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Backgr ound

In Novenber, 1983, the National Association of State Mental
Retardation Program Directors entered into a technical assistance
contract with the M nnesota Governor's Pl anning Council on

Devel opnental Disabilities. The primary ains of the project sup-
ported under this contract were to assist officials of the Mnnesota
Department of Public Welfare to: (a) prepare revised standards and
procedures governing adm ssion to and di scharge fromcomunity

ICF/ MR facilities; and (b) develop regulatory criteria and proce-
dures for decertifying conmunity ICF/ MR facilities which are either
serving clients who do not require the | evel of care furnished by an
| CF/ MR provider or not rendering the mninmmrange, types or quality

of services mandat ed under DPW r ul es.

The above changes in DPWrul es were required under |egislation
enacted by the M nnesota Legislature during its 1983 session
(Article 9, MS. 1983, Chapter 312). This |legislation was designed
to resol ve several problens associated with the operation of the
State's system of services for devel opnentally disabled citizens.

Anong the nmjor provisions of the 1983 anendnents were:

e the inposition of a cap on the nunber of |1 CF/ MR-certified beds
in the State (7,500 as of July 1, 1983 and 7,000 as of July 1,

1986) ;

e the inposition of a noratoriumon approval of certificates of

need for new or expanded |ICF/ MR facilities;
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e authorization to prepare and submt a Medicaid hone and com
munity care waiver request ainmed, in part, at qualifying vendors
of non-1CF/ MR-certified facilities and Devel opnental Achi evenent
Centers for Title XIX rei nbursenent on behalf of eligible nmen

tally retarded and ot her devel opnental |y disabl ed persons;

» authorization to include Medicaid rei nbursenent for day training
and habilitation services received by community | CF/ MR resi

dences as part of a facility's reinbursable costs.

The general intend of the above anendnents was to reduce existing
fiscal disincentives to placing ICF/ MR-eligible retarded clients
into |l ess restrictive, comunity-based living alternatives, while,
at the same tinme, exercising greater control over the future growth
in ICF/ MRcertified bed capacity, statewide. The new | egislation

al so directed the Comm ssioner of Public Welfare to: (a) establish
standard adm ssion criteria for state hospitals and county-specific
targets for the utilization of ICF/ MR beds in state hospitals and
communi ty-based facilities; (b) provide technical assistance to
counties in furnishing case managenent services, establishing
screening conm ttees, devel oping service prograns, training staff
and clai m ng Medi cal Assistance paynents; (c) pronulgate criteria
for the decertification of beds in ICF/ MR facilities; (d) create a
statewi de client tracking and eval uation system and (e) devel op and
submt to the Legislature a biennial plan for financing and deli-
vering residential, day and support services to nentally retarded

i ndi vi dual s.
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DPW and the counties also are obligated to institute inproved case
managenent services under the recently enacted | egislation,

i ncluding the establishnent of screening teans to prepare and ratify
pl acenent plans for all clients and determne their eligibility for
honme and conmuni ty- based services under the forthcom ng Medi cai d

wai ver program Finally, the new bill requires the Conm ssioner of
Public Welfare to establish procedures and rules for determning
Medi cai d paynent rates applicable to various types of commnity-

based services for eligible nentally retarded persons.

The present contract obligates NASMRPD to provi de assi stance to DPW
officials on two, specified areas of |ICF/ MR policy devel opnent: (a)
the preparation of adm ssion and di scharge policies applicable to
communi ty-based ICF/ MR facilities; and (b) policies governing the
certification/decertification of community ICF/ MR facilities. Mre

particularly, the Association agreed to:

1 Collect and anal yze | CF/ MR adm ssion and di scharge policies, as
wel | as policies governing the certification/decertification of
| CF/ MR beds, fromother states to determ ne whether the
experi ences of these states would be hel pful in evol ving
revised

M nnesot a regul ati ons;

2  Study existing Mnnesota policies and practices in relationship
to the certification/decertification of community-based | CF/ MR
facilities and recommend nodifications in applicable rules and
procedures in order to achieve the objectives of the 1983

| egi sl ation; and
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3. Recommend specific changes in existing policies governing vol un
tary and/or mandatory decertification of |ICF/ MR beds, including
procedures and criteria the Departnent of Public Welfare should

use i n maki ng such determ nati ons.

The purpose of this report is to analyze the contents of relevant

mat erial s gathered from ot her states which are operating conmunity-
based ICF/ MR facilities. The remainder of the report is divided
into three major sections. The first section briefly describes the
nmet hods whi ch the Association staff used in gathering materials from
ot her states. Sections IIl and IV of the report, in turn, sumarize
the contents of materials regarding | CF/ MR adm ssi on/di scharge cri -
teria and certification/decertification rules received from ot her
states. Wiere it seened appropriate, we have included commentary
regarding the applicability of such information to the situation

currently facing the M nnesota Departnent of Public Wlfare.

Because of the volunme of material reviewed, it did not seem appro-
priate to include all of the referenced docunents in the appendi ces
to this report. Therefore, we have elected to incorporate only

sel ected excerpts fromsuch materials in the appendi ces. However,
the contents of each administrative rule, regulations, guidelines,
etc. are described in the text of the report and will be furnished

to DPWofficials upon request.



Methodology

Begi nning i n Decenber, 1983, the NASVMRPD staff contacted officials
in selected states by tel ephone in order to determ ne which states
had rul es, regul ations, adm nistrative guidelines or other descrip-
tive materials that m ght be helpful to Mnnesota officials.
Generally, this initial telephone call was placed to the state MR DD
director or a relevant nmenber of his/her staff. Since the purpose
of the contract was to | ocate policies applicable to community- based
| CP/ MR residences only, the Association's search for appropriate
nodel s was focused exclusively on those states which had extensive
experience in regulating community-based ICF/ MR facilities. During
this process, a total of 21 states were contacted. Relevant
materials were received from 14 of the 21 states. The contents of
the materials received, along with coments on their possible appli -
cability to the situation facing M nnesota, are sumariezed in the

succeedi ng sections of this report.

In instances where there were questions concerning the nmeaning and
intent of certain policies, as well as the state's experience in

attenpting to i nplenent them follow-up calls were nade to the con-
tact person in the particular state. The information obtained al so

is reflected in Sections IIl and IV of this report.



Adnm ssion and Di scharge Policies Applicable to Conmmunity | CF/ MR

Facilities

In this section of the report we will summarize the rel evant
materials received fromother states regarding the criteria and pro-
cedures used to admt, release and transfer clients to and from
conmmuni ty- based internedi ate care facilities for the nentally
retarded. General background information will be provided con-
cerning the particular state's community I CF/ MR program Next we
wi Il summarize the general contents of the informational materials
received fromeach state. Then, particular provisions of applicable
regul ati ons and gui del i nes governing community I CF/ MR adm ssion and
di scharge policies will be reviewed. And, finally, the name, address
and tel ephone nunber of the individual nost conversant with such

policies in the subject state will be provided.

A. California

1. Ceneral Background. 1In 1980, the California Legislature

created a special licensing category for small, comunity-
based internediate care facilities for the nentally

retarded. In the statute establishing this speci al

i censing category (Chapter 569, California Health and
Safety Code) a "small internmediate care facility/devel op-
mental ly disabled habilitative® (ICF/ DD H) is defined as a
"facility which provides 24-hour personal care, habilita-
tion, devel opnental, and supportive health services to 15 or

fewer devel opnental |y di sabl ed persons who have intermttent



recurring needs for nursing services, but have been cer-
tified by a physician as not requiring availability of con-
ti nuous skilled nursing care.” Under the terns of the
legislation an ICF/ DD H facility is required to neet the
same fire safety standards as apply to a |icensed Conmunity
Care Facility of simlar size, with residents of |ike age
and anbul atory status (i.e., they are exenpted frominstitu-
tional provisions of the code applicable to other |CF/ DD
certified facilities). |In addition, a facility licensed as
an ICF/DDH is treated as a Comunity Care Facility for pur-
poses of seismic safety requirenents and non-discrimnatory

zoning (applicable to facilities with six or fewer beds).

For rate setting purposes ICF/ DD-H facilities are divided
into two categories. Range A facilities nust maintain an
overall client ratio of 1:2 and provide 24-hour care and
supervision. Range B facilities nust neet the same require-
ments but, in addition, nust be staffed for at |east 16
hours a day by l|icensed nursing personnel or qualified nental
retardation professionals. Smaller facilities (four to six
beds) qualify for a slightly higher per diemreinbursenent
rate than larger facilities (seven to fifteen beds). Current
rates vary from$45.12 in a larger, Range A facility to

$58.14 in a smaller Range B facility.

At the present time, there are approxinmately 400 certified

beds in 85 to 90 ICF/ DD-H facilities. Thus far, the program
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has expanded nore slowy than officials of the Departnent of
Devel opnental Services had anticipated. The main barriers

to expansi on, according to DDS officials, have been:

e Unrealistically | ow reinbursenent rates have di scouraged
exi sting Community Care Facilities fromseeking | CF/ DD-H

certification; and

e Bureaucratic delays have hindered the issuance of fina
operating regulations, thus contributing to an

at nosphere of uncertainty about the program s future.

Final regul ation, however, are now undergoing review, wth
the expectation that they will be issued in the Fall. New,
hi gher rei nbursenent rates al so are bei ng negotiated. Once
these problens are resolved DDS officials anticipate further

pr ogr am expansi on.

Informational Materials Received. The contact person in the

California Departnment of Devel opnental Services forwarded a
conpl ete packet of materials on the | CF/ DD H program

i ncludi ng copies of the original authorizing |egislation,
federal ICF/ MR regulati ons and interpretive guidelines,
state regul ati ons governing the | CF/ DD H program Medi-Ca
ICF/DD-H eligibility rules, the |ICF/ DD-H application/
facility program plan outline, step-by-step process for

achieving licensure certification as an ICF/ DD H facility,



and an outline for devel oping a nedication adm nistration

program for non-licensed personnel.

Pol i ci es Governi ng Adm ssion and Discharge. Medi-Ca

| CF/DD-H eligibility regulations (Title 22, California

Adm ni strative Code, Section 51343) spell out criteria
governing adm ssion to an ICF/ DD-H facility (see Appendi x
A). Basically, the regulations specify that a client nust
be devel opnental |y di sabled, as defined in state regul a-
tions, and in need of the services provided in such a faci -
lity. The decision to authorize services on behalf of any
given client is to be made by nedical consultants (enpl oyed
by the California Departnent of Health Services), based on

t heir best professional judgenent, using the follow ng cri -

teria

a the conplexity of the patient's nedical problens (i.e.
are the patient's nedical problens sufficiently conplex
to require skilled nursing care or observation on an
ongoing, intermttent basis, plus 24-hour supervision,

in order to neet the patient's health care needs).

b. the patient's need for nedication. Mdications may be
primarily supportive or stabilizing but still require
pr of essi onal nurse observation, on an intermttent
basis, to determ ne the effectiveness of the drug and

t he individual's response.
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c. the extent of the patient's psycho-social and devel op

nental service needs.

d. the patient's need for specialized devel opnent al
training and habilitative program services that are not

avai |l abl e through other |evels of care.

In addition, the Medi -Cal regulations attenpt to distinguish
bet ween the needs of clients who require an | CF/ DD-certified
facility, as opposed to an ICF/DD-H facility. Unlike a

| arger 1 CF/ DD setting, in the case of clients certified as
eligible for adm ssion to an ICF/ DD-H facility, a physician
must find that the client does not require continuous
skilled nursing care. 1In addition, the client may not have
any of the follow ng devel opnental deficits in socio-

enoti onal areas:

 aggression—+.e, have viol ent episodes which have caused

serious physical injury in the past year

e self injurious behavior—.e., behaviors causing severe
injury which require a physician's attention at |east

once per year;

e snearing--i.e., snears at every opportunity;

* having decubitus ulcers; and

e requiring restraints except as otherw se provided in the

California Adm nistrati ve Code.
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The remai nder of the materials forwarded by the California
Depart nent of Devel opnental Services outline the standards
and operating procedures which govern the | CF/ DD-H program
and deal only tangentially with the question of adm ssion
and di scharge to such facilities. For this reason they have
not been reproduced and included with the present report.
However, sone of the materials may be useful once M nnesota
begins to consider provisions in its existing rules
governing internediate care facilities for the nentally
retarded (Rule 34). In particular, California' s regul ations
governing the ICF/ DD-H program (Title 22, California

Adm ni strative Code, Sections 76800-76962) may be rel evant.
The NASMRPD staff will send a copy of this or any of the

ot her materials upon request.

Cont act Person

M. Janes E. Renfroe

Depart ment of Devel opnental Services
State of California

1600 9t h Street

Sacranent o, CA 95814

(916) 323-4840

B. Col orado

1.

General Background. Until last fall community residences

serving nore disabled clients in Colorado were certified as
| CF/ MR providers. However, in inplenenting its Mdicaid
home and community care waiver programlast year, the State

Di vision of Developnental Disabilities elected to decertify
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all existing community-based ICF/ MR facilities and, instead,
qualify eligible residents for funding under the waiver
program The decision to take this step was influenced by
two primary considerations: (a) a desire on the part of pro-
vi der agencies and state MR/ DD officials to circunvent lim-
tations inherent in neeting federal ICF/ MR regul atory

requi rements—especially the difficulty in qualifying
nmobi | e, non-anbul atory and non-sel f-preserving residents for
care in community-based facilities which did not neet the
institutional provisions of the national Life Safety Code;
and (b) the capability of reducing the state's net share of
the cost of operating such facilities, by excluding roomand
board costs as a rei nbursabl e expense under the State's

wai ver program and instead qualifying SSI eligible resi-
dents for full federal benefits. The net effect of this
change was to shift a higher proportion of room and board

costs in such facilities to the federal governnent.

In order to inplenent this change the Col orado Departnment of
Health (the State |icensing agency) had to issue revised
regul ati ons governing residential care facilities for the
devel opnental |y di sabl ed. These new regul ati ons (Chapter
VIIl, Part 5, 6 CC.R 1011-1) define a "residential care
facility for the devel opnental |y di sabl ed" as one which
approxi mtes a typical famly dwelling, housing eight or
fewer persons. Apartnments, famly foster honmes, and "host

homes" (i.e., a private fam |y hone provi di ng personalized
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living and care for no nore than two unrel ated i ndivi dual s)

are excluded fromthe definition.

Al t hough Col orado no | onger |icenses community residences as
ICF/ MR facilities, there may be useful |essons which

M nnesota officials can draw fromattenpts in that State to
convert former conmunity I CF/ MR residences into facilities

that are eligible for waiver financing.

Informati onal Materials Received. The staff of the Col orado

Di vi sion of Devel opnental Disabilities forwarded a copy of
the Departnent of Health's new |icensing regul ati ons appl
cable to residential care facilities for the devel opnental ly

di sabl ed (Chapter VIII, Part 5, 6 CC R 1011-1).

Pol i ci es Governi ng Adm ssion and Di scharge. Under the new

DCOH regul ati ons, standards governi ng adm ssion and di scharge
to residential facilities for the devel opnental ly di sabl ed
are quite general and largely process oriented. The opera
tor of a residence is required to have witten adm ssion and
di scharge policies, spelling out criteria and procedures for
adm tting a new resident, including the age, types and
degree of handi cappi ng conditions of adm ssable clients. No
ot her regulatory constraints are placed on who can or cannot
be admtted to a facility, except that a person with a com
nmuni cabl e di sease is not considered adm ssabl e (see Appendi X

B.
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The regul ati ons, however, do spell out three perm ssible
facility nodel s—ni ni mum supervi si on; noderate supervi sion;
and speci alized prograns. A mninmum supervision facility
provides "...limted supervision, training and assi stance to
foster independent living." Services provided to residents
i nclude: supportive supervision, recreation, transpor-
tation, periodic specialized services, counseling and case
managenent. Overni ght staff coverage generally is not
required and no specific client-to-staff ratios are

est abl i shed.

A noderate supervision hone provides "...training in inde-
pendent living skills to individuals who have not yet
acquired such skills."™ Anmong the services provided are: 24-
hour supervi sion, devel opnental and/or independent |iving
training, transportation, recreation, periodic specialized
servi ces, counseling, case managenent and education. Such
facilities nust maintain a mninumstaffing ratio of 1:8;
addi tional staff may be required to neet fire safety

requiremnents.

There are three designated types of specialized prograns:
(a) a behavi or devel opnental program (b) a social/enotiona
devel opnent program and (c) an intensive devel opnent al
program The distinction between these types of hones are
spelled out in the enclosed extract from DCOH regul ati ons

(see Appendix C). Cenerally a specialized home nust main-
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tain a 1:4 staff-to-client ratio during the clients®' waking
hours and a 1:8 ratio during sl eeping periods, unless the

residents require additional staff for safety purposes

One unique feature of the new regulations is that Col orado
is probably the first state to adopt, by state rule, the
Fire Safety Eval uation System for Board and Care Hones
recently devel oped by the National Bureau of Standards.
While there is discussion in Washington at the current tine
about permitting the use of the NBS/ FSES for comunity-based
ICF/ MR facilities, it may be several years before such a
regul ation is adopted in final form Manwhile, Col orado
has i ncorporated FSES as part of its own state rules, thus
permtting vendors of residential habilitation services
under Col orado's DD wai ver programto admt nobile non-
anbul atory residents to community homes. This approach nay
be applicable in Mnnesota as well, especially for those

| CF/ MR community honmes which ultimtely may be converted to

Medi cai d wai ver financing (see Appendi x D).

Cont act Per son

Gary Smith

Di vi sion of Devel opnental Disabilities
Col orado Departnent of Institutions
3824 West Princeton Circle

Denver, CO 80236

(303) 761-5990
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Fl ori da

Ceneral Background. The State of Florida nmaintains | CF/ MR-

certified beds both in state-operated devel opnental centers
as well as community-based facilities. The privately
operated community ICF/ MR facilities include both small com
munity residences and a nunber of |arger nursing honmes which
are specializing in care of devel opnentally disabl ed

clients.

In addition, over the past 18 nonths, the State Departnent
of Health and Rehabilitative Services (DHRS) has certified
as | CF/ MR vendors a nunber of so-called "cluster" facili -
ties. A cluster consists of three, eight-bed hones, co-

| ocated on the sane site, serving profoundly retarded,
medically fragile residents who are being transferred from
two state-operated facilities. These cluster facilities
were constructed by the state as part of a nmulti-year plan
to close Olando and Tal | ahassee Sunl and Centers, the only
State facilities specializing in services to profoundly
retarded and nedically fragile residents. A mgjority of the
cluster facilities are being operated by private, non-profit
and proprietary organi zati ons, under contract w th DHRS; but

a few are being operated directly by state enpl oyees.

Information Materials Received. Oficials of the Devel op-

nmental Services Program O fice in the Departnent of Health

and Rehabilitative Services sent the NASMRPD staff copies of
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HRS regul ati ons governing internedi ate care facilities for

mental ly retarded, acconpanying state interpretive guideli -
nes, and a Departnental manual on quality of care nmanagenent
in comunity-based internediate care facilities for the nen-
tally retarded. A copy of the basic statutory authority for
state services to devel opnental |y di sabl ed persons al so was

received (Chapter 393, Florida Statute, as anended).

Pol i ci es Governing Adm ssion and Di scharge. The | CF/ MR

regul ations of DHRS apply to all facilities falling in this
certification category. However, there are four specified
categories of facilities |licensable under the regul ations.
They are referred to in the regul ati ons as: devel opnental /
residential; devel opnental/institutional; devel opnental/non-

anbul atory; and devel opnent al / medi cal .

An | CF/ MR-certified, developnental/residential facility is
defined in the regulations as a living unit or facility
serving clients who are "fully anbul atory and capabl e of ,.
following directions and taking appropriate action for self-
preservation under energency conditions.” Living units (but
not necessarily the overall facility) nust have 15 or fewer

beds.

Devel opnental /institutional facilities, by contrast, may
serve either clients who are fully anbul atory but not
capable of followi ng directions in an energency, or clients

who are nobil e non-anbul atory, regardl ess of whether they
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are capable of self-preservation. An ICF/ MRcertified
devel opnent al / non-anbul atory unit is designed to care for
clients who require "horizontal transport” and/or who are
capable of nmobility only with human assi stance. Living

units in such facilities nmust not exceed 16 beds.

Finally, a developnental/nedical facility serves clients in
need of continuous nedi cal /nursing supervision due to
chronic health care needs. Here again, living units in such

facilities may not exceed 16 beds.

The DHRS regul ati ons include certain exceptions applicable
to ICFH/ MR facilities licensed in the devel opnental /residen-
tial category. Table I in Appendix E sumrari zes the dif -
ferences in physical and fire safety standards applicable to

the four ICF/ MR |icensing categories.

Wth the exception of the anbul ati on and sel f-preservation
characteristics of the resident, the Departnent's regul a-
tions include no other significant differentiations between
the types of residents who are eligible for placenent in the
various categories of facilities. Appendix F contains the
provi sions of the regulations applicable to facility

adm ssi on policies.
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Cont act Person

Tom McCart hy

Devel opmental Program Services Ofice

Fl ori da Departnent of Health and
Rehabilitative Services

1311 W newood Bl vd.

Buil ding 5, Room 215

Tal | ahassee, FL 32301

(904) 488- 1552

noi s

Ceneral Background. Conpared to the popul ation of the

state, Illinois has certified relatively few conmunity-based
ICF/ DD facilities. Currently, the total bed capacity of
ICF/DD facilities with 15 or fewer beds is 191 (approxi -
mately 175 occupi ed beds). Certificates of need al so have
been approved on an additional ten facilities (total bed

capacity: 118) and another 180 beds are at vari ous stages of

t he CON revi ew process.

The Illinois Departnment of Public Health, the agency respon-
sible for licensing health care facilities, naintains a
single set of standards governing internediate care facili -
ties for the devel opnentally disabled. However, the

exi sting standards include special provisions applicable to

small, comunity-based ICF/ MR facilities serving 15 or fewer
resi dents.
One of the primary barriers in Illinois to the certification

of small community-based facilities as | CF/ DD providers,
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according to officials of the Departnent of Mental Health
and Devel opnental Disabilities, has been a requirenent that
residents of such facilities be capable of self-nedication
within 30 days of adm ssion. Qher, related problens inclu-
de: (a) the conplex, tinme-consum ng process of obtaining
approval of a certificate of need; and (b) the unavail abi-
ity of capital dollars to construct new facilities
(especially after interest rates soared to record heights

during the late 1970's and early 1980's).

It now appears that a less restrictive self-nedication
policy may be issued in the near future. This should faci -
litate the certification of community residences for nore
severely inpaired individuals. Nonetheless, DVHDD officials
do not anticipate a sizeable expansion in the nunber of
small, comunity ICF/ DD facilities, primarily because enpha-
sis is now being given to financing Conmunity Residentia
Alternatives (a relatively new |licensing category) and ot her
options through the State's Medicaid honme and conmunity care
wai ver program For exanple, during the current fiscal

year, DVHDD officials plan to qualify 296 CRA residents for

residential habilitation services under the waiver program

I nformati onal Materials Received. A copy of the Departnent

of Public Health's M ninum Standards, Rul es and Regul ati ons

for Cassification and Licensure of Internediate Care Faci -

lities for the Developnentally Disabl ed, plus change sheets

to the basic standards, were received fromstate officials.



-21-

Pol i ci es Governi ng Adm ssion and D scharge. Standards

applicable to adm ssion and discharge froman | CF/ DD faci-
lity in lllinois are rather general and do not differentiate
bet ween types of facilities (see Appendix G . The one
exception relates to the anbul ati on status of residents of
smal |l comunity-based |CF/ DD facilities. No resident can be
admtted to the latter type of facility unless he or she is
anbul atory and capabl e of taking actions for self-preserva-
tion under enmergency situations. Another requirenent is
that residents of a ICF/ DD wth 15 or fewer beds nust be
either enployed or enrolled in an external day program off
the grounds of the facility, at |east 200 days per year, for
five hours per day or nore. Finally, residents of comunity
| CF/ DD facilities wwth 15 or fewer beds nust be capabl e of
sel f-adm nistration of nmedications within 30 days of

adm ssion. These and ot her exceptions to general |CF/ MR
policies which apply to small community residences are
detailed in Section 56 of the Departnent of Public Health's

regul ati ons (see Appendi x H).

Cont act Person

W I Iliam Mirphy
Deputy Director for Devel opnenta
D sabilities Departnent of
Mental Heal th and
Devel opnental Disabilities 402
Stratton O fice Building
Springfield, IL 62706 (217)
782-7395

or
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Donal d Hi ggi ns

Adm ni strat or

St andar ds Devel opnent Section
Division of Health Facility Standards
[I'linois Departnent of Public Health
535 W Jefferson Street

Springfield, IL 62761

(217) 782-4977

E. Mai ne

1. Ceneral Background. Regul ations governing the operation of

intermedi ate care facilities for the nentally retarded in
Mai ne establish two categories of such facilities: nursing
| CF/ MRs and group ICF/ MRs. A group internediate care faci -
ity for the mentally retarded provides services to resi-
dents who do not need nursing care, while a nursing | CF/ MR

serves those who do require such services.

Bet ween 1979 and 1983, the State of Maine certified some 370
beds in small community-based residential facilities, as
eligible for ICF/ MR rei nmbursenent. This action was part of
t he Departnent of Mental Health and Mental Retardation's

effort to inplenent the Pineland Consent Decr ee.

In 1983, however, the State agreed to forego further,

pl anned expansion in the nunber of conmunity-based | CF/ MR
beds, as part of its approved Medicaid honme and comunity
care wai ver program Residential support services in com
munity facilities that otherw se m ght have been certified
as ICF/MrRs w Il be financed instead through the state's

Medi cai d wai ver program
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2. Informational Materials Received. A copy of the Departnent

of Human Services (DHS) regul ati ons governing the |icensing
and functioning of internediate care facilities for the nen
tally retarded was obtained fromofficials in the Mine

Departnent of Mental Health and Mental Retardation.

3. Policies Governing Adm ssion and D scharge. Section 7 of

the DHS regul ati ons contain standards governi ng adni ssi on
and release fromICF/ MR facilities (see Appendix I). Wth
t he exception of the previously nmentioned nursing care cri

teria, this section of Miine regulations nakes no distinc

tion between the criteria for admtting or releasing

residents fromnursing | CF/ MRs and group | CF/ MRs.

4, Cont act Person

Robert Foster
D vision of Mental Retardation
Mai ne Departnent of Mental

Heal th and Mental Retardation
Station 40 S. O B. Augusta, M
04333 (207) 289- 3161

F. Massachusetts

1. Ceneral Background. Although Massachusetts has had speci al

regul ati ons governing comunity internmediate care facilities
for the nentally retarded since 1979, for a variety of rea-
sons the State has certified relatively few such facilities

conpared to the total population of the state. Currently,
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there are 16 certified facilities in this category (four

Type A, and 12 Type B).

Devel opment of new community ICF/ MR facilities has been

sl ow, according to state DVH officials, because:

a. Four separate state agencies are involved in regulating
t he establishnment of such homes and coordinating the
actions of these agencies has been a time-consum ng

undert aki ng; and

b. Up until recently state funding has been readily
avai l able to conmunity residential providers interested
i n opening new hones; as a result, nost potential ven
dors of I CF/ MR services have been reluctant to pursue
the nore arduous task of opening Medicaid-certified

r esi dences.

The situation is changing, however. The Departnent's

D vision of Mental Retardation is now actively pronoting the
establishnment of | CF/ MR hones and nonies are not as readily
avai l abl e through other, state-funded prograns. Al so, dur-
ing its 1983 session, the Legislature appropriated roughly
$37 mllion in capital dollars for the construction of com
munity facilities. DM projections indicate that as many as
54 new community residences for non-self-preserving clients

(Type A facilities) mght be constructed with these nonies.
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If the state's pending MR wai ver request is approved, fur-
t her devel opnment of Type B facilities (i.e., for anbul atory,

sel f-preserving residents) probably will be curtailed.

Exi sting regul ations, issued by the Massachusetts Departnment
of Public Welfare, limt the nunmber of residents who can
live in a community ICF/MR facility to between four and 15
persons. Two types of ICF/ MR facilities are recogni zed for
rei mbur senent purposes. Type A facilities provide active
treatment to residents who may be i ncapable of self-
preservati on under energency circunstances; therefore, such
facilities must neet the institutional fire safety code, as
specified in federal regulations. Type B facilities offer
active treatnent to recipients who are capable of self-
preservation and, thus, are required to neet only | odging

and room ng hone sections of the Life Safety Code.

Informati onal Materials Received. Oficials of the

Massachusetts Department of Mental Health sent the NASMRPD
staff a copy of the Departnent of Public Welfare's regul a-
tions governing community intermediate care facilities for
the nmentally retarded, as well as a copy of the
Massachusetts Rate Setting Conm ssion's rul es governi ng pro-
spective rate determ nations applicable to ICF/ MR facili -

ties.

Pol i ci es Governing Adnmi ssion and Di scharge. Section

408. 404(c) of the Departnment of Public Welfare's community
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| CF/ MR rul es specifies that "the Department will pay only
for recipients who have a potential through active treatnent
to nmove out of the ICF/ MR into a setting that is |ess re-
strictive." In order to police this requirenment, the
Departnment's IPR teans are required to devel op "nore exten-
sive criteria to determ ne whether the recipient [who has a
| ength of stay of two years or nore] can benefit from active
treatment and continues to have the potential to nove into a
setting that is less restrictive" (Section 408.412(B)(2)(a)).
In addition the Departnent "will not reinburse a Type A

| CF/ MR for any recipient whose | ength of stay extends beyond
three years except under the circunstances where the indivi-
dual's plan of care clearly denonstrates that the I PR

concl udes that novenent by the recipient to a less restric-
tive setting is a denonstrably achievable goal and that it
woul d be inpossible for the recipient to achieve this goal

W t hout receiving services uniquely available to himthrough
the I CF/ MR" (Section 408.412(B)(2)(c)). Appendix J contains
rel evant extracts fromthe aforenenti oned Massachusetts DPW

rul es.

Al t hough the question of rate setting policy is beyond the
scope of the present project, Mnnesota DPWofficials may
wi sh to exanm ne the nmethodol ogy used in Massachusetts to
det erm ne prospective rates for community ICF/ MR facilities.
The NASMRPD staff will be happy to nmail a copy of these

Massachusetts rul es upon request.
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Cont act Per son

Sara Thr asher

D vision of Mental Retardation
Departnent of Mental Health
160 N. Washi ngton Street
Boston, MA 02114

(617) 727-9863

M chi gan

2

Ceneral Background. The M chigan Departnent of Mental

Health initiated its version of a conmmunity | CF/ MR program
in 1977, as part of a nulti-year plan to reduce the nunber
of residents in state-operated residential centers. Called
Alternative Internedi ate Services for the Mentally Retarded
(AlS/MR), the programinvol ved the construction of six to
ei ght bed hones for severely and profoundly retarded per-

sons, nmost of whom were transferred from state centers.

As of Septenber, 1983, 170 Al S/ MR hones had been opened
across the State. By the end of the State's current fiscal
year (Septenber 30, 1984), DWH officials estimate that there

w Il be approxi mately 220 such hones in operation.

I nformati onal Materials Received. Quidelines governing the

operation of the Alternative Internediate Services for the
Mental |y Retarded Program were obtained fromthe Departnent

of Mental Health (see Appendi x K).

Pol i ci es Governing Adm ssion and Discharge. In devel oping

the AIS/MR program M chigan officials attenpted to draw a
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di stinction between clients eligible for state devel opnent al
centers and those eligible for community-based Al S/ MR hones.
As originally envisioned by DVH staff, the Al S/ MR hones
woul d be used to serve clients who needed internedi ate care
services in the coomunity and al so exhi bited one or nore of
the follow ng conplicating factors: (a) disruptive behavi or
requiring special intervention; (b) physical handi caps
necessi tating wheel chairs, wal kers and/or continued staff
assi stance; (c) legally blind, deaf, epileptic or other
debilitating nedical conplications; or (d) a severe |ack of

adaptive skills, particularly self-help skills.

By contrast the state devel opnental centers were to serve:
(a) the severely multiply handi capped; (b) aggressive/
assaultive nentally retarded persons who are a danger to
t hensel ves or others when living in |l ess restrictive set-
tings; (c) persons requiring specialized diagnostic and
eval uation services not ordinarily available in | ocal com
munities; and (d) the severely inpaired who are w t hout

adaptive skills, especially self-help skills.

Cont act Per son

Mar k Ki el horn or Ben Censoni
Departnent of Mental Health
6th Floor, Lewis Cass Buil ding
Lansing, M 48926 (517) 373-
2900
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H New York

1.

Ceneral Background. The New York O fice of Mental Retarda-

tion and Devel opnental Disabilities (OVRDD) began to certify
comunity residences as | CF/ DD vendors in the Spring of
1979, as part of a statewide effort to neet the State's

obl i gations under the WII owbrook Consent Decree. Today the
State has sone 600 | CF/ DD-certified community residences
wth a total capacity of al nbost 6,000 beds. Approximtely
400 of these facilities are operated by non-profit, volun-

tary organi zations and the remai nder are run by the State.

The State of New York licenses an ICF/ DD facility as a
"community residence" under Part 681 of OVRDD rules. These
rules generally parallel the requirenents of federal regula-
tions and guidelines applicable to ICF/ MR facilities. A
general description of New York's |ICF/ DD programis con-

tai ned in Appendi x L.

I nformational Materials Received. Copies of final federa

interpretive guidelines, as well as special interpretive
gui delines applicable to small, community-based | CF/ MR faci
lities, were received fromthe New York O fice of Menta

Ret ardati on and Devel opnental Disabilities.

Pol i ci es Governi ng Adnmi ssion and Di scharge. In order to

qualify for adm ssion to a community ICF/ DD facility in New

York, an individual must be diagnosed as devel opnental ly
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di sabl ed and have at | east one of the follow ng needs: health
care, habilitative or rehabilitative needs as evidenced by a
severe or noderate deficit in adaptive behavior or a severe
behavi or probl em (ot her than one which is . diagnosed as
mental illness). |In addition, nost residents will have at

| east one of the follow ng characteristics: (a) nultiple

handi caps; (b) inability to anbulate; (c) behavi or probl ens;

or (d) secondary disabilities.

Criteria governing adm ssion to state devel opnental centers
and | CF/ DD-certified community residences are |largely iden-
tical. Decisions regarding the nost appropriate placenent
for any given client usually takes into account the service
and environnental needs of the client and the availability

of a program vacancy that neets his/her needs profile.

Besides |ICF/ DD-certified residences, the Ofice of Mental

Ret ardati on and Devel opnental Disabilities also maintains
non-certified community residences. The latter facilities
generally serve nore able clients who are capable of outside
earnings (in a sheltered workshop, etc.). The decision not
to certify such a facility as a Medicaid vendor usually is
based on the infeasibility of neeting the physical plant
requi renents applicable to a certified facility and/or the
fact that the additional cost of operating an | CF/ DD resi-
dence is not considered justified in terns of the clien-

tel e's devel opnental |evel.
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Cont act Person

Tony Di Nuzzio

O fice of Mental Retardation and
Devel opnental Disabilities

State of New York 44 Hol | and

Avenue Al bany, NY 12229 (518)

473-8187

Nort h Carolina

1. Ceneral Background. Although the State D vision of Mntal

Heal th, Mental Retardation and Substance Abuse Services has
been pronoting the devel opnent of |1 CF/ MR group hones in
North Carolina for several years, a relatively small nunber
of facilities have been certified to date. Nonetheless, a
recent surge of ICF/ MR certificate-of-need requests led to
the enactnent |ast year of two bills ained at curbing the
uncontrol |l ed expansion of the State's |ICF/ MR bed capacity.
The first bill (H B. 583) places a tenporary noratorium
(through June 30, 1984) on the issuance of certificates-of-
need for new ICF or ICF/ MR facilities, expansion in the cer-
tified bed capacity of existing facilities serving the
nmentally retarded or the conversion of any existing beds to
ICF/ MR or ICF status for this sanme purpose. The conversion
of domciliary beds, where the CON request was submtted
prior to June 1, 1983, nay be approved, provided that no

nore than 10 beds are granted to any one applicant.
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The primary aimof this bill is to allow a speci al

Depart ment of Human Sources task force to study issues
surroundi ng the need for expanded | CF/ MR bed capacity in the
state. More specifically, the task force is charged with

anal yzi ng:

e the current availability of services for nentally
retarded persons in both state institutions and com

nmuni ty-based prograns;

e the criteria for establishing different |evels of ser
vices, particularly I CF/ MR services, appropriate to the

needs of nentally retarded individuals;

e a mechanismfor developing a client profile for deter
m ni ng appropriate placenents for nentally retarded

clients.

e the nunber of people in need of ICF/ MR | evel of ser

Vi ces;

e the appropriate role of state nental institutions and
psychiatric hospitals, as well as other public and pri
vate residential settings, in nmeeting the needs of
retarded clients, including the relationship between

state and non-state prograns; and

« the need for additional |CF MR beds.
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The second bill (H 1395) authorizes the Departnent of Human
Services to grant certificates of need when bed capacity can
be transferred fromstate-operated ICF/ MR facilities to com
munity ICF/ MR facilities. However, such conmunity facili-

ties nust neet the followng criteria:

e the maxi mum bed capacity nmay not exceed 15;

* the per capita costs of such facilities nust be no nore

than the cost of care in state facilities; and

e all beds in such comunity facilities nust be utilized
for a period of at |east twelve nonths for clients
transferred fromstate facilities, afterwhich 50 percent
of vacant beds may be used for non-institutional

clients.

Qobviously, there are significant parallels between the
situations currently facing M nnesota and North Caroli na.
Thus, communi cation between responsible officials in the two
states may prove profitable. Copies of both H B. 583 and
and H. B. 1395 can be found in Appendi x M

Infornmational Materials Received. In addition to the two

aforementioned bills, the staff of the North Carolina
D vision of Mental Health, Mental Retardation and Substance
Abuse Services sent us a copy of the Division's guidelines

for establishing | CF/ MR group hones.
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3. Policies Governing Adm ssion and D scharge. The Division's

gui del i nes governi ng devel opnent of | CF/ MR group hones pro-
vi de rat her general guidance regardi ng adm ssion and dis-
charge standards (see Appendix N). They do suggest,
however, five nodels of | CF/ MR group hones that m ght be
devel oped, ranging from (a) a facility serving persons who
have poorly devel oped self-help skills (Mdel I); (b) a
facility for persons with behavioral deficits (Mdel I1);
(c) afacility serving residents with severe to profound
physi cal and/or sensory handi caps (Mddel 111); (d) a faci-
lity for residents with destructive behaviors (Mdel 1V);
and (e) a facility serving clients with enotional distur-
bance or other psychiatric needs (Mdel V). These nodels,
however, are not tied to specific staffing requirenents.

I nstead, the staffing requirenments which appear in the

gui delines are adapted fromexisting federal |ICF MR stan-

dar ds.

4, Cont act Per son

Ri chard Par ker

D vision of Mental Health, Mental Retardation
and Subst ance Abuse Services North Carolina

Departnent of Hunman Services Al bemarl e

Bui l ding 325 N. Salisbury St.

Ral ei gh, NC 27611

(919) 733-3654

Oregon

1. GCeneral Background. Oegon has a total of eight privately

operated ICF/ MR facilities, two of which have 15 or fewer
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beds (total bed capacity: 22). Oiginally, there was sone
di scussi on of converting the funding of these two facilities
to the state's Medicaid hone and conmunity care waiver pro-
gram But, when the vendors objected, state officials
decided to let themretain their present certification

st at us.

The Oregon Division of Mental Health has no current plans to
expand the nunber of community ICF/ MR facilities. Instead,
primary attention is being given to qualifying eligible

MR/ DD clients in non-nedical community residences for

Medi cai d rei nbursenent under the State's waiver program

Two | evels of intensity are authorized under the waiver
program—=residential training” for clients who need a nore
structured program and "residential care" for those who
require only basic supervision and care. Generally,
however, clients served in waiver-financed residences are

| ess disabled and require | ess intensive progranm ng than

residents in the two, small comunity ICF/ MR facilities.

Informational Materials Received. A copy of the Mental

Health Division's Adm nistrative Rules governing inter-
nediate facilities for the nentally retarded and ot her deve-
| oprent al |y di sabl ed persons was received fromthe

Dvision's staff.
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Pol i ci es Governi ng Adm ssion and Di scharge. The Division's

|CF/ MR rules contain only general, process-oriented cri -

teria for determining an individual client's eligibility for

adm ssion to a community-based ICF/ MR facility (See Appendi x

0).

However, four classifications of | CFH MR residences have

been establi shed, based on the Division's resident classifi-

cation instrunment. These cl asses are:

Class A facilities include those serving: (a) children
under six years of age; (b) severely and profoundly
retarded residents; (c) severely physically handicapped
residents; and/or (d) residents who are aggressive,
assaul tive, security risks or nmani fest severely hyperac

tive or psychotic-Iike behavior.

Cass A-1-3 facilities serve Cass A residents who, due

to their serious aggressive or nal adaptive behavi or,
present a threat to thensel ves and/or others to the
degree that their personal liberties nmust be restrained
and treatnment can only be provided in a physically

secure environmnent.

Class B facilities serve noderately nentally retarded

residents requiring rehabilitative training.

Class Cfacilities serve residents needi ng vocationa

educati on prograns or shelter enploynent.
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Cont act Per son

Di ana Hartw g

Oregon Division of Mental Health
Depart nent of Human Resources
2575 Bittern Street, NW

Salem OR 97310

(503) 378-2429

Pennsyl vani a

CGeneral Background. The Commonweal th of Pennsyl vani a began

certifying small conmunity residences (8 beds or |ess) as
ICF/MR facilities in 1981. At the present tinme, a total of
51 small comunity facilities, with a total bed capacity of

351, have been certified as | CF/ MR vendors.

The State al so has subnmitted a total of six Medicaid honme
and community care waiver requests on behalf of the nmentally
retarded (two have been approved to date). Rather than sub-
mt a single, statew de waiver request, OWR officials

el ected to prepare county-specific proposals in the two,

| argest netropolitan areas of the State (Phil adel phia and
Pittsburgh). This decision was primarily driven by
intrastate politics surroundi ng the Pennhurst litigation.
Particularly in Southeastern Pennsyl vania, where the effects
of the litigation are nost pronounced, State officials
decided it would be advantageous to link inplenentation of a
wai ver program wi th the Pennhurst placenent goals of Phila-

del phia and the four suburban counti es.
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I n general, enphasis has shifted away fromthe certification
of community ICF/ MR facilities and toward financi ng expanded
communi ty bed capacity through Medicaid waiver programs. In
fact, since March, 1982 OWR has actively discouraged the
certification of new | CF/ MR beds, except under certain
limted circunstances. The principal reason for this shift
was that State officials encountered numerous problens in
attenpting to certify community residences as | CF/ MR ven-
dors, due to regional office and intrastate intrepretations
of federal regulations. The waiver programallows the
State, counties and vendor agencies to circument many of

t hese problens, since there are no federal standards

governing the operation of waiver-financed prograns.

Pol i ci es Governing Adm ssion and Discharge. Generally, al

| CF/ MR-certified facilities are required to establish their
own adm ssion and discharge policies. The State Ofice of
Mental Retardation has indirectly inpacted on adm ssion
standards by specifying the types of clients that may be
admtted to such facilities. For exanple, during the period
of maj or devel opnent of conmmunity I CF/ MRs, OWVR policies
focused on the establishment of small homes to serve clients
capabl e of self-preservati on who were noving out of |arge
state-operated institutions. No uniform adm ssion and dis-
charge policies governing ICF/ MR facilities, however, have

been issued to date.
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The follow ng types of individuals are considered eligible

for admssion to an ICF/ MR facility (see Appendi x P)

Those who require assistance with neals, dressing, get
ting in and out of bed, assistance with nedication or

other activities of daily living;

Those who are honebound but not roonbound;

Those who are blind, anbul atory, and capabl e of self-

care,

Those with mld synptons of forgetful ness, confusion,

irritability, and ability to | ead an i ndependent I|ife;

And, those with mld enotional disturbances.

ndi vi dual s who are not eligible for adm ssion to an | CF/ MR

C

ncl ude:

Those who require skilled nursing care;

Those with active comruni cabl e di seases;

Those who are bedf ast;

Those who are conpl etely hel pl ess;

Those whose behaviors indicate that they nmay constitute

a threat to thenselves or to the safety of others
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Proposed, new I CF/ MR | evel of care criteria are currently
under discussion within the Departnent of Public Welfare
(see Appendix Q. The newcriteria would [imt eligibility
to clients who exhibit: (a) significantly subaverage general
intellectual functioning, as evidenced by perfornmance on a
standardi zed intelligence test defined as nore than two
standard devi ati ons below the nean (I.Q 69 or |ower); and
(b) a chronic deficit in adaptive behavior, docunented by a
| i censed psychol ogi st through enpirically reliable and valid
testing instrunents, a series of observations, or data
obtained in interviews. |In addition, (a) the onset of nen-
tal retardation, as well as acconpanyi ng behaviorial defi-
cits, must have been di agnosed or docunented during the
client's devel opnental period (birth through 22); and (b) a
i censed physician nust identify a need for habilitation
and/ or specialized health services, using reliable

di agnostic and prognostic tests.

4, Cont act Per son

Frank Pierce

O fice of Mental Retardation
Depart nent of Public Welfare
Room 302, Health and Wl fare Bl dg.
Harrisburg, PA 17120

(717) 787-3700

L. South Carolina

1. General Background. The State of South Carolina has had

smal |, community-based | CF/ MR vendors for a nunber of years.
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2. Informational Materials Received. The Departnment of Menta

Ret ardation supplied the NASVMRPD staff with a copy of the
Sout h Carolina Departnent of Health and Environnental
Control's mnimum standards for licensing internediate care
facilities for the nmentally retarded serving 15 or fewer

resi dents.

3. Policies Governing Adm ssion and Di scharge. DHEC s stan

dards governi ng adm ssion, transfer and di scharge (see
Appendi x R) are quite general in nature and, apparently,
adapted largely fromfederal requirenents. No resident-
specific characteristics are explicitly cited in the regula
tions to distinguish between adm ssabl e and non-adm ssabl e

clients.

4, Cont act Person

Ji m Ki r by

Assi stant Conm ssi oner for
Resi denti al Services South

Carol i na Departnent of
Ment al Retardation

2712 M ddl eburg Drive

P. O Box 4706

Col unbi a, SC 29240

M Texas

1. Ceneral Background. For a nunber of years, the Texas

Depart nent of Human Resources has certified comrunity-based

ICP/IMR facilities. As of January, 1984, there were a total
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of 3,952 privately operated | CF/ MR-certified beds in the
State. O this nunber 1,071 beds were in 95 facilities with

15 or fewer beds.

In 1981, the Texas Legi sl ature passed a neasure whi ch gave
the State Departnent of Mental Health and Mental Retardation
an expanded role in operating the I CFH MR program and pl aced

i ncreased enphasis on the certification of small, conmmunity-
based vendors of |ICF/ MR services. The follow ng year, the
Texas Departnent of Human Resources, in cooperation with the
Texas Departnent of Mental Health and Mental Retardation,
issued revised ICF/ MR regulations limting the capacity of a
certified community ICF/MR facility to six beds (see
Appendix S). This so-called "six bed or Iess rule" applies
to potential applicants for newly certified facilities, as
well as current facility providers requesting an increase in
their existing certified contracted bed capacity. Providers
with | arger bed capacities that entered the programprior to

1982, however, may retain their certification status.

In addition to limting a facility's bed capacity, the 1982
regul ations (Section 326.35.03, Texas Adm ni strative Code)

al so mandate that the proposed facility:

e be located in an incorporated city which is subject to
special use permts, local zoning, and/or occupancy code

requirenents,



-43-

be situated in a residential neighborhood, noncontiguous
to an existing facility and no closer than three mles

in radius fromany other ICF/ MR residential facility;

and

have access to community resources appropriate to the

client's needs.

In order to qualify for approval of new or expanded bed

capacity, an applicant must complete the followi ng steps:

(a)

(d)

identify the number of devel opmentally disabled persons
residing in the community and the surrounding geographic
area that mght benefit fromservices the facility wil

provide;

determne the location of other ICF/ MR residential
facilities, if any, in the same community and/or
geographic area, as well as the number and l|evel of

clients served by such facilities;

submt a letter of support fromthe superintendent of
the state school and the executive director of the loca
MH/ MR center (if applicable) in whose catchment area the

proposed facility will be |ocated;

obtain, fromappropriate referral sources, letters or

ot her documentation outlining the service needs of the
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clientele to be served, if the facility plans to serve

other than nentally retarded individuals;

a witten description of the client group to be served

I ncluding the adm ssion criteria which will be used;

a description of the educational, medical, vocationa
and ot her progranmatic services that the clients
require, as well as docunented evidence that such ser

vices w || be nmade available by the facility;

a witten description of sem -independent and indepen
dent living alternatives that will be available for
clients who successfully conplete the ICF/MR facility's
active treatnment program if the facility plans to serve
mldly and noderately retarded clients. |f no indepen
dent or sem-independent |iving arrangements are
avai l able, the facility nmust present evidence that it

has initiated plans to devel op such alternatives.

Informational Materials Received. The Texas Departnent of

Mental Health and Mental Retardation shared with the NASMRPD

staff a copy of the 1982 rules governing facility participa-

tion in the ICF/ MR program as well as DVHVR procedures for

fulfilling these new requirements. |In addition, copies of

draft level of care criteria, applicable to community | CF MR

facilities, were forwarded to the NASMRPD st aff.
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Pol i ci es Governi ng Admi ssion and Di scharge. For the past

five years, Texas has recogni zed three distinctive |evels of
ICF/ MR facilities. Prior to that tinme a conplicated pro-
cedure was used by the Departnent of Health for determ ning
an applicant's level of care requirenents. The conplexity
of the system many officials felt, led to an unacceptably
hi gh nunber of i nappropriate placenents and, therefore,

cl asses of facilities were identified to sinplify the LOC

process.

Currently, a further attenpt is being made to clarify and
steam ine LOC determnation criteria in the case of |CFH MR
applicants. In order to be eligible for an I CF/ MR | evel of
care determ nation under the new, draft |evel of care rules,
an i ndividual would have to have an IQ of: (a) 69 or bel ow,
if he or she were nentally retarded; or (b) 75 or beloww th
deficits in adaptive behavior, if he or she suffered from
anot her devel opnental disability. In addition, the indivi-
dual woul d have to need, and be capable of benefitting from
active treatnent in a 24-hour supervised residenti al

setting.

Eligible clients are assigned to one of three facility
|evels: ICFH/FMRI, ICFH/HMRYV, and | CH MR VI. Level of care
determ nati ons are based on four variables related to an

I ndi vi dual ' s devel opnental needs, i ncluding:

* intellectual functioning;
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e« adaptive behavi or;
* health status; and
 anbul ation status.

LOC deternminations are conpleted by teans fromthe State
Departnment of Health, using criteria jointly devel oped by
DOH and DVRDD. The Departnment of Mental Health and Menta
Ret ardation also is responsible for nonitoring the perfor-
mance of DOH | evel of care teans to assure that such deter-

m nations are consistent with applicable state policies.

To quality for service in an | CF/ MR Level 1, an individual
must have the potential to participate in a training program
that will prepare himfor eventual placenent in a |ess
structured living environnment. He or she nmust function
within the mld to noderate range of nental retardation (IQ
|l evels 35 to 69) or, if diagnosed as cerebral palsied, epi-
| eptic or "another pervasive devel opnental disorder”, the

i ndi vidual may have an |Q of up to 75. 1In addition the
client nust: (a) exhibit mld to noderate deficits in adap-
tive behavior; (b) his or her health status nust not
interfere with participation in an active treatnent program
and (d) he or she nust be fully anbul atory or nobile non-
anbul atory. (N.B., If the individual is nobile non-

anbul atory, the ICF/ MR | facility nust neet institutional
Life Safety Code.)
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I ndi viduals served in ICF/ MR V facilities nust require

assi stance and supervision in learning and refining self-
hel p skills. Their intellectual functioning may range be-
tween mld to severe nental retardation (1Q scores 20 to 69)
or may be as high as 75 in the case of persons wth devel op-
mental disabilities other than nental retardation. The

i ndi vidual should exhibit noderate to severe deficits in
adapti ve behavior and a health status which does not inter-
fere with participation in an active treatnent program

Finally the client may be anbul atory, nobile anbul atory or

non- nobi | e.

A copy of the Texas Departnent of Human Resources draft

| CF/ MR | evel of care regulations can be found in Appendix T.
According to DVHVR officials, these regul ati ons have been
publ i shed in proposed formfor public coment and are
expected to be issued as final rules by the end of the

Sunmer .
The primary reasons for issuing new LOC criteria were to:

» establish nore explicit criteria governing the eligibi-
ity of persons with disabiities other than nental
retardation (cerebral palsy, epilepsy, etc.). A sone-
what higher 1Qcutoff is permtted for such clients, as

not ed above;



- 48-

* draw a clearer distinction between facility cer

tification standards and | evel of care criteria;

e permt a degree of overlap between care |evels in order
to allow somewhat nore flexibility in placing residents;

and
» streamine certain health and anbul ati on requirenents.

4. Cont act Person

Rosalie Garcia

| CF/ MR Coor di nat or

Texas Departnent of Mental Health and
Ment al Retardation P.QO

Box 12668 Austin, TX

78711-2668 (512) 454- 3761

N. Wsconsin

1. Ceneral Background. The Wsconsin Departnent of Health and

Soci al Services has been working for some tinme on the pre-
paration of a set of regulations governing internedi ate care
facilities for the devel opnentally disabled. The rules, as
drafted, enconpass ICF/ DD facilities of all sizes; however,
several special exceptions are made for "small facilities
for individuals with devel opnental disabilities”, defined in
draft rules as "...a facility which is licensed to serve 15
or fewer persons...". For exanple, one such exception is
that small facilities may neet the | odging or room ng house

provi sions of the Life Safety Code, provided the residents
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of the facility are anbulatory, receiving active treatnment
and capabl e of taking appropriate actions for self-

preservati on under enmergency conditions.

DHSS officials have no plans to certify additional comunity
ICF/ MR facilities. Instead, enphasis is being given to
financing residential services for eligible devel opnentally
di sabled clients under the state's new Medicaid honme and

communi ty care waiver program

Al t hough specific discussions of inplenentation of

M nnesota's planned waiver programis beyond the scope of
the present study, it seens appropriate to point out that
communi cation with Wsconsin officials may prove fruitful,
since the Wsconsin program (referred to as the Comunity
I ntegration Program predates the federal waiver authority
and therefore is procedurally somewhat better established
and organi zed than simlar programs in other states. A
brief description of the Conmmunity Integration Program can

be found in Appendix U.

I nformational Materials Received. |In addition to DHSS draft

regul ati ons governing intermediate care facilities for the
devel oprment al |y di sabl ed, the NASMRPD staff received copies
of the guidelines and procedures for establishing Community
Integration prograns and a draft of a client services

reporting manual for CIP
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Pol i ci es Governi ng Adm ssion and Di scharge. DHSS s draft

| CF/ MR rul es contain only general criteria governing adm s-
sions, retentions and renovals fromcomunity ICF/ MR facili-
ties. No attenpt is nade in the draft rules to distinguish
bet ween the types of clients who are admtted to such faci -
lities and those who are admitted to state devel opnent al
centers. The draft rules do indicate that "residents who
are known to be destructive of property, self-destructive,
di sturbing or abusive to other residents, or suicidal..."
may not be admtted to a community ICFH/ MR facility,
"...unless the facility has and uses sufficient resources to
appropriately manage and care for them. In addition, deve-
| opnmental | y di sabl ed individuals under 18 years of age may
not be admtted to such facilities after the effective date
of the regulation, unless certified for adm ssion by the

Depart nment (see Appendix W.

Cont act Per son

Ceral d Borne or Dennis Harkins
(1 CF/ MR Progran

or

Robi n Cooper

(Community Integration Program

Di vi sion of Conmunity Services

W sconsin Departnent of Health and
Social Services 1

West W son Street

P. 0. Box 71851

Madi son, W 53707

(608) 266-3719
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Sunmary

Per haps the nost striking feature of the responses we received
fromthe fourteen states who submtted materials is the way in
whi ch the Medicaid honme and community care wai ver program has

I npacted on the states' plans to certify additional community
ICF/ MR facilities. Oficials in six states (Colorado, Illinois,
Mai ne, North Carolina, Oegon and Pennsyl vania) told the NASVRPD
staff that efforts to establish additional |ICF/ MR-certified com
munity facilities have been halted or severely curtailed since

Congress aut horized Medi caid honme and comunity care waivers.

Wth the exception of Col orado, which has converted all of its
former comunity ICF/ MR facilities to waiver financing, nost of
these states intend to retain currently certified facilities but
have no present plans for further expansion in the nunber of

| CF/ MR-certified comunity beds. Although no structured attenpt
was made during the course of our interviews to ascertain the
factors notivating this shift in policy, it becane clear that
nost states believe the waiver programoffers a |l ess intrusive,
nmore flexible vehicle for qualifying eligible community resi -
dents for Medicaid reinbursenent. Not only is a state able to
circunvent many of the rigidities associated wth applying
institutionally-oriented federal standards to community hones,
but the waiver programalso allows a state sonewhat nore |ati-
tude in claimng, for Medicaid rei nbursenent, essential daytine

and support costs on behalf of eligible residents.
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O the states which reported ICF/ MR certified community residen-
ces, there appeared to be three basic approaches to regulating
the program (a) adhere solely to federal |ICF/ MR regul ations and
guidelines [N.B., these states were not included in our inter-
vi ew sanpl e because it seened unlikely that they would have
witten policies of potential value to Mnnesota officials]; (b)
promul gate a single set of state regul ations applicable to al
types of ICFH/ MR facilities and incorporate provisions granting
certain exceptions to small facilities with fifteen or fewer
beds (Florida, Illinois, Miine, Oegon and Wsconsin); and (c)

i ssue state | CF/ MR regul ati ons and policies applicable specifi-
cally to small (15-bed-or-less) facilities (California,
Massachusetts, M chigan (guidelines only), North Carolina

(gui del i nes only), South Carolina and Texas).

Several of the states contacted during the course of this study
do not specify regulatory or other witten adnmi nistrative cri-
teria governing the types of clients adm ssible to snal

comuni ty-based ICF/ MR facilities. GCenerally, these states tend
to control the types of clients adnmtted through the vendor
contracting process. Even in these cases, however, adm ssabi -
ity may be prem sed on the existence (or absence) of certain
client skills/capabilities (e.g., anbulation; capability to

sel f - medi cat e; absence of severe behavioral disorders; and/or
capability of self preservation in an enmergency). Exanples of
states that use this approach include: Florida, Illinois, Mine,

North Carolina, Pennsylvania and South Carolina.
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States which have witten policies governing the adm ssion of
MR'DD clients to small | CF/ MR residences, in accordance wth
their devel opnental characteristics and needs, generally have
relied on the follow ng two approaches: (a) establishing expli -
cit level of care criteria; and/or (b) classifying facilities

according to the types of clients they are capable of serving.

California regul ations, for exanple, recognize tw ranges of
|CF/DD-H facilities, the latter of which (Range B) nust be
staffed 16 hours a day by |icensed nursing personnel or
qualified MR professionals. In addition, Medi-Cal ICF/DD-H eli-
gibility rules spell out the characteristics which an individual
must display in order to qualify for adm ssion, and al so specify
certain socio-enotional deficits which make an applicant i nad-

m ssible (e.g., agression, self-injurious behavior, etc.).

Mai ne, Massachusetts and Texas al so have di vided community
ICF/ VMR facilities into classes according to the types of resi-
dents served. As pointed out earlier, Texas plans to issue
explicit level of care criteria, for use in determ ning the
appropriate type of community ICF/ MR facility for any given

appl i cant.

We did not identify a state which relies solely (or even pri -
marily) on standardi zed client assessnent data in assigning
clients to particular types of residential facilities—although
practically all states use such assessnent instrunents as part

of the placenent process. Perhaps, this lack of reliance on
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st andardi zed assessnment tools is a reflection of the current
state-of -the-art in nmeasuring and cl assifying MR DD clients.
Typically, states use assessnent data as a guide to appropriate
program pl acenent and tenper such information with the pro-
fessional judgnents of the staff involved in nmaking the place-

ment deci si on.

Oficials in one state (Col orado) reported that they had experi -
nmented with using a standardi zed assessnent instrunent (called

the "Institutional Profile") for determning eligibility under

the state's DD Medi cai d wai ver program However, najor problens
were encountered, prinmarily because the state has not been able
to set a threshold |l evel that both includes all (or nobst) resi-
dents of community facilities fornerly certified as | CF/ MRs and
also limts eligibility for day services to the nunber specified

in the state's approved Section 2176 request.

Devel opnental disabilities officials in Illinois said that sone
t hought was being given to enploying the state's ICIS data
systemto assign clients to the nost appropriate day and resi-
dential prograns. Wile this activity is still in the early

pl anni ng stages, M nnesota officials nmay wish to interact with
the staff of the Illinois D vision of Devel opnental D sabilities
as they design the new tracking and nonitoring system nmandat ed

under the 1983 | egi sl ation.
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Decertification of Comunity ICF/ MR Facilities

A second project task was to identify procedures used by other
states to decertify ICF/ MR beds. The aimof this task was to assi st
M nnesota DPWofficials in drafting criteria for voluntary and man-
datory decertification of beds in ICF/MR facilities, as required
under Section 2 of the 1983 legislation (Article 9, MS. 1983,
Chapter 312).

Here again, we will review, on a state-by-state basis, the provi-

sions of applicable rules, regulations, and procedures received from
the contacted states. A total of seven states shared wth us infor-
mati on and materials relevant to decertification of existing |ICF/ MR
facilities (Florida, Illinois, Mine, Massachusetts, New York, Chio

and Texas).

A Fl ori da

1. Decertification Procedures. Section 400.18 of Florida

Statutes spell out the basic procedures to be followed in
cl osing a nursing hone, including an i CF/ MR-certified faci -
lity (see Appendix AA). Under this provision of |law, a
facility which voluntarily discontinues operation is obli-
gated to give the State Departnent of Health and
Rehabilitative Services 90 days notice in the advance of

cl osure. The Departnment has a responsibility for
arranging to transfer nursing honme patients to other
facilities and may place a representative in the facility

30 days prior to
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vol untary di scontinuation of operation, or inmediately upon
determ nation by the Departnment that existing conditions or
practices represent an i medi ate danger to the health,

safety or security of the facility's residents.

In addition, due to past difficulties in closing substandard
ICF/ MR facilities, the 1983 session of the Florida
Legi sl ature added statutory provisions governing prograns
for devel opnental |y di sabl ed persons which gi ve DHRS
authority to seek an injunction to enforce the agency's
standards, rules and regul ati ons and/or term nate the opera-
tion of an internediate care facility for the nentally

retarded when any of the follow ng conditions exist:

a. Failure by the facility to take preventive or corrective

nmeasures in accordance with any order of the Departnent;

b. Failure by the facility to abide by any final order of

the Departnent once it has becone effective and bi ndi ng;

c. Any violation by the facility constituting an energency
requiring i mediate action, as provided for in the sta

tute.

The Departnent al so nay petition a court of conpetent juris-
diction for the appointnent of a receiver to operate an
internediate care facility for the nmentally retarded when
any of a nunber of specified circunstances related to the

avai lability and quality of services rendered to residents
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exi sts. The statute specifies the procedures and criteria
courts should use in determ ning whether to institute

recei vershi p proceedi ngs and the powers and duties of the

recei ver

A copy of the devel opnental disabilities receivership statute
is enclosed at Appendi x BB. Thus far, according to Florida
officials, the statute has been utilized on only one occasion
and the facility is still in operation under the nmanagenent

of a new private, non-profit corporation.

| nformational Materials Received. Copies of the follow ng

docunments were received fromFlorida officials: Chapter 400,
Florida Statutes of 1981, entitled "Nursing Hones and Rel at ed
Health Care Facilities"; 1983 anendnents Chapter 393, Florida
Statutes (Devel opnental Disabilities) governing the institu

tion of receivership proceedi ngs.

Cont act Person.

Charl es Ki nmber

D rector

Devel opnental Services Program O fice

Fl ori da Departnment of Health and
Rehabilitative Services

1311 W newood Bl vd.

Bui l di ng 5, Room 215

Tal | ahassee, FL 32301

(904) 488-4257
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Illinois

Decertification Procedures. The Illinois Departnent of

Public Health's rules governing internmediate care facilities
for the devel opnentally di sabled state that DPH officials
may place "an enpl oyee or agent to serve as a nonitor in a
facility or may petition the circuit court for appointnent

of a receiver...or both...".

Under the Departnent’'s regul ations violations of existing
regul atory provisions are classified as Type A (nost
serious) through Type C (least serious). Specific proce
dures for dealing with violations and inposing penalties are
spelled out in Section 18 of the Departnent's regul ations

(see Appendi x CO

I nformati onal Materials Received. A copy of the Departnent

of Public Health's M nimum Standards, Rul es and Regul ati ons

for Cassification and Licensure of Internediate Care

Facilities for the Devel opnentally D sabl ed were obtai ned

fromDVHDD of fici al s.

Cont act Per son

Donald G H ggins

Adm ni strat or

St andar ds Devel opnent Secti on

D vision of Health Facility Standards
[Ilinois Departnment of Public Health
535 W Jefferson Street Springfield,
IL 62761 (217) 782-4977
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Mai ne

Decertification Procedures. Section 4 of the Muine

Departnent of Human Servi ces regul ati ons governing the

i censing and functioning of internediate care facilities
for the nmentally retarded specify procedures which nust be
foll owed when the Departnent suspends or revokes an | CF/ MR
facility's license (see Appendix DD). |In the case of a non-
ener gency suspension or revocation, the Departnent, in con-
sultation with the Maine Bureau of Mental Retardation, nay
file a statenent or conplaint wwth the adm nistrative court
specifying alleged violations of existing statutes or regu-
lations. |If the Departnent finds conditions which, in the
opi ni on of the Comm ssioner, "imedi ately endanger the
health and safety of the patients", the Departnent, in con-
sultation with the Bureau of Mental Retardation, may suspend
the facility's license for up to 30 days or until the

Departnent determ nes that an energency no | onger exists.

If the facility is involuntarily closed, DHS officials, in
cooperation with the staff of the Bureau of Mental

Ret ardati on, nust "nake appropriate arrangenents for the
orderly transfer of all residents.” A facility which

el ects to close voluntarily, is obligated to give the
Departnent 30 days prior notice and provi de assistance to
residents in arranging suitable transfers prior to

di sconti nuati on of operation
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2 Informational Materials Received. A copy of the Departnent

of Human Services' Regul ati ons Governing the Licensing and

Functioning of Internmediate Care Facilities for the Mentally

Ret arded was received fromthe staff of the Departnent of

Mental Health and Mental Retardation

3. Contact Person

Robert Foster

Di vision of Mental Retardation

Mai ne Departnent of Mental Health
and Mental Retardation

Station 40 S. QO B.

Augusta, Me 04333 (207)

289- 3161

D. Massachusetts

1. Decertification Procedures. An ICF/ MR facility in

Massachusetts which voluntarily elects to withdraw fromthe
program nust provide care for recipients remaining in the
facility until all transfers have been conpleted (see
Section 408.422, DPWregul ation, Appendix J). Transfers are
to be acconplished in accordance with the state's general
regul ati ons governing long termcare facilities, except that
in the case of ICF/ MR facilities the Departnent of Mental
Health's area office are to assist the ICF/ MR in placing
recipients in other settings. Attention is to be given to
mai ntaining clients in the least restrictive living environ-

nments possi bl e.
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Informational Materials Received. A copy of DPWs regul a

tions governing internediate care facilities for the nen
tally retarded were obtained through the staff of the

Departnment of Mental Health.

Cont act Per son.

Sara Thrasher

Departnent of Mental Health

Di vision of Mental Retardation
160 N. WaAshi ngton Street
Boston, MA 02114

(617) 727-9863

Yor k

Decertification Procedures. Part 681 of OVRDD Rul es spel

out procedures for withdrawing an ICF/ DD facility's oper-
ating license and Medicaid certification status. GCenerally,
if the operator elects to contest the decertification
action, Medicaid reinbursenent is termnated | ong before the
facility's operating license is w thdrawn, because of the

State's | engthy appeal s process.

The Departnent of Mental Hygiene also has its own
receivership statute, which allows the State to seek court
approval for appointment of a third party (or the State) to
run a facility which fails to neet State standards until a
new operat or can be found or the residents relocated. The
statutory conditions under which OVRDD can petition the

court for appointnent of a receiver, however, are vague and,
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therefore, this procedure has not been used frequently in

New Yor k State.

| nformati on Materials Received. None.

Cont act Person

Tony Di Nuzzio

Ofice of Mental Retardation and
Devel opnental Disabilities 44

Hol | and Avenue Al bany, NY

12229 (518) 473-8187

Decertification Procedures. Generally the Chio Departnent

of Public Welfare, in cooperation with the Chi o Depart nent
of Health, uses federal regulatory criteria for determning
the conditions under which facilities may be certified or
decertified (42 CFR 442. 105 and 442.111). However, rules
have been issued by the Departnent of Public Wl fare
gover ni ng appeal s procedures when the |icense of a Medi cai d-
certified long termcare facility (including an ICF/MR) is
deni ed, term nated or not renewed. Essentially, these regu
| ations establish the procedures for setting up and con

ducti ng appeal hearings in such cases (see Appendi x EE).

| nformati onal Materials Received. The Chio Departnent of

Mental Retardation shared with the NASVRPD staff a copy of
t he procedures used in appeals actions involving long term

care facilities.



-63-

3. Contact Person

Ted Fry

Chi o Departnent of Mental Retardation
and Devel opnental Disabilities

State O fice Tower 30 E. Broad

Street Room 1284

Col unbus, CH 43215

(614) 466-5214

G Texas

1. Decertification Procedures. The Texas Departnent of Human

Resources recently issued new regul ati ons governing the
change in status of internediate care facilities for the
mentally retarded (Chapter 27, Subchapter Z, Texas

Adm ni strative Code). The new regul ati ons establish grada-
tions of severity of facility deficiencies and consonant

penal ties for each | evel of deficiency.

Essentially, the severity of deficiencies can be divided
into two classes: those which effect the i mediate health
and safety of ICF/ MR residents and those which do not

effect the i mediate safety of residents but are a health or
safety hazard that have direct or immedi ate adverse effects
on the residents health, safety, security and/or training.
If the Texas Departnent of Health (the state Medicaid

i censing agency) finds that a facility has deficiencies
that effect the imediate health and safety of residents, it
may ini-tiate action to secure the appointnent of a speci al
trustee to operate the facility. |If a special trustee is

not
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sought, then TDH officials will notify the facility adm -
nistrator that it does not neet the standards necessary for
continued certification, inmediately w thhold further

Medi cai d paynents and cancel the facility's contract.

If the deficiencies do not effect the i mediate health and
safety of the residents, but are hazards that have a direct
or imedi ate adverse inpact on the residents' health, safety
or security and/or training, TDHw Il notify the facility
that it does not neet standards and initiate contract can-
cellation proceedings. |If decertification proceedings are
not initiated in such cases, TDH officials must notify the
facility that they have a specific period of tinme (up to 60
days) to correct outstanding deficiencies. During the
correction period, paynents will be withheld fromthe faci -
lity. |If the cited deficiencies are not corrected within
the authorized period, TDH officials will cancel the facili-

ty's contract.

If paynments are withheld froma facility for deficiencies
related to resident care twi ce during any 12 nonth peri od,
the facility's contract will be cancelled by TDH In cases
where the deficiencies do not warrant the initiation of a
"vendor hold" action, TDHw Il notify the facility that it
does not neet required standards, afterwhich cancell ations

proceedi ngs may be initiated. |If, however, Health
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Departnent officials do not initiate decertification pro-
ceedings, the Departnment will notify the facility that it
has 30 days to correct such deficiencies. If all cited
deficiencies are not corrected within the conpliance period,
DHR wi || inpose a "vendor hold" on paynents to the facility.
Afterward, if the deficiencies are not corrected within the
first 60 days of the vendor hold, DHR will cancel the faci -
lity's contract. Appendix FF includes a copy of the new
Texas decertification procedures related to ICF/ MR-certified

facilities.

The staff of the Texas Departnment of Human Resources, in
cooperation with the Texas Departnent of Mental Retardation,
al so has devel oped a set of exanples of |ICF/ MR deficiences
which may result in the inposition of sanctions against a
facility. The purpose of these draft guidelines are to

assi st facility admnistrators to avoid m sappl yi ng existing

State rules and policies (see Appendi x GG .

Sumar y

The regul ati ons and adm ni strative policies which the NASVRPD
staff gathered fromthe above states deal al nbst exclusively

wi th procedures for closing Medicaid certified facilities which
either elect to discontinue operations or are forced to do so
because of serious or continuous violations of federal and state

operating standards. By and large, the aimof such rules is to
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m nimze the potentially harnful effects of such closures on the

facility's residents by laying out an orderly process for ter-

m nati ng operations.

In the case of voluntary term nations, states generally require
the facility operator to take steps to relocate residents before
closing its doors. State agency staff also nay be responsible
for effectuating inter-facility transfers in sone states (e.qg.,

Fl ori da) .

Wen a Title XIX facility is involuntarily decertified, nost of
the reporting staff either have authority to send in state
agency staff (e.g., Florida and Illinois) or are authorized to
seek the appointnent of a trustee or receiver to operate the
facility until the residents can be appropriately rel ocated

(Florida, Illinois, New York and Texas).

None of the officials in the states we contacted reported any
experience in de-certifying community I CF/ MR beds in order to
remai n under a legislatively established ceiling. Perhaps, the
cl osest parellel we encountered was in Col orado, where state
officials elected to decertify all comunity ICF/ MR facilities
in order to convert these hones to Medi caid wai ver financing.
Since M nnesota's pending waiver programis prem sed, in part,
on the conversion of selected community ICF/ MR facilities to
wai ver financing, it mght be advisable to exam ne Col orado's

experience carefully, in an attenpt to identify potenti al
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probl ems and sol utions before devel oping the decertification
rules called for under MS. 252.58, as anmended by Section 2 of
the 1983 | egi sl ati on.



