted (ddimyst hetdd transferable if a e membpertocietest
{addipeneficiary(@dd #eletetmaves from-hisfhertdetetet (addichangestid} place of residence.
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(f) Items cannot duplicate equipment provided under the Medicaid -funded primary and acute care system or
through other sources of funding {i.e. #®e.qg., %99 Medicare, private insurance).

() Items not included on the EOHHS Approved List and priced greater than $500.00 féeletelghall petdelete}
{addigreladdt considered special medical equipment and will be subject to the policies and procedures for that
service eelas described-in-the- Core Services-section-of the RhodeIsland 1115 Waiver.
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{add}15oo 05 LTSS RESIDENTIAL SERVICE OPTIONS —NF LEVEL OF CARE
A. OVERVIE\W/{add}

There are several community-based service options in residential settings, other than the home and nursing
facilities, which may be available to beneficiaries who are determined t¢*®ynder Sections—0399-12.01
and-0399-12.02f%e} 19 have {add}the high or highest need{add} for the fde‘e‘e}%hest—er—hqghfde‘“e} {add}NF{add} level

these residential options in conjunction W|th the comprehensive assessment fespecified—in—Sections
0399.05.01.02—and—0399-11f%k  and  the development of the individualized plan of care.
tocletel Althoughtde®  Medicaid coverage for room and board is typically not included for these options,
@ddithought@dd there are exceptions as is explained in the description of services provided below.
foelete}n309.20.01 Assisted-Living

RE\:07/2009tdelete}

{addi(1) Assisted Living Residential Service Options.® Assisted living, —fe®lsepyicesargtdeletet {addijgiadd}
available to qualified t**}ong-termcare (LT )kt addi\jedicaid LTSS beneficiaries who have #e®heen
determined-to-have-atdeetetaddl_theladd highest or @ddigladd} high telee} Jayel of caretd®e® need (Ufor a nursing
facility level of care and are determined, subsequent to the OMR comprehensive assessment, to be able to
obtain the services they need@dd} tdeletetthat can hetdeleet safely and effectively eeleietmetiaeleted jn g {deletegiapatdelete}
{addiStateladd} licensed ©9%and Medicaid certified®? assisted living residence 9 (ALR). The scope of HCBS
that an ALR may be authorized to provide to a Medicaid LTSS beneficiary is determined by the
residence’s level of State licensure, compliance with varying Medicaid certification standards, and
participation in the Community Supportive Living Program (CSLP). Upon the effective date of this rule, the
EOHHS will make available two (2) assisted living residential service options.

(@) ALR Standard Option -- In this “Standard” option, the EOHHS or its designee, currently the Division of
Elderly Affairs of the Department of Human Services (DHS), certifies ALRs based on two aspects of
licensure status -- emergency egress and medication management —
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and the capacity to provide a discrete set of HCBS (personal care and attendant services, homemaker,
chore, companion services, meal preparation, medication oversight (i.e., cuing), and social and recreational
programming) at a set per diem rate. Any additional services a beneficiary is authorized to receive
under _his or _her personal-centered plan of care (e.q., physical therapy or limited skilled nursing), must be
obtained from other Medicaid providers regardless of the ALR’s level of licensure and capacity.
Beneficiary assessments may be conducted by the Division of Elderly Affairs of LTSS specialists.

(b) Community Support Living Program (CSLP) Option — The CSLP Option was established in R.I.G.L.
8§40-8-13.2, as part of the Reinventing Medicaid Act of 2015, as a pilot to promote HCBS alternatives for
beneficiaries with high acuity needs who are enrolled in LTSS managed care plans through the State’s
Integrated Care Initiative (ICI). The EOHHS administers the program through the ICI and has established
multi-tiered Medicaid certification standards that correspond to State licensure levels that authorize ALR and
adult and supportive care residences (ASCRs) to provide, based on a beneficiary’s acuity needs, a
range of enhanced and/or specialized services. Licensed residences that become certified and choose to
participate in the CSLP must enter into contractual arrangements with the ICl managed care plans
that tie payments to the scope of Medicaid LTSS they are certified to provide and a beneficiary’s needs. All
CLSP certified residences must provide the full scope of services available in the Standard Option, as
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indicated above, as well as therapeutic day services and more intensive personal care. Licensed residences
that provide enhanced services (e.qg., limited skilled nursing) and/or specialized services (e.g., dementia
care) must have the appropriate level of State licensure and meet the appropriate tier of Medicaid

certification. fdd}

under{add} R.I.G.L. §42 66 8- 3 MWEMM {addigre
subject to the requirements of this section®®, Beneficiaries ¥**®opting-for services-in-thetdeletst {addichoosing
to obtain Medicaid LTSS in one of thef®® assisted living residences covered under this section of telelstattdelete}
{addiStatefaddt Jaw may be subject to waiting lists astéeteted

the-number-of-beds-certitied-for Medicaid-purposes—is
eappedfde*e“*} {add}avallablllty for benefmanes may be Ilmlted{add} MSHGh—b&H&ﬁGl&HBS—Sh&H—h&VG—t—hG—GpHGH
a&méreated—m%ndﬂﬂd{mged—plan@f—eape.—Note: benef|C|ar|es sub|ect to waltlnq lists may obtaln the fuII

scope of services authorized under their POC at home or in any other appropriately certified residential setting.
Beneficiaries with the highest need for a NF level of care also have the option of choosing a nursing facility care

setting.

(2) RIte @ Home 99— Shared Living. Beneficiaries with a need for an NF or ICF/ID level of care have the
option of entering into a shared-living arrangement a3 i care {Delete the phrase “that is
similar to adult foster care”}. Shared-living®® is defined as personal care, homemaker, chore, attendant care
and related services provided in a private home setting by a care provider who lives in the home. Rite @ Home
itdeletels g seryigetdeletsd_{addlis the shared-living serviceladd} {de'e*e}pmwded—te—{de‘e‘e}{add}for{add} Medicaid
{addy| TSStdd  heneficiaries fdeleteh elderly—or—adults—with
disabilitiest®®** who are unable to live independently and who meetteeleeladdihayefaddt the highest or eddrgtadds

high ©9%need for a NF&} Jevel of {de*e‘e*eare—{ Restore the word “care”}-a&detemned—th%eegh—theevaleaﬂeﬂ
Each

Medicaid beneficiaries optlng

Proposed Rules: 53

for Rite @ Home services will have a Rlte @ Home Service and Safety Plan, developed to meet their own
unique, individual needs.
RlIte @ Home providers approved by EOHHS to serve Medicaid beneficiariest®® shall-be-2d%aret2dd selected

in accordance with the standards developed for such purposes ©¢*tunder the-auspices-of the Executive Office
of Health-and-Human-Servicestéeetet @ddipy the EOHHS. The BHDDH and DCYF also maintain shared-living

35



http://www.dhs.ri.gov/ForProvidersVendors/ServicesforProviders/Provider

programs that are certified and operate under standards deared toward the needs of the populatlons they

(3) The Program for All-Inclusive Care for the Elderly (PACE)®%, PACE® I js a feeleteiMedical

taelete} {addiMedicaid LTSS program for beneficiaries who enrolled in
Medicare®® that provides an integrated model of ¢ medical-andtong-term-care—servicestdeleter @ddiheq|th
care®® to qualified persons ®9%who are at least®® age fifty-five (55) t@e*ttandabovetdeee {ddignd meet
all the Medicaid LTSS financial requirement as well as the clinical/functional criteria for a high or the
highest need for a NF level of care.tdd

Proposed Rules: 54

:Fhe tdeteteHadd}part.c.pat.on in the{add} PACE program is voluntary {““%F&Fw—el@ble—petsen—bhﬂ—#—an

nganl-zatten{de*e‘e} {add}Benefluanes opting to partlcmate in PACE receive all Medlcald LTSS waiver and
state plan services and supports through the program.® There are no benefits outside of the PACE
program. @99 nformation about eligibility, enrollment and disenrollment in the PACE program is located in
Section 0374 and 0375, pertaining to managed care arrangements for adults with disabilities and elders.{2d%
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{add}1500.06 Severability

If any provisions of these regulations or the application thereof to any person or circumstance shall be held
invalid, such invalidity shall not affect the provisions or application of these regulations which can be given
effect, and to this end the provisions of these regulations are declared to be severable. 2}

gt Rhode Island Executive Office of Health & Human Services

HEALTH & HUMAN
, SERVICES _ 38

>y e
e ¥
o puope ™



ooy N

10
11
12
13
14

15
16
17
18

19
20
21

22

23
24
25

27

B WN K

Net Present Value: Section 1500, Medicaid Long-Term Services and Supports — Interim Rule
For each cost and benefit calculation, the following formula was used:

T(1 N : hy
NPV (E,P»)zz(l_l_i)[

t=0

Where “N” represents the total number of periods, “t” represents the period, and “i”” represents the discount
rate. Total Net Present Value estimates based on a series of assumptions outlined in this document. All NPV
estimates are greater than 0 indicating that the rule should be adopted based on overall benefit.

Period Savings to State
To $2,188,500
T, $2,254,155
T, $2,321,780
T3 $2,391,433
T, $2,463,176
Ts $2,537,071
Te $2,613,183
T $2,691,579
Ts $2,772,326
T $2,855,496
Tio $2,941,161

EOHHS is proposing to amend pertinent sections of the Medicaid Code of Administrative Rules, section
0399, currently entitled, “Global Consumer Choice Waiver”, renumber it to section #1500, and re-title it:
“Medicaid Long-Term Services and Supports: Interim Rule.” These rules are being promulgated
pursuant to the authority conferred under Chapters 40- 6 and 40-8 of the General Laws of Rhode Island, as
amended, and the federal Section 1115 Waiver approved by the federal Centers for Medicare and Medicaid
Services (CMS).

The EOHHS has determined that the most effective way of updating the applicable rules is to create a new
chapter in the Medicaid Code of Administrative Rules (MCAR) that sets forth in plain language the
rules governing LTSS and, as such, serves as companion to the MCAR chapters governing Medicaid
Affordable Care Coverage (Section 1300 et seq.).

Toward this end, the purpose of this rule is to establish the provisions that implement the reforms
beginning on or about January 1, 2016 and to provide a summary of changes that will take effect during
calendar year 2016 and thereafter.

The regulations are adopted in the best interests of the health, safety, and welfare of the public.

To achieve the goal of rebalancing the long-term care system, Medicaid eligibility criteria have been
reformed to enable beneficiaries to obtain long-term services and supports (LTSS) in the most
appropriate and least restrictive setting. The types of LTSS available to beneficiaries are categorized as
either “institutional” or “home and community-based.”

Proposed Rules: 59

The chief distinctions between the two types of LTSS are care setting and scope of Medicaid coverage.
Beginning on Japuary—1-2016 { Replace “January 1, 2016 with “February 8, 2016}, the series of
reforms authorized by state policymakers for modernizing the system for organizing, financing and
delivering Medicaid-funded LTSS will begin to take effect. While the modernization process is
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underway, many long-
implementation will become obsolete.

standing LTSS policies and procedures and the rules governing their

Below is a table that attempts to quantify the shift in LTSS care that will be permitted by this rule:

Facility Type Average Total Medicaid | Annual LTC Cost by $ Differential based
(all licensed by the Rl | Annual Cost Beneficiaries Facility Type upon shift in
Department of Health) Per by Facility (Medicaid population to
Beneficiary Type Beneficiaries) community-based care

Home Care $18,396. 960 $17,660,160
Increase in home care
utilization +25 +$459,900
Total Home Care $18,120,060
Adult Day Care $8,508. 673 $5,725,884
Assisted Living $13,920. 146 $2,032,320
Increase in ALR bed +25 +$348,000
Total ALR $2,380,320
Nursing Facilities $59,928 5209 $312,164,952
Reduction in NF bed -50 -$2,996,400
Total Nursing $309,168,552

Totals Net Savings:

6,988 $335,394,816 $2,188,500

Q-2, SFY2014 data, Report to the Rhode Island General Assembly, Senate Committee on Health & Human

Services, June 30, 2014.
Available online at: www.eohhs.ri.gov

State Assumptions:

e Reduction in new Medicaid admissions to nursing facilities as a result in changes in the

levels of care = 50 residents

e Half of the total of 50 LTSS clients (25) would access home care and 25 would access assisted
living residences

e Increase in number of Medicaid home health agency clients = 25

e Increase in number of Medicaid assisted living residents = 25

e Total Periods: 10

e Discount Rate: 3% over each period

e Transitioning seniors back into community settings and coordinating their care will save the state
money in LTSS costs

In addition to cost savings, persons will be enabled to remain where they want to be—at least until they
need the intensive care that a nursing facility provides. By 2020, the Medicaid Program’s goal is to
spend 50 percent of long-term care expenditures on the elderly and disabled in home and community-

based settings.

MOTION: To support the change from the “Care Planning” to

“Person-centered care planning of the proposed 1500 Redesign Of

Medicaid Long-Term Services And Supports (LTSS) In Rhode Island

Amendment to the State Medicaid Code of Administrative Rules are

beneficial if amended as follows:

1. Delay the effective date from Jan. 1, 2016 until at least February
8, 2016 (Section § 42-35-4 of the Administrative Procedures Act
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“Each rule hereafter adopted is effective twenty (20) days after
filing with the secretary of state”) in:
a. Subsection 1500.01 (B) page 02 about line 28;
b. Subsection 1500.01 (F) page 13 lines 09, 16, 17, & 18;
c. Subsection 1500.01 (F)(1) page 14 line 22
d. Subsection 1500.01 F(2) page 15 lines 01, 11, & 21; page
16 lines 17, & 21;
e. Subsection 1500.03 C pag3 40 line 36, page 32 line 24;
f. Subsection 1500.04 page 36 line 12, page 37 line 27, page
39 line 28;
g. Subsection 1500.04 (A)(1)(j) page 37 line 30;
h. Subsection 1500.04 (A)(1)(t) page 39 line 31;
i. Net Present Value: Section 1500, Medicaid Long-Term
Services and Supports - Interim Rule page 60 line 02;
. Delay the expiration date from “December 31, 2015 “until at least
“February 7, 2016” in:
a. Subsection 1500.01 F(2) page 16 lines 08 & 13;
b. Subsection 1500.03 (C) page 32 line 24;
. Insert “/functional” between “clinical” AND “eligibility” in:
a. Subsection 1500.01 (C) page 03 line 09;
b. Subsection 1500.01 (D) page 11 line 04;
c. Subsection 1500.01 (F)(2) page 15 line 06 & page 18 line
04;
d. Subsection 1500.02 (A) page 18 line 12
e. Subsection 1500.02 (C) page 22 line 24,
f. Subsection 1500.03 (B) page 30 line 25;
g. & page 34 line 32;
h. Subsection 1500. 03 (D) page 34 line 33;
. Replace “CLINICAL” with COMPREHENSIVE” in the title of
Subsection 1500.03 (B) in page 29 line 26;
. Insert “/functional” between “clinical” AND “criteria” in:
a. Subsection 1500.03 (C) page 30 line 22;
. Insert “person centered” before “care planning” in Subsection
1500.03 (C) page 22 line 28.
. Insert a new paragraph “(e) Nursing home diversion. Medicaid
funded home modifications and personal care services that are
necessary to keep beneficiaries independent in their own homes
thereby eliminating the need for nursing facility care.” at the end of
Subsection 1500.02 (B)(1) in page 23 after line 14;
. Delete in the last sentence in paragraph (h) of Subsection
1500.04 (A)(1) “such as... additions” Page 37 lines 17 to 28;
. Retain the current Home and Community Based “Highest” level of
need definition “, for whom the provision of home and community
based services would divert from nursing facility services.” Page
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31 lines 6-13 ;

10. Replace in paragraph (p) of Subsection 1500.04 (A)(1) the
words starting with “provides” and ending with “safety” with
“‘provides minor changes to the home to prevent nursing home
admission, including grab bars, hand rails, tub cuts, widening
doorways, offset hinges, removal of glass shower doors and
modifying threshold transition.” Page 39 lines 01 to 04.

11. Replace “Americans with Disabilities Act (ADA) compliance
standards” with “Uniform Federal Accessibility Standards (UFAS)”
in Subsection 1500.05(A)(1)(k) page 46 line 14;

12. Delete the phrase “that is similar to adult foster care” in the
second Subsection 1500.05 (A)(2) on page 53 line 23

13. Retain the struck word “care” in the second Subsection
1500.05 (A)(2) page 53 line 28.

14. Concern regarding Subsection 1500.04 (A)(a) & (c) about
which entity will be responsible for conducting quality monitoring
of assisted livings facilities for non-elder residents with dementia?
Page 36 line 22. - check with MHA.

Motion moved by CG, seconded by AP, passed unanimously

RI SPA 15-016 Reinventing Medicaid 2015: Rhode Island Integrated Health
Homes

As part of Governor Gina Raimondo's effort to reform Medicaid, the Working Group to
Reinvent Medicaid issued an April report that recommended numerous initiatives to
achieve financial savings in State Fiscal Year (SFY) 2016. The Governor introduced
those recommendations in a budget article entitled, "The Reinventing Medicaid Act of
2015." The Rhode Island General Assembly passed the Reinventing Medicaid Act in
June.

As a result of the Act's passage, EOHHS is seeking federal authority to implement
several changes to the Medicaid program. This state plan amendment will substantially
redesign the state's behavioral health homes to improve treatment and outcomes.
Changes included the following:

» Re-creation of Assertive Community Treatment (ACT). This redesign proposes an ACT
for those identified to be in need as established in a standardized level of
care/functionality assessment.

* Use of a standardized tool to identify functionality and guide level of care planning.

* Use of performance metrics tied to quality withholds and incentives.

» Unbundling of clinical services leading to greater efficiencies.

* Removing minimum contacts for IHH so that resources can be distributed to meet
clients need

* Increased fee for services rates to increase provision of services which have been
largely underutilized in the current structure.

* Movement in-plan enhances opportunities for state, plans and programs to establish
alternative programming which will improve outcomes

* Integrating IHH and treatment services into the full MCO continuum of care will
encourage effective system redesign with clinical and financial goals shared across State
agencies, MCOs and CMHOs.

Interested persons should submit data, views, or written comments by January 18, 2016
to Darren J. McDonald, Executive Office of Health and Human Services, Hazard Building,
74 West Road, Cranston, R/, 02920, or darren.mcdonald@ohhs.ri.gov.

Integrated Health Home: 1
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Rhode Island Integrated Health Homes
Introduction:

The full integration of clients' medical and behavioral benefits into managed care creates new opportunities
for further clinical integration across the continuum of care. This integration will allow integrated health
homes (IHH) greater capacity to work with clients across all levels of care in order to achieve substantial
clinical improvement. Services provided through IHHs and Assertive Community Treatment (ACT) are the
fixed points of responsibility to coordinate and ensure the delivery of person-centered care, provide timely
post-discharge follow-up, and improve patient health outcomes by addressing primary medical, specialist,
and behavioral health care. Emphasis is placed on the monitoring of chronic conditions, as well as
preventative and educational services focused on self-care, wellness, and recovery.

This program is accountable for reducing health care costs, specifically preventable hospital admissions /
readmissions and avoidable emergency room visits. These outcomes are achieved by adopting a whole-
person approach to the consumer's needs and addressing the consumer's primary medical, specialist, and
behavioral health care needs; and by providing the following timely and comprehensive services:

e Comprehensive Care Management;

e Care Coordination and Health Promotion;

= Comprehensive Transitional Care;

e Individual and Family Suppo1l Services; and

= Chronic Condition Management and Population Management.

IHH is built upon the evidence-based practices of the patient-centered medical home model. IHH builds
linkages to other community social supports and enhances coordination of medical and behavioral healthcare
in keeping with the needs of persons with multiple chronic illnesses. IHH is a service provided to community-
based clients by professional mental health staff in accordance with an approved treatment plan for the
purpose of ensuring the client's stability and continued community tenure. IHH teams monitor and provide
medically necessary interventions to assist in the management of symptoms of illness as well as overall life
situations, including accessing needed medical, social, educational, and other services necessary to meeting
basic human needs.

Assertive Community Treatment (ACT) is a mental health program made up of a multidisciplinary staff who
work as ateam to provide the psychiatric treatment, rehabilitation, and support services clients need to
achieve their goals. ACT services are tailored for each client to enable each to find and live in their own
residence, to find and maintain work, to better manage symptoms, to involve community supports, to achieve
individual goals, and to maintain optimism and recover. Unlike other community-based programs, ACT is
not a linkage or brokerage case-management program that connects individuals to mental health, housing, or
rehabilitation programs or services. Rather, the ACT team is mobile and delivers services in community
locations. Seventy-five percent or more of the services are provided outside of program offices in locations
that are comfortable and convenient for clients. The clients served have severe and persistent mental illnesses
that significantly impact functioning. The ACT teams are available to provide these necessary services 24
hours a day, seven days a week, 365 days a year.

Integrated Health Home: 2

Clients eligible for IHH services will meet diagnostic and functional criteria established by the Department
of Behavioral Healthcare, Developmental Disabilities and Hospitals (BHDDH). The required diagnoses are
as follows:

Schizophrenia Schizoaffective Disorder
Schizoid Personality Disorder Bipolar Disorder

Major Depressive Disorder, recurrent Obsessive-Compulsive Disorder Borderline Personality Disorder
Delusional Disorder

Psychotic Disorder

Individuals will also be assessed for eligibility using the Daily Living Activities-Adult Mental Health-a
standardized functional assessment of appropriateness for this level of intervention.

Provider Infrastructure:
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Rhode Island has six CMHOs, which along with two other providers of specialty mental health services form
a statewide, fully integrated, mental health delivery system, providing a comprehensive range of services to
clients. All CMHOs and two specialty providers (Fellowship Health Resources, Inc. and Riverwood Mental
Health Services) are licensed by the state under the authority of Rhode Island General Laws and operate in
accordance with Rules and Regulations for the Licensing of Behavioral Healthcare Organizations. The six
CMHOs, Fellowship Health Resources, Inc. and Riverwood Mental Health Services, will serve as designated
providers of CMHO health home services. The six CMHQOS, Fellowship Health Resources, Inc. and
Riverwood Mental Health Services, represent the only entities that would meet eligibility requirements as a
CMHO health home. Each CMHO health home is responsible for establishing an integrated service network
statewide for coordinating service provision.

CMHO health homes will have agreements, memorandums of understanding, and linkages with other health
care providers, in-patient settings and long-term care settings that specify requirements for the establishment
of coordinating comprehensive care.

The health home teams consist of individuals with expertise in several areas, any team member operating
within his or her scope of practice, area of expertise and role or function on a health home team, may be
called upon to coordinate care as necessary for an individual,

(i.e., the bio-psychosocial assessment can only be conducted as described under Care Management; however,
a community suppO01li professional operating in the role of a hospital liaison may provide transitional care,
health promotion and individual and family suppol services, as an example).

Standards for CMHO health home providers specify that each health home indicate
Integrated Health Home: 3

how each provider will: structure team composition and member roles in CMHOs to achieve health home
objectives and outcomes; coordinate with primary care (which could include co- location, embedded services,
or the implementation of referral and follow-up procedures outlined in memoranda of understanding);
formalize referral agreements with hospitals for comprehensive transitional care, and carry out health
promotion activities.

CMHOs will be supported in transferring service delivery by participating in statewide learning activities.
Given CMHOs' varying levels of experience with practice transformation approaches, the State will assess
providers to determine learning needs. CMHOSs will therefore participate in a variety of learning supports, up
to and including learning collaboratives, specifically designed to instruct CMHOs to operate as health homes
and provide care using a whole-person approach that integrates behavioral health, primary care and other
needed services and suppols. Learning activities will support providers of health home services in addressing
the following components: - Provide quality-driven, cost-effective, culturally appropriate, and person- and
family-centered health home services; - Coordinate and provide access to high- quality health care services
informed by evidence-based clinical practice guidelines; - Coordinate and provide access to preventive and
health promotion services, including prevention of mental illness and substance use disorders; - Coordinate
and provide access to mental health and substance abuse services; - Coordinate and provide access to
comprehensive care management, care coordination, and transitional care across settings (transitional care
includes appropriate follow-up from inpatient to other settings, such as participation in discharge planning and
facilitating transfer from a pediatric to an adult system of health care); - Coordinate and provide access to
chronic disease management, including self-management support to individuals and their families; -
Coordinate and provide access to individual and family supports, including referral to community, social
support, and recovery services; - Coordinate and provide access to long-tedn care supports and services; -
Develop a person-centered treatment plan for each individual that coordinates and integrates all of his or her
clinical and non-clinical health-care related needs and services; - Demonstrate a capacity to use health
information technology to link services, facilitate communication among team members and between the
health home team and individual and family caregivers, and provide feedback to practices, as feasible and
appropriate, and; - Establish a continuous quality improvement program to collect and report on data that
facilitates an evaluation of increased coordination of care and chronic disease management on individual-level
clinical outcomes, experience of care outcomes, and quality of care outcomes at the population level.

Service Definitions:

Comprehensive Care Management
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Service Definition:

Comprehensive care management services are conducted with an individual and involve the identification,
development and implementation of treatment plans that address the needs of the whole person. Family/Peer
Supports can also be included in the process. The service involves the development of a treatment plan based
on the completion of an assessment. A particular emphasis is the use of the multi-disciplinary teams including
medical personnel who may or may

Integrated Health Home: 4

not be directly employed by the provider of the health home. {Insert “The multi-disciplinary teams for
individuals receiving both developmental disabilities and behavioral health care services
shall include personnel from the developmental disabilities service provider.” The recipient of
comprehensive care management is an individual with complex physical and behavioral health needs.

Ways Health IT Will Link:
CMHO will be required to achieve the following preliminary standards:

1. Program has structured information systems, policies, procedures, and practices to create, document,
implement, and update a treatment plan for every consumer.

2. Health Home provider has a systematic process/system to follow-up on tests, treatments,
services/referrals which is integrated into the consumer's treatment plan.

Guidance: Programs have a system/process to identify, track, and proactively manage the care needs
of consumers using up-to-date information. In order to coordinate and manage care, the program
practice has a system in place to produce and track basic information about its consumer population,
including a system to proactively coordinate/manage care of a consumer population with specific
disease/health care needs.

3. The Program has a developed process and/or system which allows the consumer's health infOlmation
and treatment plan to be accessible to the interdisciplinary provider team, and which allows for
population management/identification of gaps in care including preventative services.

4. Programs are committed to work with Rhode Island's health information exchange system
(CurrentCare) and be in compliance with any future version of the Statewide Policy Guidance
regarding infOImation, polices, standards, and technical approaches, governing health information
exchange.

Guidance: Provider is committed to promote, populate, use, and access data through the statewide
health information exchange system. Provider isto implement the following tasks: Provider works
with RI's Health Information Exchange to ensure they receive the technical assistance in regards to
any of the above requirements.

5. Programs have the capability to share information with other providers and collect specific quality
measures as required by EOHHS and CMS.

6. Program is able to use EOHHS and CMS quality measures as an accountability framework for
assessing progress towards reducing avoidable health costs, specifically preventable hospital
admissions/readmissions, avoidable emergency room visits, and providing timely post discharge
follow-up care.

Guidance: Provider is committed to and is engaged in utilizing quality measures to improve services.
Care Coordination and Health Promotion
Integrated Health Home: 5
Service Definition:

Each client will be assigned a primary case manager who coordinates and monitors the activities of the
individual treatment team and has primary responsibility to write the person-centered treatment/care
coordination plan, ensure plans are revised as necessary, and advocate for client rights and preferences. The
case manager will collaborate with primary and specialty care providers as required. Additionally, the case
manager will provide medical education to the client (e.g. educating through written materials, etc.).
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The IHH team is responsible for managing clients' access to other healthcare providers and to act as a partner
in encouraging compliance with treatment plans established by these providers.

Health promotion activities are delivered by the team to engage clients in addressing healthy lifestyles and
include services such as smoking cessation, nutrition, and stress management. The MCO and Community
Mental Health Organization (CMHO) will meet regularly to review performance metrics and to collaborate
on improvement plans. The IHH will coordinate with the client's Primary Care Physician (PCP). These
additional plans will be incorporated into the patient's overall treatment plan.

Ways Health IT Will Link:
CMHO will be required to achieve the following preliminary standards:

1. Program has structured information systems, policies, procedures, and practices to create, document,

implement, and update a treatment plan for every consumer.

Health Home provider has a systematic process/system to follow-up on tests, treatments,
services/referrals which is integrated into the consumer's treatment plan.

Guidance: Programs have a system/process to identify, track, and proactively manage the care needs
of consumers using up-to-date information. In order to coordinate and manage care, the program
practice has a system in place to produce and track basic information about its consumer population,
including a system to proactively coordinate/manage care of a consumer population with specific
disease/health care needs.

The Program has a developed process and/or system which allows the consumer's health infoInation
and treatment plan to be accessible to the interdisciplinary provider team, and which allows for
population management/identification of gaps in care including preventative services.

Programs are committed to work with Rhode Island's health information exchange system and be in
compliance with any future version of the Statewide Policy Guidance regarding information, polices,
standards, and technical approaches, governing health information exchange.

Guidance: Provider is committed to promote, populate, use, and access data through the statewide
health information exchange system. Provider isto implement the following

Integrated Health Home: 6

tasks: Provider works with RI's Health Information Exchange to ensure they receive the technical
assistance in regards to any of the above requirements.

Programs have the capability to share information with other providers and collect specific quality
measures as required by EOHHS and CMS.

Program is able to use EOHHS and CMS quality measures as an accountability framework for
assessing progress towards reducing avoidable health costs, specifically preventable hospital
admissions/readmissions, avoidable emergency room visits, and providing timely post discharge
follow-up care.

Guidance: Provider is committed to and is engaged in utilizing quality measures to improve services.

Comprehensive Transitional Care

Service Definition:

The IHH team will ensure consumers are engaged by assuming an active role in discharge planning. The IHH
team will ensure collaboration between consumers and medical professionals to reduce missed appointments
and dissatisfaction with care. Specific functions include:

®
0.0

Engage with the client upon admission to the hospital and ensure that the discharge plan addresses
physical and behavioral health needs. For all medical and behavioral health inpatient stays, the IHH
team conducts an on-site visit with client early in the hospital stay, participates in discharge planning,
and leads the care transition until the client is stabilized.

Upon hospital discharge (phone calls or home visit):

= Ensure that reconciliation of pre- and post-hospitalization medication lists is completed.
= Assist consumer to identify and obtain answers to key questions or concerns.
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= Ensure the consumer understands their medications, can identify if their condition is worsening
and how to respond, knows how to prevent a health problem from becoming worse, and has
scheduled all follow-up appointments.

= Prepare the consumer for what to expect if another care site is required (i.e. how to seek immediate
care in the setting to which they have transitioned).

Identify linkages between long-term care and home and community-based services.

Ways Health IT Will Link:
The CMHO will be required to achieve the following preliminary standards:

1.

Program has structured information systems, policies, procedures, and practices to create, document,
implement, and update a treatment plan for every consumer.

Health Home provider has a systematic process/system to follow-up on tests, treatments,
services/referrals which is integrated into the consumer's treatment plan.

Integrated Health Home: 7

Guidance: Programs have a system/process to identify, track, and proactively manage the consumers'
care needs using up-to-date information. In order to coordinate and manage care, the program
practice has a system in place to produce and track basic information about its consumer population,
including a system to proactively coordinate/manage care of a consumer population with specific
disease/health care needs.

The program has a developed process and/or system which allows the consumer's health information
and treatment plan to be accessible to the interdisciplinary provider team of providers, and which
allows for population management/identification of gaps in care including preventative services.

Programs are committed to work with Rhode Island's health information exchange system
(CurrentCare) and be in compliance with any future version of the Statewide Policy Guidance
regarding information, polices, standards, and technical approaches, governing health information
exchange.

Guidance: Provider is committed to promote, populate, use, and access data through the statewide
health information exchange system. Provider is to work with RI's Health Information Exchange to
ensure they receive the technical assistance in regards to any of the above requirements.

Programs have the capability to share infodnation with other providers and collect specific quality
measures as required by EOHHS and CMS.

Program is able to use EOHHS and CMS quality measures as an accountability framework for
assessing progress towards reducing avoidable health costs, specifically preventable hospital
admissions/readmissions, avoidable emergency room visits, and providing timely post discharge
follow-up care.

Guidance: Provider is committed to and is engaged in utilizing quality measures to improve services.

Individual and Family Support Services
Service Definition:

IHH team will provide practical help and support, advocacy, coordination, and direct assistance in helping
clients to obtain medical and dental health care. Services include individualized education about the client's
illness and service coordination for clients with children (e.g. services to help client fulfill parenting
responsibilities, services to help client restore relationship with children, etc.).

IHH peer specialists will help consumers utilize support services in the community and encourage them in
their recovery effolds by sharing their lived experience and perspective. Peer supp01li validates clients'
experiences, guides and encourages clients to take responsibility for their own recovery. In addition, peer
supplies will:

Integrated Health Home: 8

Help clients establish a link to primary health care and health promotion activities,
Assist clients in reducing high-risk behaviors and health-risk factors such as smoking, poor illness
self-management, inadequate nutrition, and infrequent exercise,
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Assist clients in making behavioral changes leading to positive lifestyle improvement, and
Help clients set and achieve a wellness or health goal using standardized programs such as Whole
Health Action Maintenance (WHAM).

Ways Health IT Will Link:
The CMHO will be required to achieve the following preliminary standards:

1.

Program has structured information systems, policies, procedures, and practices to create, document,
implement, and update atreatment plan for every consumer.

Health Home provider has a systematic process/system to follow-up on tests, treatments, and
services/referrals which is integrated into the consumer's treatment plan.

Guidance: Programs have a system/process to identify, track, and manage the consumers' care needs
by using up-to-date information. In order to coordinate and manage care, the program practice has a
system in place to produce and track basic information about its consumer population, including a
system to proactively coordinate/manage care of a consumer population with specific disease/health
care needs.

The program has a developed process and/or system which allows the consumer's health information
and treatment plan to be accessible to the interdisciplinary provider team, and which allows for
population management/identification of gaps in care including preventative services.

Programs are committed to work with Rhode Island's health information exchange system
(CurrentCare) and be in compliance with any future version of the Statewide Policy Guidance
regarding information, polices, standards, and technical approaches, governing health information
exchange.

Guidance: Provider is committed to promote, populate, use, and access data through the statewide
health information exchange system. Provider is to work with RI's Health Information Exchange to
ensure they receive the technical assistance in regards to any of the above requirements.

Programs have the capability to share information with other providers and collect specific quality
measures as required by EOHHS and CMS.

Program is able to use EOHHS and CMS quality measures as an accountability framework for
assessing progress towards reducing avoidable health costs, specifically preventable hospital
admissions/readmissions, avoidable emergency room visits, and providing timely post discharge
follow-up care.

Integrated Health Home: 9
Guidance: Provider is committed to and is engaged in utilizing quality measures to improve services.

Chronic Condition Management and Population Management

Service Definition:

The IHH team suppOlis its consumers as they participate in managing the care they receive. Interventions
provided under IHH may include, but are not limited to:

R/
0.0

Assisting in the development of symptom self-management, communication skills, and appropriate
social networks to assist clients in gaining effective control over their psychiatric symptoms;

Provide health education, counseling, and symptom management to enable client to be knowledgeable
in the oversight of chronic medical illness as advised by the client's primary/specialty medical team;

Maintaining up-to-date assessments and evaluations necessary to ensure the continuing availability of
required services;

Assisting the client in locating and effectively utilizing all necessary medical, social, and psychiatric
community services;

Assisting in the development and implementation of a plan for assuring client income maintenance,
including the provision of both suppOliive counseling and problem-focused interventions in whatever
setting is required, to enable the client to manage their psychiatric and medical symptoms to live in
the community. This includes:
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* Provide a range of support services or direct assistance to ensure that clients obtain the basic
necessities of daily life, including but not necessarily limited to: financial support and/or
benefits counseling;

= Teach money-management skills (e.g. budgeting and bill paying) and assist client assessing
financial services (e.g. payeeship etc.).

* Develop skills related to reliable transpOliation (help obtain driver's license, arrange for cabs,
finds rides).

* Provide individual suppOliive therapy (e.g. problem solving, role playing, modeling and
support), social skill development, and assertive training to increase client social and
interpersonal activities in community settings) e.g. plan, structure, and prompt social and leisure
activities on evenings, weekends, and holidays, including direct support and coaching.

Assistance with other activities necessary to maintain personal and medical stability in a community
setting and to assist the client to gain mastery over their psychiatric symptoms or medical conditions
and disabilities in the context of daily living. For example:

Integrated Health Home: 10

= Support the client to consistently adhere to their medication regimens, especially for clients
who are unable to engage due to symptom impairment issues.

= Accompanying clients to and assisting them at pharmacies to obtain medications.

= Accompany consumers to medical appointments, facilitate medical follow up.

= Provide direct support and coaching to help clients socialize - structure clients' time, increase
social experiences, and provide oppOliunities to practice social skills and receive feedback
and support.

The IHH team will conduct the necessary analysis related to how well they are managing entire
populations, based on measurable health outcomes and utilization. This information helps IHHs improve
their care delivery system, to the benefit of each IHH clients receiving care.

Ways Health IT Will Link:
The CMHO will be required to achieve the following preliminary standards:

1.

Program has structured information systems, policies, procedures, and practices to create, document,
implement, and update a treatment plan for every consumer.

Health Home provider has a systematic process/system to follow-up on tests, treatments, and
services/referrals which is integrated into the consumer's treatment plan.

Guidance: Programs have a system/process to identify, track, and manage the consumers' care needs
by using up-to-date information. In order to coordinate and manage care, the program practice has a
system in place to produce and track basic information about its consumer population, including a
system to proactively coordinate/manage care of a consumer population with specific disease/health
care needs.

The program has a developed process and/or system which allows the consumer's health information
and treatment plan to be accessible to the interdisciplinary provider team, and which allows for
population management/identification of gaps in care including preventative services.

Programs are committed to work with Rhode Island's health information exchange system
(CurrentCare) and be in compliance with any future version of the Statewide Policy Guidance
regarding information, polices, standards, and technical approaches, governing health information
exchange.

Guidance: Provider is committed to promote, populate, use, and access data through the statewide
health information exchange system. Provider is to work with RI's Health Information Exchange to
ensure they receive the technical assistance in regards to any of the above requirements.

Programs have the capability to share information with other providers and collect specific quality
measures as required by EOHHS and CMS.

Integrated Health Home: 11
Program is able to use EOHHS and CMS quality measures as an accountability framework for
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assessing progress towards reducing avoidable health costs, specifically preventable hospital
admissions/readmissions, avoidable emergency room visits, and providing timely post discharge
follow-up care.

Guidance: Provider is committed to and is engaged in utilizing quality measures to improve services.
Provider Standards:

Comprehensive Care Management

The IHH and ACT shall provide evidence of compliance with the following:

1.
2.

Service capacity and team composition; roles and responsibilities meet staffing requirements.

A comprehensive and culturally appropriate health assessment is used that yields both subjective and
objective findings regarding the consumer's health needs.

The consumer's treatment plan clearly identifies primary, specialty, community networks and
supports to address identified needs; along with family members and other supports involved in the
consumer's care.

A consumer's treatment plan reflects the consumer's engagement level in goal setting, issue
identification, self-management action, and the interventions to support self-management efforts to
maintain health and wellness.

Service coordination activities use treatment guidelines that establish integrated clinical care
pathways for health teams to provide organized and efficient care coordination across risk levels or
health conditions.

The Program functions as the fixed point of responsibility for engaging and retaining consumers in
care and monitoring individual and population health status to determine adherence or variance from
recommended treatment guidelines.

Routine/periodic reassessment, using the DLA®, conducted every 6 months at a minimum, to include
reassessment of the care management process and the consumer's progress towards meeting clinical
and person-centered health action plan goals.

The Program assumes primary responsibility for psychotropic medications, including administration;
documentation of non-psychotropic medications prescribed by physicians and any medication
adherence, side effects, issues etc.

5 Daily Living Activities assessment
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9.

Integrated Health Home: 12

The Program uses peer supports (certified Peer Recovery Specialists) and self-care programs to
increase the consumer's knowledge about their health care conditions and to improve adherence to
prevention and treatment activities.

10. Evidence that the outcome and evaluation tools being used by the health care team uses quality

metrics, including assessment and survey results and utilization of services to monitor and evaluate
the impact of interventions.

Care Coordination and Health Promotion

The medical record shall provide evidence that:

1.

Each consumer on the Program's team has a dedicated case manager who has overall responsibility
and accountability for coordinating all aspects of the consumer's care.

A Program has a relationship with the community agencies in its local area. To that end it can
provide evidence that the case managers can converse with these agencies on an as- needed basis
when there are changes in a consumer's condition.

A Program facilitates collaboration through the establishment of relationships with all members of
consumer's interdisciplinary health team.

Policies, procedures and accountabilities (contractual or memos of understanding agreements) have
been developed to support and define the roles and responsibilities for effective collaboration
between primary care, specialists, behavioral health, long-term services and supports and
community-based organizations.

A psychiatrist or APRN/Nurse Practitioner provides medical leadership to the implementation and
coordination of program's activities by developing and maintaining working relationships with
primary and specialty care providers including various inpatient and long-term care facilities.

Protocol has been developed for priority appointments for Program’'s consumers to behavioral health
providers and services, and within the Program’s provider network to avoid unnecessary or
inappropriate utilization of emergency room, inpatient hospital and institutional services.

The Program's provider has a system to track and share consumer’s patient care information and
care needs across providers and to monitor consumer's outcomes and initiate changes in care, as
necessary, to address consumer needs.

24 hours/seven days a week availability to provide information/emergency consultation services to
the consumer.

Integrated Health Home: 13

Comprehensive Transitional Care
The consumer's medical record shall provide evidence that:

1. A Program's case manager is an active participant in all phases of care transition, including timely

3.

5.

access to follow-up care and post-hospital discharge (see metrics).

The Program's provider has policies and procedures in place with local practitioners, health facilities
including emergency rooms, hospitals, residential/rehabilitation settings, and community-based
services, to help ensure coordinated, safe transitions in care.

A notification system is in place with Managed Care Organizations to notify the Programs of a
consumer's admission and/or discharge from an emergency room, inpatient unit, nursing home or
residential/rehabilitation facility.

The Program collaborates with physicians, nurses, social workers, discharge planners, pharmacists,
and others to continue implementation of the treatment plan with a specific focus on increasing the
consumer's ability to self-mange care and live safely in the community.

Care coordination is used when transitioning an individual from jail/prison into the community.

Individual and Family Support Services

The consumer's medical record shall:
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1. Incorporate, through the consumer's treatment plan, the consumer and family preferences, education,
support for self-management, self-help, recovery, and other resources as needed to implement the
consumer's health action goals.

2. ldentify and refer to resources that support the consumer in attaining the highest level of health and
functioning in their families and in the community, including ensuring transportation to and from
medically necessary services.

3. Demonstrate communication and information shared with consumers and their families and other
caregivers with appropriate consideration of language, activation level, literacy and cultural
preferences.

Chronic Condition Management and Population Management
The consumer's medical record shall:

1. Identify available community-based resources discussed with consumers and evidence of actively
managed appropriate referrals, demonstrate advocating for access to care and

Integrated Health Home: 4
services, and include evidence of the provision of coaching for consumers to engage in self-care and
follow-up with required services.

2. Reflect policies, procedures, and accountabilities (through contractual or memos of understanding,
affiliation agreements or quality service agreements) to support effective collaboration with
community-based resources, which clearly define roles and responsibilities.

Monitoring:

To assess quality improvements and clinical outcomes, the State will collect clinical and quality of care data
for the CMS Core Set of Measures and state-specific performance measures. These measures may include a
combination of claims, administrative, and qualitative data. Data for each measure will be collected through
defined quality processes aligned to state and provider benchmarks.

Attached are the IHH performance measures for each quarter followed by the CMS Core set of Measures.

Numerator Denominator Definition

IHH Year 1

Performance Measures:
quarter data collected

Complete DLA # IHH eligible members # IHH eligible members % of IHH eligible
during the measurement during the measurement members who have a
quarter who have had a quarter completed DLA-20

completed DLA-20 within
the last 6 months

BMI # IHH eligible members # IHH eligible members Percentage of patients
during the measurement during measurement year | age 18 an older with
quarter who have a (Note follow-up documented BMI
documented BMI in the documentation to be during the current
proceeding 12 month included in Y2 encounter or previous
period six months AND when

the BMI is outside of
normal

parameters, a follow-up
plan is documented
during the encounter or

during the previous six
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Numerator

Denominator

Definition

months of the
encounter.

Normal Parameters
Age 65

years and older BMI
>or=23and <30
Age 18 64 years
BMI >or=185an
<25

Employment Rate

# IHH eligible members
during the measurement
quarter who are employed
(full or part time or in the
armed forces as of
06/30/2016

# IHH eligible members
during measurement
quarter (excluding IHH
eligible members whose
employment status is
“retired” or “unknown”

% of IHH population
that report full or part
time employment

Discharge for Non-
Treatment Adherence

Annual Physical Exam or
Well Visit with PCP

# IHH eligible members
during the measurement
quarter discharged for
non-compliance or who
terminate service prior to
completion against clinical
advice

# IHH eligible adults with
a claim for an annual
physical or well visit
during the measurement
year

# IHH eligible members
during measurement
quarter (unknown data
excluded from both)

# IHH eligible adults
during measurement year

% IHH eligible
members during the
measurement quarter
discharged for non-
treatment adherence

85% of population has
Annual Physical Exam
with PCP

Adults per 1000 for MH
and SUD acute inpatient

# IHH eligible members
during the measurement
quarter with a psychiatric
or substance use inpatient
hospital admission (Not
ASU/CDU)

Total number of adults in
RI X 1000

Need to establish
Baseline Measurement
and Target for Year 1

Patient Satisfaction Survey

Mental Health Inpatient
After Care Follow Up 3
Days

Number of estimated
attributed members who
Strongly Agree or Agree
with questions 7 — 12 of
the OEI.

# IHH eligible adults who
have a face to face visit
with any member of the
IHH team within 3
business days of a
psychiatric hospital
discharge (not including
the discharge day)

All estimated attributed
members responding to the
OEI (unknown number
excluded from both when
1/3 or more of measures
are missing)

# of IHH eligible adults
with a psychiatric
hospitalization during
measurement year

Questions 7-12 %
Responses Strongly
Agree or Agree

90% of members who
have a MH Inpatient
Admission will receive
1 face to face contact
by a IHH member
within 3 business days
of discharge
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Numerator

Denominator

Definition

Mental Health
Inpatient After Care
Follow Up 7 Days

Number of adults
receiving inpatient care

Number of adults who had
an encounter with

MH Practitioner or
Prescriber within 7
business days of discharge

Follow HEDIS specs
for members who
received an
appointment by an
MH Practitioner or
Prescriber within7
business days of
discharge

Hospital 30-Day
Readmission All Cause
Med, Surg. BH

Number of adults admitted
to a hospital for any reason

Number of adults
readmitted to a hospital 30
days after discharge from a
hospital admission

The percentage of acute
inpatient stays that
were followed by a
readmission within 30
days for any reason in
adults ages 18 or older.

Total Cost of Care

Total cost of care for all
adults itemized by plan
and unenrolled

Identify decrease in
total cost of care from
SFY 15 to SFY 16

Stable Housing

Number of estimated
attributed member who are
living in private, public or
residential settings.

All estimated attributed
members (unknown data
excluded from both.)

% of population who
report stable housing
(Private/Subsidized)

Smoking Cessation

Rate 1: Screening for
tobacco use in patients
with serious mental illness
during the measurement
year or prior to the
measurement year and
received follow-up care if
identified as a current
tobacco user.

Rate 1: All patients 18
years of age or older as of
December 31 of the
measurement year with at
least one inpatient visit or
two outpatient visits for
schizophrenia or bipolar |
disorder, or at least one
inpatient visit for major
depression during the
measurement year.

75% of members
referred smoking
cessation
counseling/medication
evaluation (NQF
Specs)

Acuity Level Transition

1.) # ACT clients in prior
month in IHH of FFS in
current month

2.) # IHH clients in prior
month in ACT or FFS in
current month

3.) # FFS clients in prior
month in IHH or ACT
current month

Admits and discharges not
included

% of members who
Transition from High
to Moderate or Low
Acuity & % of
members who
Transition from Low or
Moderate Acuity to
High

ED Visits/1000

Number of ED visits

Number of enrollee
months

Rate of ED visits per
1,000 enrollee months
among HH Enrollees.
A total rate as well as
rates for the following
age cohorts should be
reported:
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Numerator

Denominator

Definition

0-17, 18-64 and 65+.

Inpatient Average Length
of Stay

UHC & NHP please
provide numerator
methodology

UHC & NHP please
provide denominator
methodology

Average Length of
State for Inpatient (by
Medical, MH, & SUD)

Comprehensive Diabetes
Care Hemoglobin Alc
(HbAIc)® Poor Control

(>9.0%)

# IHH eligible clients
whose most recent HbAlc
level is greater than 9.0%
(poor control) during the
measurement year.

# IHH eligible clients with
a diagnosis of diabetes
(excluding gestational or

steroid induced diabetes)

The percentage of
patients 18-75 years of
age with diabetes (type
1 and type 2) whose
most recent HbAlc
level during the
measurement year was
greater than 9.0%(poor
control) or was missing
a result, or if an HbAlc
test was not done
during the
measurement year.

Screening for Clinical
Depression and Follow Up

All patients age 12 and
older

# of patients screened for
clinical depression on the
date of encounter using an
age-:appropriate
standardized depression
screening tool, and if
positive, a follow up plan
is documented on the date
of the positive screen.

Percentage of Health
Home enrollee age 12
and older screened for
clinical depression
using an age
appropriate standardize
depression screening
tool, and if positive, a
follow up plan is
documented on the date
of the positive screen.

Controlling High Blood
Pressure

Patients 18 to 85 years of
age by the end of the
measurement year who
had at least one outpatient
encounter with a diagnosis
of hypertension (HTN)
during the first six months
of the measurement year.

The number of patients in
the denominator where
recent BP is adequately
controlled during the
measurement year. For a
patient’s BP to be
controlled, both the
systolic and diastolic BP
must be <140/90 (adequate
control). To determine if a
patient’s BP is adequately
controlled, the
representative BP must be
identified.

The percentage of
patients 18 to 85 years
of age who had a
diagnosis of
hypertension (HTN)
and whose blood
pressure (BP) was
adequately controlled
(<140/90) during the
measurement year.
Single rate is reported.

Care Transition-Timely
Transmission of Transition
Record

All patients, regardless of
age, discharged from an
inpatient facility (e.g,
hospital inpatient or
observation; skilled
nursing facility, or
rehabilitation facility) to
home/self-care or any
other site of care

Patients for whom a
transition record was
transmitted to the facility
or primary physician or
other health care
professional designated for
follow-up care within 24
hours of discharge

Percentage of
discharges from an
inpatient facility to
home or any other site
of care which a
transition record was
.transmitted to the
facility, home health
provider or primary

6 a measure of blood sugar control over the past 2 to 3 months.
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Numerator

Denominator

Definition

physician/other health
professional designated
for follow up care
within 24 hours of
discharge among health
home enrollees

Initiation & Engagement
of Alcohol and other Drug
Dependency Treatment

Patients age 13 years of
age and older who were
diagnosed with a new
episode of alcohol or other
drug dependency (AOD)
during the first 10 and %
months of the
measurement year (e.g.
January 1 — November
15).

Initiation of AOD
treatment through an
inpatient admission,
outpatient encounter or
partial hospitalization
within 14 days of
diagnosis. Initiation of
AOD treatment and two or
more inpatient admissions,
outpatient visits, intensive
outpatient encounters or
partial hospitalizations
with any AOOD diagnosis
within 30 days after the
date of the Initiation
encounter (inclusive).

Percentage of health
home enrollees age 13
or older with a new
episode of alcohol or
other drug dependence
who: initiated treatment
through an inpatient
admission, outpatient
visit, IOP, or PHP
within 14 days of
diagnosis. Initiated
treatment and who had
2+ services within a
diagnosis of AOD
within 30 days of
initiation visit.

Prevention Quality
Indicator (PQI 92: Chronic
Conditions Composite

Population ages 18 years
and older in metropolitan
area’ or county.
Discharges in the
numerator are
denominator based on the
metropolitan area or
county of the patient
residence, not the
metropolitan area or
county of the hospital
where the discharge
occurred.

Discharges, for patients
ages 18 years and older,
that meet the inclusion and
exclusion rules for the
numerator in any of the
following PQlIs:

PQI #1 Diabetes Short-
Term Complications
Admission Rate

PQI#3 Diabetes Long-
Term Complications
Admissions Rate

PQI#5 Chronic
Obstructive Pulmonary
Disease (COPD) or
Asthma in Older Adults
Admission Rate

PQI#7 Hypertension
Admission Rate

PQI#8 Heart Failure
Admission Rate

PQI#13 Angina Without
Procedure Admission Rate
PQI#14 Uncontrolled
Diabetes Admission Rate
PQI#16 Lower-Extremity
Amputation among
Patients with Diabetes
Rate

Number of hospital
admissions for chronic
conditions per 100,000
member months for
health home enrollee
age 18 and older.

7 Foot note not included in regulation

56




OO0 NOUL W N

Numerator

Denominator

Definition

Discharges that meet the
inclusion and exclusion
rules for the numerator in
more than one of the
above PQIs are counted
only once in the composite
numerator.

Inpatient Utilization

Inpatient utilization by
discharge date, rather than
by admission date and
include all discharge that
occurred during the
measurement year.

Number of enrollee
months

Rate of acute inpatient
care and services (total,
maternity, mental and
BH, surgery and
medicine) per 1,000
enrollee months among
HH enrollees. A total
rate as well as rates for
the following age
cohorts should be
reported: 0-17, 18-64,
65+.

Nursing Facility
Utilization

The number of
admissions to a nursing
facility from the
community that results
in a short term (less
than 101 days) or long
term stay (greater than
or equal to 101 days)
during the
measurement year per
1,000 enrollment
months. A total rate as
well as rate for the 18-
64 age cohort and 65
and older age cohort
should be reported.

Payment Methodology:

Integrated Health Home: 21

Per Diem Rate to CMHO for Integrated Health Home (IHH) and Assertive Community Treatment

(ACT)

1. The State will establish a fee structure designed to enlist participation of a sufficient number of providers
in the IHH and ACT program so that eligible persons can receive the services included in the plan, at least to
the extent that these are available to the general population.

2. Providers must be Community Mental Health Centers or other private, not-for-profit providers of mental
health services who are licensed by the Rhode Island Depaiment of Behavioral Healthcare, Developmental
Disabilities and Hospitals (BHDDH).

3. All providers must conform to the requirements of the current Rules and Regulations for the Licensing of
Behavioral Healthcare Organizations, and all other applicable state and local fire and safety codes and

ordinances.

4. Providers must agree to contract and accept the rates paid by the Managed Care Organization as
established with the Executive Office of Health and Human Service (EOHHS) and BHDDH as the sole and
complete payment in full for services delivered to beneficiaries, except for any potential payments made from
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the beneficiary's applied income, authorized co-payments, or cost sharing spend down liability.

5. Providers must be enrolled in the RI Medicaid Program, have a contract with the Managed Care
Organizations and agree to meet all requirements, such as, timely access to care and matching beneficiaries
service needs.

6. The State will not include the cost of room and board or for non-Medicaid services as a component of the
rate for services authorized by this section of the state plan.

Integrated Health Home: 22

7. The State will pay for services under this section on the basis of the methodology described in 12-14 of
this document.

8. The amount of time allocated to IHH and ACT for any individual staff member is reflective of the actual
time that staff member is expected to spend providing reimbursable IHH and ACT services to Medicaid
recipients.

9. Providers will be required to collect and submit complete encounter data for all IHH/ACT claims on a
monthly basis utilizing standard Medicaid coding and units in an electronic format to be determined by
EOHHS, BHDDH and Managed Care Organizations. Six months after the effective date of this SPA and
following the receipt of encounter data, the state will conduct an analysis of the data to develop recipient
profiles, study service patterns, and analyze program costs vs. services received by recipients, for potential
adjustments to the case rate as well as for consideration of alternative payment methodologies.

Analysis will be conducted annually after the first six month review.

10. The State assures that IHH and ACT services under this submission will be separate and distinct and that
duplicate payment will not be made for similar services available under other program authorities.

11. The rates were set as of January 1,2016 and are effective through the state fiscal year, pending
additional analysis for services. All rates are published on the RI EOHHS website at

http://www.dhs.ri.gov/forProvidersVendors/Medical AssistanceProviders/FeeSchedules/tabid/170/Default.aspx.
12. Basis for IHH Methodology for IHH:

The process is based on a CMS approved methodology that utilizes reliable estimates of the actual costs to the
provider agencies for staff and operating/support and then feeding those costs into a fee model. The process
also included the development of a standard core IHH team composition and suggested caseload based on
estimates of available staff hours and client need.

Flexibility is given to the providers for the costs of the entire team. Ten positions are noted as core
expectations that consists of one (1) Master's level coordinator, two (2) registered nurses, one (1) hospital
liaison, five (5) CPST specialists and one (1) peer specialist.

Agencies will also be able to flex staff by need to celain teams. Agencies are still accountable to the entire
number of staff, cost and salaries for all positions for Health Homes of the agency.

Any deviation from the model must have clinical and financial justification that is approved by BHDDH, the
state Mental Health Authority. The goal isto give providers flexibility so that providers are able to manage
the team to obtain the outcomes.

Staffing Model (per 200 clients):

Title FTE

Master's Level Program Director 1

Registered Nurse 2

Hospital Liaison 1

CPST Specialist 5-6

Peer Specialist 1

Medical Assistant 1 (optional)

Integrated Health Home: 23

IHH
OCCUPANCY 100.0%
CLIENTS 200
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Program Staff:
Qualifications: FTE Cost/FTE Total
Master's Level Coordinator
1.0 $78,817 $78,817
Registered Nurse 2.0 $81,500 $81,500
Hospital Liaison 1.0 $44,200 $44,200
CPST Specialist BA 6.0 $44,200 $44,200
Peer Specialist 1.0 $43,711 $43,71 1
Medical Assistant 1.0 $39,738 $39.738
$634,666
12.0
Fringe (Included 0
in base cost)
Total base staff cost $634,666
Total all staff cost $634,666
Total administration and 40% $253,866
operating at state average
Total all costs $888,532
Per diem: $12.17
PMPM $370.22

13. Basis of Methodology for ACT:

The State has reviewed ACT rates across the country and we have done a cost base review with our providers
to determine the rate. Providers report that due to the intensity and the extended hours of the program; and
the additional responsibility of providing an integrated health home

Integrated Health Home: 24

service to our most vulnerable population; salaries and wages that are typical for these positons are increased.
State and Managed Care oversight for model fidelity will be implemented to assure outcomes.

Rhode Island has compared our ACT rates to other states providing just ACT services. For example, New
York has rates between $1482-1716 per month, Nebraska is $1311-$1396 per month, North Carolina is the
lowest at $1181.28 per month and Maryland is $1183.34 per month. Rhode Island's rate is $1267 per month
and was reviewed with providers of 12.75 staff per 100 clients. The per diem will be $41.65.

Required Staffing Model per 100 clients:

Title F
Program Director (LICSW, LMHC, LMFT, RN) 1
Registered Nurse 2
Master's Level Clinician 1
Vocational Specialist (BA level) 1
2
4
1

m

Substance Use Disorder Specialist (BA level)

CPST Specialist

Peer Specialist

Psychiatrist 75

14. Payment Methodology Withhold:
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10
11
12

13
14
15
16

17

All CMHOs will be required to report to the MCOs and RI Medicaid on a quarterly basis on a set of Year
1required metrics. EOHHS and BHDDH suppoithe importance of standardized repOliing on outcome
measures to ensure providers are increasing quality so clients make gains in overall health.

CMHO's will receive 90% of IHH and 90% of the health home services imbedded in the ACT rate.

If the

CMHO is able to demonstrate meeting the minimum quarterly reporting requirements and identified quality
thresholds, the CMHC will receive the additional 10% payment from the MCOs. The 10% payment will be
reconciled after all repois are received and approved by BHDDH and the Managed Care Organizations.

Attached are the performance metrics for the withhold

Integrated Heal

th Home: 25

IHH Year 1

Performance Measures:
quarter data collected

Completed DLA

BMI

Numerator

# IHH eligible members
during the measurement
quarter who have had a
complete DLA-20 within
the last 6 months

#IHH eligible members
during the measurement
quarter who have a
documented BMI in the
preceding 12 month
period

Denominator

# IHH eligible members
during measurement
quarter

# IHH eligible adults
during measurement year
(Note: Follow-up
documentation to be
included in Y2)

Definition

% of IHH eligible
members who have a
completed DLA-20

Percentage of patients
aged 18 years and older
with a documented BMI
during the current
encounter or during the
previous six months
AND when the BMI is
outside of normal
parameters, a

follow-up plan is
documented during the
encounter or during the
previous six months of
the encounter.

Normal

Parameters: Age 65 years
and older BMI > or= 23
and <30 Age 18 - 64
years BMI >or= 18.5 and
<25

Employment Rate

# IHH eligible members
during the measurement
quarter who are employed
(full or part time) or in the
armed forces as of
06/30/2016

# IHH eligible members
during the measurement
quarter (excluding IHH
eligible members whose
employment status is
“retired” or “unknown”

% of IHH population that
report part or full time
employment

Discharge for Non-
Treatment Adherence

Number of IHH eligible
members during
measurement quarter
discharged for non-
compliance or who
terminated service prior to
completion against

Number of IHH eligible
members during
measurement quarter
(unknown data excluded
from both)

% of IHH members
during the measurement
period discharged for
non-treatment adherence
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IHH Year 1

Performance Measures:
quarter data collected

Numerator

Denominator

Definition

Annual Physical Exam or
Well Visit with PCP

clinical advice.

# IHH eligible adults with
a claim for an annual
physical or well visit
during the measurement
year

# IHH eligible adults
during measurement year

85% of population has
Annual Physical Exam
with PCP

Adults per 1000 for MH
and SUD acute inpatient

# IHH eligible members
during the measurement
guarter with a psychiatric
or substance use inpatient
hospital admission (Not
ASU/CDU)

Total number of adults in
RI X 1000

Need to establish
Baseline Measurement
and Target for Year 1

Patient Satisfaction
Survey

Mental Health Inpatient
After Care Follow Up 3
Days

Number of estimated
attributed members who
Strongly Agree or Agree
with questions 7 — 12 of
the OELI.

# IHH eligible adults who
have a face to face visit
with any member of the
IHH team within 3
business days of a
psychiatric hospital
discharge (not including
the discharge day)

All estimated attributed
members responding to
the OEI (unknown
number excluded from
both when 1/3 or more of
measures are missing)

# of IHH eligible adults
with a psychiatric
hospitalization during
measurement year

Questions 7-12 %
Responses Strongly
Agree or Agree

90% of members who
have a MH Inpatient
Admission will receive 1
face to face contact by a
IHH member within 3
business days of
discharge

Mental Health
Inpatient After Care
Follow Up 7 Days

Number of adults
receiving inpatient care

Number of adults who
had an encounter with
MH Practitioner or
Prescriber within 7
business days of
discharge

Follow HEDIS specs for
members who received
an appointment by an
MH Practitioner or
Prescriber within7
business days of
discharge

Hospital 30-Day
Readmission All Cause
Med, Surg. BH

Number of adults
admitted to a hospital for
any reason

Number of adults
readmitted to a hospital
30 days after discharge
from a hospital admission

The percentage of acute
inpatient stays that were
followed by a
readmission within 30
days for any reason in
adults ages 18 or older.

Total Cost of Care

Total cost of care for all
adults itemized by plan
and unenrolled

Identify decrease in total
cost of care from SFY 15
to SFY 16

MOTION:

To support the person-centered care & integration of
physical, medical and behavioral health service model of the
proposed Rl Medicaid State Plan Amendment 15-016 Reinventing




Medicaid 2015: Rhode Island Integrated Health Homes. Specific

sections of the proposal would be beneficial if amended as follows:

1. Delete the listing of agencies in the subsection on Provider
Infrastructure, page 02 lines 15 - 21;

2. In the subsection on Provider Standards, page Insert in the
subsection on Comprehensive Care Management, “The multi-
disciplinary teams for individuals receiving both
developmental disabilities and behavioral health care
services shall include personnel from the developmental
disabilities service provider.” In page 04 line 02;

3. Spell out acronyms (BMI, DLA, ED, HEDIS, SUD) first time used,
especially in the Subsection on Monitoring;

4. Footnote 8 in the Monitoring “IHH Year 1 Monitoring Measures”
table regarding “metropolitan area” in “Prevention Quality Indicator
(PQI 92: Numerator” is missing in page 20;

5. In Subsection on Payment Methodology -

a. Is the “12. Basis for IHH Methodology for IHH” staffing model
a required minimum or maximum FTE’s, on pages 22 and
237

b. The payment rate “Total” column mirrors the “Cost/FT”
column, even when the “FTE” column is greater than 1 on
page 23.

c. Is the “13. Basis of Methodology for ACT” staffing model a
required minimum or minimum FTE’s, on page 247

d. Why a 40% administrative overhead?

Motion moved by AP, seconded by AS, passed unanimously

MOTION: To request a hearing on IHH

Moved by AP, seconded by CG, passed unanimously

4:10 Refiled 2015 legislation that impact people with disabilities,
Bob Cooper

Purpose/Goal: To review refiled legislation the Committee took a position
on during the 2015 session, determine the potential impact on people
with disabilities, and adopt legislative impact statements.

Civil Rights
16 H 7059 AN ACT RELATING TO STATE AFFAIRS AND GOVERNMENT --
COMMISSION ON STANDARDS AND TRAINING

Rep. Lombardi Referred to House Health, Education, & Welfare Committee
This act would require mandatory training standards for police officers and
trainees, in identifying, responding, and handling all incidents involving any
person with a developmental disability.

This act would take effect upon passage.

Last year the Legislation Committee found this bill Beneficial if
amended -merged with H 7060 and expanded to include persons who
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are deaf/hard of hearing

16 H 7060 AN ACT RELATING TO STATE AFFAIRS AND GOVERNMENT --
COMMISSION ON STANDARDS AND TRAINING

Rep. Lombardi Referred to House Health, Education, & Welfare Committee
This act would require for police officer commission on standards and training to
establish mandatory training standards for police officers and trainees in all
incidents involving mental health literacy.

This act would take effect upon passage.

Last year the Legislation Committee found this bill Beneficial if
amended - merged with H 7059 and expanded to include persons who
are deaf/hard of hearing

MOTION: To find beneficial if amended to merge both and add
deaf, hard of hearing and traumatic brain injury on 16 H 7059 & H
7060 Acts Relating To State Affairs And Government -- Commission
On Standards And Training.

Motion moved by AS, seconded by CG, passed unanimously

Housing
16 H 7076 AN ACT RELATING TO STATE AFFAIRS AND GOVERNMENT --
HOUSING RESOURCES -- HOMELESS SHELTERS

Rep. Lombardi Referred to House Finance Committee

This act would create a committee to establish homeless shelter standards. The
committee would include: One homeless or formerly homeless person; Two (2)
representatives of the Rhode Island homeless advocacy project; One
representative of the Rhode Island coalition for the homeless; Two (2) homeless
shelter providers operating a shelter for individuals; Two (2) homeless shelter
providers operating a shelter for families; One representative from the Rhode
Island office of housing and community development; One domestic violence
shelter provider; and One resident or former resident of a domestic violence
shelter.

This act would take effect upon passage.

Last year the Legislation Committee found this bill Beneficial if amended to
add a representative from either the Executive Office of Health and Human
Services or the Department of Behavioral Healthcare, Developmental
Disabilities, and Hospitals and a rep of a consumer organization

MOTION: To find beneficial if amended to add one (1)
representative of EOHHS/BHDDH and one (1) representative of
disability consumer organization. 16 H 7076 An Act Relating To
State Affairs And Government -- Housing Resources -- Homeless
Shelters.

Motion moved by CG, seconded by AP, passed unanimously

Transportation
16 S 2005 & H 7008 ACTS RELATING TO HIGHWAYS - SIDEWALKS

Sen. Goodwin Referred to Senate Housing and Municipal Government
Committee

Rep. Blasejewski Referred to House Finance Committee

This act would require the director of the department of transportation to
organize and complete snow removal on all sidewalks located on state highway
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overpasses and on all pedestrian overhead walkways under the control of the
state, that have significant pedestrian traffic, within twenty-four (24) hours after
the end of a snowstorm.

This act would take effect upon passage.

Last year the Legislation Committee found these bills Beneficial

MOTION: To find beneficial on 16 S 2005 & H 7008 Acts Relating
To Highways - Sidewalks.
Motion moved by AP, seconded by CG, passed unanimously

Special Education
This year’s leqislative package includes
“Enactment of the 2016 versions of H 53838 and S 299 SUB A act would direct
all school superintendents to review discipline data for their school district, to
decide whether there is a disparate impact on students based on race, ethnicity,
or disability status.” The Commission did not endorse the 2"d half of this year’s
bills to “also, student suspensions would not be served out of school unless the
student's conduct meets certain standards or the student represents a
demonstrable threat to students, teachers or administrators.”

16 H 7056 & H 7057 ACTS RELATING TO EDUCATION - SCHOOL
COMMITTEES AND SUPERINTENDENTS

Rep. Diaz Referred to House Health, Education, & Welfare Committee

Rep. Lombardi Referred to House Health, Education, & Welfare Committee
This act would direct all school superintendents to review discipline data for
their school district, to decide whether there is an unequal impact on students
based on race, ethnicity, or disability status, and to respond to any disparity.
Every school district would submit a report to the council on elementary and
secondary education describing any action taken on the disparity. All such
reports shall be public records. Also, student suspensions would not be served
out of school unless the student's conduct meets certain standards or the
student represents a demonstrable threat to students, teachers or
administrators.

This act would take effect upon passage.

Last year the Legislation Committee found these bills Beneficial if amended to
add a definition of discipline

MOTION: To support if amended to include a definition of discipline
16 H 7056 & H 7057 Acts Relating To Education - School
Committees And Superintendents

Motion moved by CG, seconded by AP, passed unanimously

4:25 Agenda for the Next Meeting, Linda Ward

Purpose/Goal: To set the agenda for the next meeting.

Discussion: The Legislation Committee meetings in 2015 will be on the 1st
Monday 3 - 4:30 PM: 02/01, 03/07,

8 H 5383 http://webserver.rilin.state.ri.us/BillText/Bill Text15/HouseText15/H5383.pdf and S 299 SUB A
http://webserver.rilin.state.ri.us/BillText/BillText15/SenateText15/5S0299A.pdf
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=

. 4:30 Adjournment, Linda Ward
ﬂ MOTION: To adjourn at 4:39 PM
/\' \

£ = | Motion moved by CG, seconded by AP, passed unanimously
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