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February 2, 2000

To: Public Policy Members, Governor’s Council on Developmental Disabilities
From: Pat Tietz, Public Policy Chair

Re: Michigan and West Virginia waiver sections

The following documents are two examples of states (West Virginia and Michigan)
that are allowing parents to direct Medicaid resources spent on their children with
disabilities.

We wiill continue to try to obtain information from other states that are successful
in billing Medicaid for such services and pass that information onto you as well.
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ANAGED SPECIALTY SUPPORTS AND SERVICES CONTRACT

NOW, THEREFORE, in consideration of the above, and in consideration of the promises and mutual
covenants hereinafter contained, the parties hereto agree as follows:

2.0 PREAMBLE
It is the intent that the CMHSP and the MDCH pursue all decisions and actions in the execution of
this Contract consistent with the fundamental values as stated below. A violation of the preamble

does not constitute a breach of contract.

*  The quality and array of supports and services are to be provided in a like manner to all priority
populations.

*  The design and delivery of mental health supports and services will support consumer self-
determination and independence.

*  Supports and services will be of high quality, cost-effective, and nondiscriminatory.
*  All supports and services will be provided in a manner that demonstrates cultural competency.

* Those with the greatest need (i.e., the persons with severe impairments and/or those most at
risk) will be appropriately served as first priority.

*  The rights of individuals will be preserved and protected.

*  Consumers and families will have a meaningful and valued role in the design, service delivery
and evaluation of the CMHSP.

*  Consumers will be empowered to guide their own supports and services planning and provided
reasonable choices of supports and services.

= Efforts to maintain and further expand consumer-operated and controlled alternatives will be
pursued.

*  Partnerships will be continuously developed in the community with an intention of increasing
the community’s desire and capacity to support and accommodate people with disabilities and

their families.

*  Prevention activities that serve to inform and educate persons will be carried out with the intent
of reducing the risk of severe dysfunction.

*  Collaborative relationships, which may include shared funding arrangements with other
community agencies with a shared population, will be promoted.
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*  Community-based rehabilitation, recovery and inclusion into community life will be promoted.
*  Public funds will be expended in a manner that is legal, prudent, and ethical.

*  Management of existing resources will continually improve by moving away from high cost,
highly structured and regulated service models to more individualized, cost-effective services
and supports for consumers, which may include options for consumer-directed or manaoed
services and supports.

*  Savings generated through increased efficiencies will be reinvested into systems, supports and
services as determined by the CMHSP consistent with the policy directions of the MDCH.

In the event that either party has reason to believe that the other is acting in a manner that conflicts

with these mutually agreed upon principles and values, such party may request a meeting to dxscuss
said concerns.

3.0 GENERAL PROVISIONS
The MDCH and the CMHSP agree to the general provisions stated in the following subsections.
3.1 DEFINITIONS

The terms used in this Contract shall be construed and interpreted as defined in the attachment
(Attachment 3.1.1) to this Contract.

3.2 PARTIES AND PURPOSE

The MDCH and the NAME OF THE CMHSP (CMHSP) agree to the provisions of this
Contract for the purpose of ensuring the provision of services to identified populations
according to standards and policies as specified in this Contract.

3.3 AUTHORITY
This Contract is entered into under the authority granted by 116 (2) (b) and (3) (e) and Section
228 of Act 258 of the Public Acts of 1974, as amended. Provisions of that Act, all rules

promulgated and adopted under that Act and applicable state and federal laws shall govern the
expenditure of funds and provision of supports and services.

3.4 RELATIONSHIP

This is a contract between the MDCH and the CMHSP. The MDCH is recognized as the funder
and the CMHSP as the contractor in this contractual arrangement,
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(e) Diagnoses (mental and physical)

() Cause of death

(g) Recent changes in medical or psychiatric status, including notation of most
recent hospitalization

(h) Summary of condition and treatment (programs and services being provided to
the consumer) preceding death

(I) Any other relevant history
() Autopsy findings if one was performed and available
(k) Any action taken as a result of the death

4. Should additional statistical or management information from data currently collected
by the CMHSP be required by the MDCH, at least forty-five (45) days written notice
shall be provided. The written request shall identify who is making the request as
well as the purpose of the request. The MDCH shall make earnest efforts not to
request additional information (above and/or beyond what is required in this Contract
and/or any modification of the contract informational requirements). Particular
exceptions include additional informational requirements issued by funding and
regulatory sources and/or resulting from legislative action.

5. The MDCH agrees to notify the CMHSP of any requests for information from data
supplied to the MDCH by the CMHSP.

4.8 VOUCHERS

1.

Vouchers issued to consumers for the purchase of services provided by professionals may
be utilized in non-contract agencies that have a written referral network agreement with
the CMHSP that specifies credentialing and utilization review requirements. Voucher
rates for such services shall be predetermined by the CMHSP using actual cost history for
each service category and average local provider rates for like services.

~ Voucher arrangements for purchase of consumer-directed supports delivered by

nonprofessional practitioners may be through a fee-for-service arrangement.

The use of vouchers is not subject to the provisions of Section 4.7.6.1 (Procurement) and
Section 4.7.6.2 (Subcontracting) of this Contract.
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MANAGED SPECIALTY SUPPORTS AND SERVICES CONTRACT

4.9 COORDINATION

The following subsections describe coordination arrangements required by this Contract. If any
of the arrangements described in Sections 4.9.1 through 4.9.7 (inclusive) are not secured, the
CMHSP shall notify the MDCH and continue to demonstrate a good faith effort to secure the
arrangement(s).

4.9.1  Health Plans (HP)

Joint coordination/collaboration agreements shall be developed and maintained between
the CMHSP and each Health Plan (HP) in its service area. A copy of the CMHSP/HP
mode] agreement for Behavioral Health and a copy of the CMHSP/HP model agreement
for Developmental Disabilities are attached to this Contract (Attachment 4.9.1.1 - A and
B). The CMHSP may develop and maintain a single joint coordination/collaboration
agreement for both Behavioral Health and Developmental Disabilities as long as the
substantive requirements for both agreements are included in the single agreement.

4.9.2 Multi Purpose Collaborative Body (MPCB)

The CMHSP shall be a signatory to the Multi Purpose Collaborative Body (MPCB)
collaborative agreement and actively participate as a member of the MPCB.

4.9.3 Schools/Intermediate School Districts (ISD)

The CMHSP shall develop with the Intermediate School District (ISD) a local
memorandum of understanding specifying responsibilities and methods of communication
in the coordination and non-duplication of services.

4.9.4 Jobs Commission

The CMHSP shall work with the Michigan Jobs Commission - Rehabilitation Services
(MIC-RS) district offices regarding the relative roles and responsibilities of the parties in
the provision of rehabilitative services. Any agreements shall be based upon a statewide
model and shall include, at a minimum, procedures for assuring that federal Medicaid funds
are not being used to replace services that are the responsibility of the Vocational
Rehabilitation system.

4.9.5 Family Independence Agency (FIA)

The CMHSP shall develop, with the Family Independence Agency (FIA), a local
memorandum of understanding specifying responsibilities and methods of communication
in the coordination and non-duplication of services and collaboration between the two
agencies.
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HCFA Widens Consumer-Directed Personal
Care Options

In October, the Health Care Financing Adminis-
tration (HCFA) issued additional revisions to its
State Medicaid Manual materials concerning
personal care services. The revisions are contained
in State Medicaid Manual transmittal number 73.
In January 1999, HCFA substantially revised and
reissued the Manual materials concerning per-
sonal care (see Perspectives, May 1999 for more
detail).

Background. In the Omnibus Budget Reconcili-
ation Act of 1993, Congress added a section to
the Social Security Act formally recognizing that
states could offer personal care services under
their state Medicaid plans. Under prior law, cov-

erage of personal care had been allowed under,

the Secretary’s authority to add services not spe-
cifically spelled out in the Act. In making the
addition, Congress intended to give states more
flexibility in providing personal care services
under their state Medicaid plans. Specifically,
Congress authorized the provision of such ser-
vices outside a person’s residence and eliminated
the requirement that services be prescribed ex-
clusively by physicians. In 1997, HCFA updated
its regulations to reflect the 1993 provisions.

The latest revision makes it clear that consumer
directed personal care services may be furnished
to any individual who has the ability and desire
to manage their own care. The January 1999 ma-
terials had limited the provision of consumer di-
rected personal care services to individuals who
are not cognitively impaired and thereby seemed
to preclude people with mental retardation and
other developmental disabilities from utilizing
such services.

The October 1999 revision also provides that con-

-sumer directed personal care services may be fur-
nished through the use of “surrogates” (e.g., family
members or other individuals). Specifically, the re-
vised Manual materials concerning consumer-di-

rected services now read:

Consumer-Directed Services — A State
may employ a consumer-directed service de-
livery model to provide personal care services
under the personal care optional benefit to in-
dividuals in need of personal assistance, in-
cluding persons with cognitive impairments,
who have the ability and desire to manage
their own care. In such cases, the Medicaid
beneficiary may hire their own provider, train
the provider according to personal prefer-
ences, supervise and direct the provision of
personal care services and, if necessary, fire
the provider. The State Medicaid Agency
maintains responsibility for ensuring the pro-
vider meets State provider qualifications ...
and for monitoring service delivery. Where
an individual does not have the ability or de-
sire to manage their own care, the State may
either provide personal care services without
consumer direction or may permit family
members or other individuals to direct
the provider on behalf of the indi-
vidual receiving services. '

-~
-~

While these provisions concern personal care ser-
vices furnished as a Medicaid state plan service, they
also can be applied to home and community-based

waiver programs.
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provider in  person-specific instructional (i.e., ‘behavior interverition plans,
medical plans of care, specific instructional activities, etc.) and/or service
objectives. Training received by the residential habilitation provider must be
provided by professional staff (ie. QMRP Level I, IL, 1, RN, Special Education
instructor).

Up to 1 of hour residential habilitation may be charged by the Residential
Habilitation service provider to participate in the development of the annual
IPP and another 1 hour may be charged to participate in the 6-month PP
review.  Billing may oceur only for program planning meetings outlined
above .

B.  LOCATION OF SERVICE - Residential Habilitation is provided in the
1 following settings:

1. The participant's own home or apartment;

The Service Coordination agency or the behavioral health center which is
responsible for delivering Residential Habilitation is also responsible for
assisting the individual in choosing a safe residence ar teaching the person
how to improve or change histher residence if it is unsafe. Residential
Habilitation services may nor be delivered in a residence which
endangers the health or safety of the participant or the staff;

ha

Biological and adoptive family homes;

3. Specialized Family Care Homes certified by the Specialized Family Care
Program administered by The West Virginia University Affiliated Center for
Developmental Disabilities (UCADD) and Department of Health and
Human Resources, Office of Social Services (0.5.S.);

4. Group homes licensed by the Office of Health Facilities Licensure and
Centification (OHFLAC) to serve individuals with mental retardation and/or
developmental disabilities; or

Uy

Individualized Suppon Settings (1.5.5.) operated by a licensed behavioral
health center serving people with mental retardation and/or developmental
disabilities,

Residential Habilitation services may also be carried over in the necessary
local public community environments which wil] facilitate increasing or
maintaining the individual's independence in hisfher residence as outlined
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Biological and adoptive parents and SFCPs mav onlv deliver the service of
Community Residential Habilitation to their own children and familv
members. ‘

The MR/DD Waiver Program is not an entitlement program and
Residential Habilitation is not a family stipend.

[F the Interdisciplinarv Team (IDT) decides that a biological or adoptive parent,
or a family member may be a good choice for a Residential Habilitation provider,
the IDT ¢hooses him/her to provide Community Residential Habilitation under

j( the following conditions:

» The Service Coordination agency or behavioral health center which is
responsible for providing Residential Habilitation services has attempted to,
and been unable, to recruit a trained and qualified provider who is not a
familv member;

- The parent or family member meets the MR/DD Wajver Program's and the
agency's training and educational qualifications for Residential Habilitation
service providers. Training is provided by professional staff prior to
implementation of services, and be documented on the DD-13 form. This
form is to be kept on file in the agency's provider file.

- The Service Coordination agency monitors the Residential Habilitation
services, as it does all services, through monthly home visits and other
contacts, The behavioral health center which is responsible for providing
Residential Habilitation services arranges for or provides a QMRP who |s
responsible for training and monitoring to ensure the deliverv of services in
accordance with the [PP,

The conditions listed above allow the MR/DD Waiver Program to meet the
following federal regulations: "Services provided by relatives or friends mav be
covered only if the relatives or friends mest the qualifications for providers of care,
there are strict controls o assure that payment is made to the relative or friend
as providers only in recurn for specific services rendered, and there s adequare
justification as to whv the relative or friend is the provider of care, e.g, lack of
other qualified providers in remote areas.” (HHS/HCFA Medicaid Manual, Pare
4, Transmittal #37. September, 1988, Regulation 4442.3 (B)(10)).

Participants who reside in Individualized Support Settings (ISS) or group
hromes may receive residential habilitation in the form of assistance by staff as they
participate in activities at home or in the local community. This assistance
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provides the individualized support necessary for participation in the activity.
Unlike residential habilitation training, this assistance is not presented in g
; training format with formal training objectives. Based upon evaluations, the DT
' (1) determines if the individual requires assistance to participate in non-training
i

residential activities; (2) identifies on the ISP those activities Sor which this
Support would be provided; and (3) Specifies the amount of support ( hoyrs per
month). Residential habilitation assistance is to be provided in combination with
daily residential habilitation training. A participant must have g current
residential training program to qualify for the residential habilitation assistance.
Documentation of residential habilitation assistance is to be maintained as

described in the docutnentation section of Residential Habilitation.

A maximum of 8 hours per day of menitoring and supervision mayv be
provided to a participant. The need for monitoring and supervision must be
i supported by ¢valuations and included in the (PP, Justification for such services
may include such factors as severe challenging behaviors or life-endangering
medical conditions. Monitoring and supervision in a family home or a
Specialized Family Care Home (SFCH) may not be provided by a family
member or the Specialized Family Care Provider (SFCP) and requires an
explanation of why the family supports are not available to the
participant.

Special permission is required to previde monitoring and supervision for
more than 50% of the Residential Habilitation services billed on a dailv
basis.




