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Application for a §1915(c) Home and Community-

Based Services Waiver

PURPOSE OF THE HCBS WAIVER PROGRAM

The Medicaid Home and Community-Based:Services (HCBS) waiver program is authorized in §1915(c) of the Social Security
Act. The program permits a staie to furnish an array of home and community-based services that assist Medicaid beneficiaries to
live in the community and avoid institutionalization, The State has broad discretion to design its waiver program to address the
needs of the waivers target population. Waiver services complement and/or supplement the services that are available to

participants through the Medicaid State plan :a.nd other federal, state and local public programs as well as the supports that families
and communitics provide. )

The Centers for Medicare & Medicaid Services (CMS) recognizes that the design and operational features of a waiver program
will vary depending on the specific needs of the target population, the resources available to the state, service delivery system
structure, state goals and objectives, and other factors. A State has the latitude to design a waiver program that is cost-effective
and employs a variety of service delivery approaches, including participant direction of services.

Request for a Renewal to a §1915(c) Home and Community-Based Services
Waiver

1. Major Changes

Describe any significant changes to the approved waiver that are being made in this renewal application:

Board Certified Behavioral Analyst is being added as a provider credential to provide Cognitive Behavioral Program services,
Training requirements for providers of Independent Living Skills Training have been added

Ten reserve capacity slots are being added for those enrolled in ABI Waiver 1 who are unable to self direct their PCAs to allow
access to agency based PCA services available under this waiver.

Care Management was eliminated as a waiver service in 2016 and transitioned to an administrative service.
A new provider credential is being added for ABI Group Day
Credentials to provide ABI Group Day have been modifted to extend beyond CARF and JAHCO

Durable medical Equipment and Supplies has been replaced with Assistive Technology which is a more accurate description of
the service being provided, Also, medically necessary DME is coverable under the Medicaid state plan

Ap.plication for a §1915(c) Home and C.omnmn_ity'-Bas'ed Serv'ices__W'aiver

1. Request Information (i of 3)

A. The State of Connecticut requests approval for a Medicaid home and community-based services (HCBS) waiver under
the authority of §1915(c) of the Social Security Act (the Act).
B. Program Title (optional - this title will be used to locate this waiver in the finder):

CT ABI Waiver IT
C. Type of Request: renewal

Requested Approval Period:(For new waivers requesting five year approval periods, the waiver must serve individuals
who are duaily eligible for Medicaid and Medicare.)

O3 years O3 years
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Draft ID: CT.035.01.00
D. Type of Waiver {select only one).
E{egular Waiver _I
E. Proposed Effective Date: (mm/dd/yy)
f12/01/19 |

1. Request Information (2 of 3)

F. Level(s} of Care. This waiver is requested in order to provide home and commumty-bascd waiver services to individuals
who, but for the provision of such services, would require the following level(s} of ¢ care, the costs of which would be
reimbursed under the approved Medicaid state plan (check each that applies):

X Hospital
Select applicable level of care
@ Hospital as defined in 42 CFR §440.10

If applicable, specify whether the state additionally limits the waiver to subcategories of the hospital level of
care: :

:

0O Inpatient psychiatric facility for individuals age 21 and under as provided in42 CFR §440.160
| Nursing Facility
Select applicable level of care

® Nursing Facility as defined in 42 CFR 7244040 and 42 CFR ?7440.155

If applicable, specify whether the state additionally limits the waiver to subcategories of the nursing facility level
of care:

The Waiver Uses NF and ABI/NF
1.-Nursing Facility - As defined in 42 CFR §440.40 and 42 CFR §440.155

2.-Acquired Brain Injury Nursing Facility (ABI/NF) - A type of nursing facility that provides specialized
programs for persons with acquired brain injury,

C Institution for Mental Disease for persons with mental illnesses aged 65 and older as provided in 42 CFR
§440.140

] Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) (as defined in 42 CFR
§440.150)

If applicable, specify whether the state additionally limits the waiver to subcategories of the ICF/TID level of care:

1. Request Information (3 of 3)

G. Concurrent Operation with Other Programs. This waiver operates concurrently with another program {or programs)
approved under the following authorities
Select one:

© Not applicable
o Applicable
Check the applicable authority or authorities:

L Services furnished under the provisions of §1915(a)(1)(a) of the Act and described in Appendix I
[ Waiver(s) authorized under §1915(b) of the Act.

Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver application has been submitted or
previously approved:
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Specify the §1915(b) authorities under which this program operates (check each that applies):
L §1915(b)(1) (mandated enrollment to managed care)}
L7 §1915)(2) (central broker)
L] §1915(h)(3) (employ. cost savings to furnish additional services)
0 §1915(h)(4} (selective contracting/limi¢t number of providers)

L A program operated under §1932(a) of the Act.
Specify the nature of the state plan benefit and indicate whether the state plan amendment has been submitted or
previously approved:

[ A program authorized under §1915() of the Act.
L] A program authorized under §1915(j) of the Act.

L A program authorized under §1115 of the Act.
Specify the program:

H. Dual Eligiblity for Medicaid and Medicare.
Check if applicable:

[x] This waiver provides services for individuals who are eligible for both Medicare and Medicaid.

2. Brief Waiver Description

Brief Waiver Description. /» one page or less, briefly describe the purpose of the waiver, including its goals, objectives,
organizational structure (e.g., the roles of state, Jocal and other entities), and service delivery methods.
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Goals and Objectives

Connecticut's Acquired Brain Injury Waiver (ABI) serves persons who are at least 18 years of age with acquired brain injury
who, without such services, would otherwise require placement in one of four types of institutional settings. It is designed to
assist participants to releam, improve or retain the skills needed to support community living. The waiver employs the principles
of person-centered planning to develop an adequate, appropriate and cost-effective plan of care from a menu of nineteen home
and community-based services to achlcve personal outcomes that support the individual's ability to live in his/her community of
choice.

Organizational Structure:

The Department of Social Services (DSS), as the state Medicaid Agency pursuant to Connecticut General Statutes (CGS) 17b-1,
directly administers the ABI Waiver according to CGS 17b-260a. DSS assures that all individuals recciving waiver services
meet the functional and financial eligibility requirements. DSS is responsible for calculating the consumer's share of liability
{that can be applied to the cost of waiver services. DSS also informs individuals determined eligible to receive waiver services of
their due process rights and gives them the choice of institutional or home and community-based services.

Case managgrs, contracted with the department as a result of competitive procurement, in consultation with the consumer, their
family and care providers (e.g., skilled nursing/ABI facility staff, primary care physicians, and neuropsychologists) develop
plans of care to meet an individual's cognitive, physical, and behavioral support needs. DSS clinical staff in the HCBS unit
review completed Plans of Care (POC) for eligibility, service adequacy and responsiveness to the waiver participant's needs,

DSS contracts with a fiscal agent to conduct provider recruitment; training; engage in fiscal monitoring; claims processing for
consumer directed services and reporting; and provider credentialing. Quarterly reports, at a minimum, are submitted to the
Department to facilitate State oversight of the waiver program. In addition, routine quality assurance activities through staff
miestings, training; case conferences, consumer record maintenance, and staff supervision are components of the Department's
oversight of the ABI waiver program. The states utilizes the HCBS CAHPS survey as a major component of its quality
improvement activities,

Service Delivery
ABI Waiver credentialed providers deliver services in the client's home and community. These services are based on the plan
developed as the result of the comprehensive assessment in consultation with the provider team, The providers collaborate with
the consumer and other members of the team to implement strategies to support community living. These include the following:
- Provide instruction and training in one or more areas of need to enhance the participant's ability to live independently

in their own home
- Implement strategies to address behavioral, medical or other needs identified in the ABI Service Plan
- Provide assistance with personal care or activities of daily living
- Support the attainment of vocational skiils
- Provide training or practice in consumer skiils (e.g., bankmg, budgeting, shopping)

3. Components of the Waiver Request

The waiver application consists of the following components. Note: ftem 3-E must be completed

A. Waiver Administration and Operation. Appendix A specifies the administrative and operational structure of this
waiver.

B. Participant Access and Eligibility. Appendix B specifies the target group(s) of individuals who are served in this waiver,
the number of participants that the state expects to serve during each year that the waiver is in effect, applicable Medicaid
eligibility and post-eligibility (if applicable) requirements, and procedures for the evaluation and reevalvation of level of
care.

C. Participant Services. Appendix C specifies the home and community-based waiver services that are furnished through
the waiver, including applicable limitations on such services.

D. Participant-Centered Service Planning and Delivery. Appendix D specifies the procedures and methods that the state
uses to develop, implement and monitor the partunpant-centered service plen (of care).

E. Participant-Direction of Services. When the state provides for participant direction of services, Appendix E specifies the
participant dircction opportunities that are offered in the waiver and the supports that are available to participants who
direct their services. (Select one):
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® Yes. This waiver provides participant direction opportunities. Appendix E is required.

O No. This waiver does not provide participant direction opportunities. Appendix E is not required

F. Participant Rights. Appendix F specifies how the state informs participants of their Medicaid Fair Hearing rights and
other procedures to address participant grievances and complaints.

G. Participant Safeguards, Appendix G describes the safeguards that the state has established {0 assure the health and
welfare of waiver participants in specified areas.

H. Quality Improvement Strategy. Appendix H contains the Quality Improvement Strategy for this waiver.

L Financial Accountability. Appendix T describes the methods by which the state makes payments for waiver services,
ensures the integrity of these payments, and complies with applicable federal requirements conceming payments and
federal financial participation. !

J. Cost-Neutrality Demonstration. Appendix J contains the state's demonstration that the waiver s cost-neutral.

4. Waiver(s) Requested

A. Comparability. The state requests a waiver of the requirements contained in §1902(a)(10)B) of the Act in order to
provide the services specified in Appendix C that are not otherwise available under the approved Medicaid state plan to
individuals who: (a) require the level(s) of care specified in Item 1.F and (b) meet the target group criteria specified in
Appendix B.

B. Income and Resources for the Medically Needy. Indicate whether the state requests a waiver of §1902(a)(10)(C)()(III)
of the Act in order to use institutional income and resource rules for the medically needy (select one):

@ Not Applicable
O No
O Yes

C. Statewideness. Indicate whether the state requests a waiver of the statewideness requirements in §1902(a)(1) of the Act
{(select one):

® No
O Yes

If yes, specify the waiver of staiewideness that is requested (check each that applies):

O Geographic Limitation. A waiver of statewideness is requested in order to furnish services under this waiver
only to individuals who reside in the following geographic areas or political subdivisions of the state.
Specify the areas to which this waiver applies and, as applicable, the phase-in schedule of the waiver by
geographic area:

U Limited Implementation of Participant-Direction. A waiver of statewideness is requested in order to make
participant-direction of services as specified in Appendix E available only to individuals who reside in the
following geographic areas or political subdivisions of the state. Participants who reside in these areas may clect
to direct their services as provided by the state or receive comparable services through the service delivery
methods that are in effect elsewhere in the state. ‘

Specify the areas of the state affected by this waiver and, as applicable, the phase-in schedule of the waiver by
geographic areq:

5. Assurances

In accordance with 42 CFR §441.302, the state provides the following assurances to CMS:
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A. Health & Welfare: The state assures that necessary safeguards have been taken to protect the health and welfare of
persons receiving services under this waiver. These safeguards include:

1. As specified in Appendix C, adequate standards for all types of providers that provide services under this waiver;

2, Assurance that the standards of any state licensure or certification requirements specified in Appendix C are met
for services or for individuals furnishing services that are provided under the waiver, The state assures that these
requirements are met on the date that the services are furnished; and,

3. Assurance that all facilities subject to §1616(c) of the Act where home and community-based waiver services are
provided comply with the applicable state standards for board and care facilities as specified in Appendix C,

B. Financial Accountability. The state assures financial accountability for funds expended for home and community-based
services and maintains and makes available to the Department of Health and Human Services (including the Office of the
Inspector General), the Comptroller General, or other designees, appropriate financial records documenting the cost of
services provided under the waiver. Methods of financial accountability are specified in Appendix 1.

C. Evaluation of Need: The state assures that it provides for an initial evaluation (and periodic reevaluations, at least
annually} of the need for a level of care specified for this waiver, when there is a reasonable indication that an individual
might need such services in the near future (one month or less) but for the receipt of home and cominunity-based services
under this waiver. The procedures for evaluation and recvaluation of level of care are specified in Appendix B,

D. Choice of Alternatives: The state assures that when an individual is determined to be likely to require the level of carc
specified for this waiver and is in a target group specified in Appendix B, the individual (or, legal representative, if
applicable) is:

1. Informed of any feasible alternatives under the waiver; and,

2. Given the choice of either institutional or home and community-based waiver services. Appendix B specifies the
procedures that the state employs to ensure that individuals are informed of feasible alternatives under the waiver
and given the choice of institutional or home and community-based waiver services.

E. Average Per Capita Expenditures: The state assures that, for any year that the waiver is in effect, the average per capita
expenditures under the waiver will not exceed 100 percent of the average per capita expenditures that would have been
nade under the Medicaid state plan for the level(s) of care specified for this waiver had the waiver not been granted, Cost-
neutrality is demonstrated in Appendix J.

F. Actual Total Expenditures: The state assures that the actual total expenditures for homne and community-based waiver
and other Medicaid services and its claim for FFP in expenditures for the services provided to individuals under the waiver
will not, in any year of the waiver period, exceed 100 percent of the amount that would be incurred in the absence of the
waiver by the state's Medicaid program for these individuals in the institutional setting(s) specified for this waiver.

G. Institutionalization Absent Waiver: The state assures that, absent the waiver, individuals served in the waiver would
receive the appropriate type of Medicaid-funded institutional care for the level of care specified for this waiver.

H. Reporting: The state assures that annually it will provide CMS with information concemning the impact of the waiver on
the type, amount and cost of services provided under the Medicaid state plan and on the health and welfare of waiver
participants. This information will be consistent with a data collection plan designed by CMS.

1. Habilitation Services. The state assurcs that prevocational, educational, or supported employment services, or a
combination of these services, if provided as habilitation services under the waiver are: (1) not otherwise available to the
individual through a local educational agency under the Individuals with Disabilities Education Act (IDEA) or the
Rehabilitation Act of 1973; and, (2) furnished as part of expanded habilitation services.

J. Services for Individuals with Chronic Mental Illness. The state assures that federal financial participation (FFP) will
not be claimed in expenditures for waiver services including, but not limited to, day treatment or partial hospitalization,
psychosocial rehabilitation services, and clinic services provided as home and community-based services to individuals
with chronic mental illnesses if these individuals, in the absence of a waiver, would be placed m an IMD and are: (1) age
22 to 64; (2) age 65 and older and the state has not included the optional Medicaid benefit cited in 42 CFR §440.140; or
(3) age 21 and under and the state has not included the optional Medicaid benefit cited in 42 CFR. § 440.160.
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6. Additional Requirements

Note: Item 6-I must be completed.

A. Service Plan. In accordance with 42 CFR §441.301(b)(1)(), a participant-centered service plan (of care) is developed for
each participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to the
service plan. The service plan describes: (a) the waiver services that are firnished to the participant, their projected
frequency and the type of provider that furnishes each service and (b) the other services (regardless of funding source,
including state plan services) and informal supports that complement waiver services in meeting the needs of the
participant, The service plan is subject to the approval of the Medicaid agency. Federal financial participation (FF P) isnot
claimed for waiver services furnished prior to the development of the service plan or for services that are not included in
the service plan.

B. Inpatients. In accordarice with 42 CFR §441.301(b)(1)(ii), waiver services are not furnished to individuals who are in-
patients of a hospital, nursing facility or ICF/IID.

C. Room and Board. In accordance with 42 CFR §441.310(2)(2), FFP is not claimed for the cost of room and board except
when: (a) provided as part of respite services in a facility approved by the state that is not a private residence or (b)
claimed as a portion of the rent and food that may be reasonably attributed to an unrelated caregiver who resides in the
same household as the participant, as provided in Appendix I.

D. Access to Services. The state does not limit or restrict participant access to waiver services except as provided in
Appendix C.

E. Free Choice of Provider. In accordance with 42 CFR §431.151, a participant may select any willing and qualified
provider to fumish waiver services included in the service plan unless the state has received approval to limit the number
of providers under the provisions of §1915(b) or another provision of the Act.

F. FFP Limitation, In accordance with 42 CFR §433 Subpart D, FFP is not claimed for services when another third-party
(e.g., another third party health insurer or other federal or state program) is legally liable and responsible for the provision
and payment of the service. FFP also may not be claimed for services that are available without charge, or as free care to
the community. Services will not be considered to be without charge, or free care, when (1) the provider establishes a fee
schedule for each service available and (2) collects insurance information from all those served (Medicaid, and non-
Medicaid), and bills other legally liable third party insurers. Alternatively, if a provider certifies that a particular legally
liable third party insurer does not pay for the service(s), the provider may not generate further bills for that insurer for that
annual period.

G. Fair Hearing: The state provides the opportunity to request a Fair Hearing under 42 CFR §431 Subpart E, to individuals:
() who are not given the choice of home and community-based waiver services as an alternative to institutional leve] of
care specified for this waiver; (b) who are denied the service(s) of their choice or the provider(s) of their choice; or (c)
whose setvices are denied, suspended, reduced or terminated. Appendix F specifies the state's procedures to provide
individuals the opportunity to request a Fair Hearing, including providing notice of action as required in 42 CFR §431.210.

H. Quality Improvement. The state operates a formal, comprehensive system to ensure that the waiver meets the assurances
and other requirements contained in this application. Through an ongoing process of discovery, remediation and
improvement, the state assures the health and welfare of participants by monitoring: (2) level of care determinations; (b)
individual plans and services delivery; (c) provider qualifications; (d) participant health and welfare; () financial oversight
and (f) administrative oversight of the waiver. The state further assures that all problems identified through its discovery
processes are addressed in an appropriate and timely maarner, consistent with the severity and nature of the probler.
During the period that the waiver is in effect, the state will implement the Quality Improvement Strategy specified in
Appendix H.

I. Public Input. Describe how the state secures public input into the development of the waiver:
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Prior to drafting the new waiver, a forum sponsored by the Brain Injury Alliance of CT was held on September 17, 2013,
On October 7, 2013, comments were received from the Traumatic Brain Injury Advisory Board, Pursuant to Connecticut
General Statutes Section 17b-8, the Commissioner of Sociai Services shall publish & notice that the commissioner intends

2015 and published on the department's web site on October 27,2015. The two Connecticut tribes were notified on
October 8, 2015. No comments were received regarding this amendment, '

A public hearing was held on December 17, 2015. The Committees of cognizance did not approve submission of the
amendment. Public comment focused on the qualifications and experience of the proposed care mnanagers.

The department made modificaiions to the waiver amendment and reposted notice in the CT Law Journal on February 9,
2016 and on the DSS website on February 3, 2016. A 30 day comment period was provided that ended on March 10th.
Two comments were recefved. The first was from the Brain Injury Alliance of CT. BIAC was fully supportive of the

For this 2019 renewal application, the Department posted notice in the CT Law Journal on June 18,2019 and posted the

application on its web site on June 18, 2019 and solicited comments, The two Connecticut tribes were notified via emaj]
on June 18, 2019, Priorto submission, the application was presented to the CT Legislature's Committees of Cognizance
which approved the application submission.

J. Notice to Tribal Goversments. The state assures that it has notified in writing ali federally-recognized Tribal
Governments that maintain a primary office and/or majority population within the State of the State's inient to subrmit a
Medicaid waiver request or renewal request to CMS at least 60 days before the anticipated submission date is provided by
Presidential Executive Order 13 175 of November 6, 2000. Evidence of the applicabie riotice is available through the
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Medicaid Agency.

K. Limited English Proficient Persons. The state assures that it provides meaningful access to waiver services by Limited
Engilish Proficient persons in accordance with: (a) Presidential Executive Order 13166 of August 11, 2000 (65 FR 50121)
and (b) Department of Health and Human Services "Guidance to Federal Financial Assistance Recipients Regarding Title
VI Prohibition Against National Origin Discrimination A ffecting Limited English Proficient Persons" (68 FR 47311 -
August 8, 2003). Appendix B describes how the state assures meaningful access to waiver services by Limited Engish
Proficient persons. '

7. Contact Person(s)

A. The Medicaid agency representative with whom CMS should communicate regarding the waiver is:

Last Name:
[Bruni 1
First Name:
[Kathy I
Title:
IDirector,Home and commumity Based Services j
Agency: .
|CT Department of Social Services —I
Address:
|5_5 Farmington Ave ]
Address 2: ‘ :
| L 1
City:
[Hartford |
State: Connecticut
Zip: .
Phone:
[es0) 4245177 [ Ext] 1L ry
Fax: |
k860) 424-1963 |
E-mail:

Ikathy.a.brurﬁ@ct. gov j

B. I applicable, the state operating agency representative with whom CMS should communicate regarding the waiver is:

| |

Last Name:

First Name;

Title:

I 1

Agency:
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Address:

L - |
Address 2:

[ |
City: .

] |

State; Connecticut
Zip:

L 1
Phone:

| |Ext:| j | TTY
Fax:

I _
E-mail;

8. Authorizing Signature

This document, together with Appendices A through J, constitutes the state's request for a waiver under §1915(c) of the Social
Security Act. The state assures that all materials referenced in this waiver application (including standards, licensure and
certification requirements) are readily available in print or electronic form upon request to CMS through the Medicaid agency or,
if applicable, from the operating agency specified in Appendix A. Any proposed changes to the waiver will be submitted by the
Medicaid agency to CMS in the form of waiver amendments.

Upon approval by CMS, the waiver application serves as the state's authority to provide home and community-based waiver
setvices to the specified target groups. The state attests that it will abide by all provisions of the approved waiver and will
continuously operate the waiver in accordance with the assurances specified in Section 5 and the additional requirements specified
in Section 6 of the request.

Signature: L ' —I

State Medicaid Director or Designee

Submission Date: |

Note: The Signature and Submission Date fields will be automatically completed when the State
Medicaid Director submits the application.

Last Name:

IMcEvoy ]
First Name: )

|Kate I
Title:

IDirector, Division of Health Services ]
Ageney:

Igl" Department of Socail Services I
Address:

[55 Farmington Ave |

: Oo/t204
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Address 2:
| | ]
City:
I}linford ' ]
State: ' ‘ Connecticut
Zip:
06105 - ]
Phone: .
[(860) 4245383 | Ex:| 1 1y
Fax:
|(860) 424-4963 |
E-mail:

Attachments I}:tc.mcevoy@ct.gov I

Attachment #1: Transition Plan
Check the box next to any of the following changes from the current approved waiver, Check all boxes that apply.

] Replacing an approvéd waiver with this waiver.

L Combining waivers.

H Splitting one waiver into two waivers.

Eliminating a service.

L] Adding or decreasing an individual cost limit pertaining to eligibility.

] Adding or decreasing limits to a'service or a set of services, as specified in Appendix C.

] Reducing the unduplicated count of participants (Factor C),

H Adding new, or decreasing, a limitation on the number of participants served at any point in time.

L] Making any changes that could result in some participants losing eligibility or being transferred to another waiver
under 1915(c) or another Medicaid anthority.

L Making any changes that could result in reduced services to participants.

Specify the transition plan for the waiver:

Replacing Specialized medical Equipment service with Assistive Technology which is a more accurate description of the
services provided.

Attachment #2: Home and Community-Based Settings Waiver Transition Plan

Specify the state's process to bring this waiver into compliance with federal home and community-based (HCB) settings
requirements at 42 CFR 441.301(c)(4)-(5), and associated CMS guidance.

Consult with CMS for instructions before completing this item. This field describes the status of a transition process at the point in
time of submission. Relevant information in the planning phase will differ Jrom information required 10 describe attainment of
milestones. '

To the extent that the state has submitted a statewide HCB settings transition Dplan to CMS, the description in this fleld may
reference that statewide plan. The narrative in this field must include enough information to demonstrate that this waiver
complies with federal HCB seitings requirements, including the compliance and transition requirements at 42 CFR 441.301¢c)(6),
and that this submission is consisient with the portions of the statewide HCB seltings transition plan that are germane to this
waiver. Quote or summarize germane portions of the statewide HCB settings transition plan as required.

Note that Appendix C-5 HCB Settings describes settings that do not require transition; the settings listed there meet federal HCB
seiting requirements as of the date of submission. Do not duplicate that information here.

Update this field and Appendix C-5 when submitting a renewal or amendment to this waiver Jor other purposes. It is not
necessary for the state to amend the waiver solely for the purpose of updating this field and Appendix C-5. At the end of the siate's
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HCB settings transition process for this waiver, when all waiver settings meet federal HCB setting requirements, enter
"Completed” in this field, and include in Section C-5 the information on all HCB settings in the waiver.

The state assures that the settings transition plan included with this waiver renewal will be subject to any provisions or
requirements included in the State’s approved Statewide Transition Plan. The State will implement any required changes upon
approval of the Statewide Transition Plan and will make conforming changes to fts waiver when it submits the next amendment
or renewal,

Additional Needed Information (Optional)

Provide additional needed information for the waiver (optional):

The state will assess the settings in which waiver applicants reside for compliance with the new rules as they apply for and are
assessed for participation in the waiver. Waiver participants reside in their own homes, apartments or with family members,
Under this waiver, participants may also choose to reside in provider owned homes. Prior to an individual accessing any of the
services listed below the state will verify that the provider owned or controlled setting comports with CMS home and
community based settings requirements through its person centered assessment process. The person centered assessment is
completed to determine functional eligibility for the waiver and must be completed prior to waiver services being authorized to
begin. If the case manager assesses that the setting is not compliant with the new rules, they will discuss and offer the participant
alternative settings that would be compliant. The applicant could choose another setting or remain in their current setting. If

they stay in the setting that has been assessed not to be compliant, they would not be approved to receive services under this
waiver,

When a waiver participant chooses to live in a provider owned setting the department’s social worker will, prior to initiating
services, utilize a checklist that will ensure within the setting that:

-the person has a lease

-the individual has privacy including lockable doors

-have a choice of roommates

-freedom to control their own schedules

-free to have visitors

-is integrated into the community and facilitates access to community activities such as movies, shopping, recreational activities

To meet this requirement on an ongoing basis, case managers will continue to review the participant’s choice of settings at
reassessments and team meetings. This will ensure that all settings where individuals receive services will continue to meet the
HCB settings requirements on an ongoing basis. The department has included questions in its assessment/reassessment
instrument that specifically addresses the settings requirements. This is done for all waiver participants and became effective
June 1, 2018, In addition to the individual review of the setting done by the case manager, the state will also verify compliance
with the seftings requirements during the provider credentialing and re-credentialing process. Currently providers are
credentialed every two years.We have reviewed existing regulations for other waivers that provide this service. The current
regulations contain no anguage that is out of compliance with the settings requirements.

Appendix A: Waiver Administration and Operation

1. State Line of Authority for Waiver Operation. Specify the siate line of authonty for the operation of the waiver (select
oney:

@ The waiver is operated by the state Medicaid agency.
Specify the Medicaid agency division/unit that has line authority for the operation of the waiver program (sefect one):
® The Medical Assistance Unit.

Specify the unit name: )
HCBS Community Options Unit ]
(Do not complete item A-2)

O Another division/unit within the state Medicaid agency that is separate from the Medical Assistance Unit.
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Specity the division/unit name. This includes administrations/divisions under the umbrella agency that has been
identified as the Single State Medicaid Agency.

(Complete item A-2-a).
O The waiver is operated by a separate agency of the state that is not a division/unit of the Medicaid agency.

Specify the division/unit name:

In accordance with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the administration
and supervision of the waiver and issues policies, rules and regulations related to the waiver. The interagency
agreement or memorandum of understanding that sets forth the authority and arrangements for this policy is available
through the Medicaid agency to CMS upon request. (Complete item A-2-5).

Appendix A: Waiver Administration and Operation

2. Oversight of Performance.

a. Medicaid Director Oversight of Performance When the Waiver is Operated by another Division/Unit within
the State Medicaid Agency. When the waiver is operated by another division/administration within the umbrella
agency designated as the Single State Medicaid Agency. Specify (a) the functions performed by that
division/administration (i.e., the Developmental Disabilities Administration within the Single State Medicaid
Agency), (b) the document utifized to outline the roles and responsibilities related to waiver operation, and (c) the
methods that are employed by the designated State Medicaid Director (in some instances, the head of umbrella
agency) in the oversight of these activities: : ’

As indicated in section 1 of this appendix, the waiver is not operated hy another division/unit within the
State Medicaid agency. Thus this section does not need to he completed.

b. Medicaid Agency Oversight of Operating Agency Performance. When the waiver is not operated by the
Medicaid agency, specify the functions that are expressly delegated through a memorandum of understanding
(MOU) or other written document, and indicate the frequency of review and update for that document. Specify the
methods that the Medicaid agency uses to ensure that the operating agency performs its assigned waiver
operational and administrative functions in accordance with waiver requirements. Also specify the frequency of
Medicaid agency assessment of operating agency performance:

As indicated in section 1 of this appendix, the waiver is not operated by a separate agency of the State. Thus
this section does not need to be completed.

Appendix A: Waiver Administration and Operation

3. Use of Contracted Entities. Specify whether contracted entities perform waiver operational and adminisirative functions
on behalf of the Medicaid agency and/or the operating agency (if applicable) (select one):
® Yes. Contracted entities perform waiver operational and administrative functions on behalf of the Medicaid
agency and/or operating agency (if applicabie). '
Specify the types of contracted entities and briefly describe the functions that they perform. Complete Items A-5 and
A-6.:
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DSS contracts with a non-profit fiscal intermediary that does not provide ABI Waiver Services. They provide
fiduciary, training, and credentialing services. (See Items A-5 and A-6).

The Brain Injury Alliance of CT (BIAC) contract is an infrastructure grant to support organization generél advocacy
activates. It is not client-based contract, but BIAC has the capacity and does support participants. They provide
advocacy, support groups and client support at team meetings on a self referred basis.

DSS also contracted with providers of care management effective 5/1/16. The providers were selected as the result
of a competitive procurement. We anticipate a reprocurement for care management by 2022.

O No. Contracted entities do not perform waiver oberationnl and administrative functions on behalf of the
Medicaid agency and/or the operating agency (if applicable).

Appendix A: Waiver Administration and Operation

4. Role of Local/Regional Non-State Entities. Indicate whether local or regional non-state entities perform waiver
operational and administrative functions and, if so, specify the type of entity (Select One):

® Not applicable
0O Applicable - Local/regional non-state agencies perform waiver operational and administrative functions.
Check each that appiies:

] Local/Regional non-state public agencies perform waiver operational and administrative functions at the local
or regional level. There Is an interagency agreement or memorandum of unde rstanding between the State
and these agencies that sets forth responsibilities and performance requirements for these agencies that is
available through the Medicaid agency.

Specify the nature of these agencies and complete items A-5 and A-6:

[ Local/Regional non-governmental non-state entities conduct waiver operational and administrative functions
at the local or regional level. There is a contract between the Medicaid agency and/or the operating agency
(when authorized by the Medicaid agency) and each local/regional non-state entity that sets forth the
responsibilities and performance requirements of the local/regional entity. The contraet(s) under which private
entities conduct waiver operational functions arc available to CMS upon request through the Medicaid agency or
the operating agency (if applicable).

Specify the nature of these entities and complete items A-5 and A-6:

Appendix A: Waiver Administration and Operation

S. Responsibility for Assessment of Performance of Contracted and/or Local/Regional Non-State Entities. Specify the
state agency or agencies responsible for assessing the performance of contracted and/or local/regional non-state entitiss in
conducting waiver operational and administrative functions:
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The Department of Social Services (i.e., Community Options and Quality Assurance units) is responsible for assessing
the performance of the fiscal intermediary which performs operational and administrative duties for the ABI Waiver. The
Fl'is responsible for provider credentialing so that the provider may directly enroll with the state's MMIS contractor,

This entity also does payroll processing for self-directed staff and claims processing to the MMIS on behalf of

performing service providers and reimburses providers for services provided. They coordinate training for all provider
types and conduct trainings employers/participants who chooss to self-direct their staff, i

The DSS HCBS Community Options umit is responsible to monitor the performance of the contracted care management
providers. :

Appendix A: Waiver Administration and Operation

6. Assessment Methods and Frequency. Describe the methods that are used to assess the performance of contracted and/or
local/regional non-state entities to ensure that they perform assigned waiver operational and administrative functions in

accordance with waiver requirements. Also specify how frequently the performance of contracted and/or local/regional
non-state entities is assessed:

DSS dircetly ensures that all waiver services must be included in a plan of care that is signed by the consumer, case
manager and department prior to implementation of services. DSS has a contract with a fiscal intermediary to perform
operational/administrative duties. The department assesses the performance of waiver functions, for which the
contractor responsible, on an ongoing and regular basis, using diverse methods. These methods and frequency of their
use are specified below: ‘

1. Quarterly and ad hoc reports from the fiscal intermediary (Al Functions)

2. Annual on-site visits to review operational and administrative functions (All Functions)

3. DSS staff attends trainings administered/approved by the fiscal intermediary to assess quality and consistency (2 times
annually} (Training Function)

4. Annual on site record reviews of client records by case management agency.

5. Review of required case i'nanagemént agency client satisfaction surveys data

6. DSS staff attends a number of forums to gather information in each area of the state about how the Waiver is
functioning. These include but are not limited to the following;

a. Brain Injury Alliance of Connecticut support group meetings (1 in each of Connecticut's 3 geographic regions).
Participants: persons with brain injuries (Waiver and non-waiver) and their family members. (All Functions with an
emphasis on claims payment for self-directed services, general responsiveness) '

b. The Traumatic Brain Injury Advisory Committee (All Functions with an emphasis on provider recruitment, training,
and credentialing) .
c. Provider Council Meetings facilitated by the Brain Injury Alliance of Connecticut (BIAC) (bi-monthly). Participants:
ABI Waiver Providers(Ali Functions with an emphasis on provider credentialing and vendor claims payment)

Attendance at each of these forums provides department staff with feedback on the performance of the FI functions, it is
an open forum where consumers are encouraged to share experiences with the FI both positive and negative. We seek
feedback on payroll processing, frequency and quality of training and claims payment,

7. Ongoing correspondence between the fiscal intermediary and DSS staff regarding progress on deliverables (e.g., claims
processing, training schedules, numbers of credentialed providers, etc.) (All Functions)

8. A bi-annual survey of waiver participants is issued to consumers, advocates and providers to gauge the functioning of
the Waiver, including its fiscal intermediary. (All Functions with an emphasis on claims payment for self-directed
services, general responsiveness) ‘

9. DSS shall facilitate an interagency advisory board established pursuant to statutory requirements consisting of
consumers, waiver providers and others to study the impact of the cost cap and other matters the Board deems appropriate
by February 1, 2015. (All Functions)

The aforementioned approaches aid the department in measuring, observing and secking feedback of the contracted )
provider in regard to performance of assigned duties.

Appendix A: Waiver Administration and Operation
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7. Distribution of Waiver Operational and Administrative Functions. In the following table, specify the entity or entities
that have responsibility for conducting each of the waiver operational and administrative functions listed (check each that

applies):

In accordance with 42 CFR §431.10, when the Medicaid agency does not directly conduct a function, it supervises the
performance of the function and establishes and/or approves policies that affect the function, All functions not performed
directly by the Medicaid agency must be delegated in writing and monitored by the Medicaid Apency. Note: More than
one box may be checked per item. Ensure that Medicaid is checked when the Single State Medicaid Agency (1} conducts
the function directly; (2} supervises the delegated function; and/or (3) establishes and/or approves policies related to the

Junction.

Function

Medicaid Agency

Contracted Entity

[Participant waiver enrollment

'Whiver enroliment managed against approved limits

Waiver expenditures managed against approved levels

Level of care evaluation

Review of Participant service plans

[Prior authorization of waiver services

!Utilization management

Qualified provider enrollment

Execution of Medicaid provider agreements

Establishment of a statewide rate methodology

Rules, policies, procedures and information development governing the waiver program

IQuality assurance and quality improvement aetivities

) S]] ey Wy e s e Re) el M) e

X O O O X X O O] 3| X} O] X

Appendix A: Waiver Administration and Operation

Quality Improvement: Administrative Authority of the Single State Medicaid

Agency

As a distinct component of the States quality improvement strategy, provide information in the Jollowing ﬁelds'to detail the States

methods for discovery and remediation.

a. Methods for Discovery: Administrative Authority

The Medicaid Agency retains ultimate administrative authority and responsibility for the operation of the waiver
program by exercising oversight of the performance of waiver functions by other state and local/regional non-state

agencies (if appropriate) and contracted entities.

i. Performance Measures

For each performance measure the State will use to assess complinnce with the statutory assurance, complete
the following. Performance measures for administrative authority should not duplicate measures found in other
appendices of the waiver application. As necessary and applicable, performance measures should focus on:

= Uniformity of development/execution of provider agreements throughout all geographic areas covered by

the waiver

= Equitable distribution of waiver openings in all geographic areas covered by the waiver
» Compliance with HCB settings requirements and other new regulatory components (for waiver actions

submitted on or after March 17, 2014)

Where possible, include numerator/denominator.

e the State {o analvze

aid assess progress toward the performance measure. In this section provide inforimation on the method by which

h Source ta is a d statistically/deductively or in

ively, ho es are |

tified or conclysi
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FODEL

Number and percent of case management providers that receive both a clinical and
adminisirative review by department staff on an annual basis.

Data Source (Sclect one):
Record reviews, on-site
If "Other' is selected, specify:

Frequency of data

Sampling Approach(check

Responsible Party for data
collection/generation(check | collection/generation(check |each that applies):
each that applies): each that applies):
X! State Medicaid U Weekly L1 100% Review
Agency
0 Operating Agency D Monthly B Less than 100%
Review
L Sub-State Entity 0 Quarterly O Representative
Sample
Confidence
Interval =
X Other X Annually O Stratified
Specify: Describe Group:
contracted case
management provider
L] Continuously and 0 Otber
Ongoing Specify:

O Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency

O Weekly

[ Operating Agency

[ Monthly

Page 17 of 223
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Responsible Party for data aggregation | Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
L1 Sub-State Entity [ Quarterly
[ Other
Specify:
X1 Annually
L Continuously and Ongeing
O Other
Specify: -
Performance Measure:

Number and percent of claims paid in accordance with the participant's authorized
services. Numerator= authorized claims payments, Denominator= number of payments.

Data Source (Select one):

Reports to State Medicaid Agency on delegated Administrative functions

If 'Other’ is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach(check
collection/generation(check | collection/generation(check | each that applies):
each that applies): each that applies):
L1 State Medicaid [ Weekly 100% Review
Agency
0 Opcerating Agency [ Monthly L s than 100%

Review

[ Sub-State Entity

Quarterly

0 Representative
Sample
Confidence
Interval =

Other [ Annnatly [ Stratified
Specify: Describe Group:
IMMIS contractor |
0 Continunously and [ Other
Ongoing Specify:

Page 18 of 223
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_

L] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
amalysis(check each that applies):

B State Medicaid Agency

L Weekly

O Operating Agency

LI Monthly

0] Sun-State Entity

Quarterly

Other
Specify:

lMMIS coniractor ' |

O Annually

O Continuously and Ongoing

O Other
Specify:

Performance Measure:

Number of hackground checks conducted by the fiscal intermediary in accordance with

contract requirements. Numerator = number of background checks completed according to

contract requirements and demominator = number of background checks completed

Data Source (Select one):

Reports to State Medicaid Agency on delegated Administrative functions

If 'Other is selected, specify:

Responsihle Party for data | Frequency of data Sampling Approach{check
collection/generation(check | collection/generation(check |each that applies):
each that applies): each that applies):

[ State Medicaid [ weekty X 100% Review

Agency
[ Operating Agency L] Monthly [ Less than 100%
Review
O Sub-State Entity Quarterly [ Representative

Page 19 of 223
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Sample
Confidence
Interval =

Other [ Annually [ Stratified
Specify: Describe Group:
Eisca] Intermediary |
[ Continuously and L Other
Ongoing Specify:

L1 other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation | Frequency of data aggregation and
and analysis (check each that applies): analysis{check each that applies):
State Medicaid Agency L Weekly
L1 Operating Agency L] Monthty
L Sub-State Entity Quarterly
L] Other
Specify:
O Annually
[ Continuctsly and Ongoing ‘
O Other
Specify:
Performance Measure:

Page 20 of 223
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Number and Percent of new waiver providers who complete required training prior to
delivery of services. Numerator = number of new wajver providers who received training
prior to service delivery and denominator = total number of new providers trained.

Data Source (Select one): :
Reports to State Medicaid Agency on defegated Administrative functions
If "Other' is selected, specify:

Responsible Party for data Frequency of data Sampling Approach(check
collection/generation(check collection/generation(check | each that applies):
each that applies): each that applies):
L1 State Medicaid LT Weekdy 100% Review
Agency
O Operating Agency O Montbly O Less than 100%
Review
O Sub-State Entity Quarterly O Representative
" Sample
Confidence
Interval =
Other [ Annaany [ Stratified
Specify: Describe Group:

@cal Intermediary —l

0 Continuonsly and O Other
Ongoing Specify:
[ Other
Specify:

_

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and
and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency O Weekly
[ Operating Agency O Monthly
L] Sub-State Entity , Quarterly

Page 21 of 223
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Responsible Party for data aggregation | Frequency of data aggregation and
and analysis (check each that applies): analysis{check each that applies).
(x] Other
Specify:
pecily [ Annually
lFiscai Intermediary }
[] Continuously and Ongoing
[ Other
Specify:
Performance Measure:

Number and percent of data reports specified in the agreement with the Medicaid Agency

that were submitted on time and in the correct format by the Fiscal Intermediary.

Numerator = number of on time reports Denominator=total number of reports received.

Data Source (Select one):
Other
If 'Other' is selected, specify:

Reports from the fiscal intermediary

Responsible Party for data

Frequency of data

Sampling Approach(check

collection/generation(check | collection/generation(check { each that applies):
each that applies): each that applies).
X1 Seate Medicaid [ Weekly 100% Review
Agency
[ operating Agency L1 Monthiy [ Less than 100%
Review
O Sub-State Entity Quarterly [ Representative
Sample
Confidence
Interval =
Other [ Anaually LI Steatified
Specify: Describe Group:
Fiscal Intermediary-
Allied Community
Resources
ontinuously an ther
Continuously and L ot
Ongoing Specify:

Page 22 of 223
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O Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
amalysis(check each that applies):

' State Medicaid Agency L Weekty
O Operating Agency [ Monthly
U Sub-State Entity (I Quarterly
. Other
Specify: O Aunnually
|Fiscal Intermediary |

Centinuously and Ongoing

O Other
Specify:

fi. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible

The Community Options unit manager and director have ongoing correspondence with the fiscal intermediary,
including a monthly conference call to proactlvely address any issues or potential issues. Public Assistance

Consultant, a member of the Community Options staff has ongoing correspondence with the fiscal intermediary,
including a bi-weekly conference call to proactively address eligbility/claims issues.

b. Methods for Remediation/Fixing Individual Problems

i. Describe the States method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these ftems.

A Central Office staff, who will be assigned oversight of the contract and the fiscal intermediary and serve the
point person for all problems that may occur. The staff member will hear and assess the problem, contact any
person or depariment that needs to address the problem and then follow up to assure there has been resolution.
The Department maintains a corrective action log regarding identified problems and related resolution.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (mcludmg trend identification)
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Responsible Party(check each that applies):

Frequency of data aggregation and analysis

Page 24 of 223

(check each that applies):
State Medicaid Agency L] Weekly
O Operating Agency | L Monthly
[ Sub-State Entity L] Quarterly
Other
Specily: O Annually

‘Eiseal Intermediary T

Continuously and Ongoing

[ Other
Specify:

¢. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Administrative Authority that are currently non-
operational.

@ No
o Yes

Please provide a detailed strategy for assuring Administrative Authority, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.

Appendix B: Participant Access and Eligibility

B-1: Specification of the Waiver Target Group(s)

a, Target Group(s). Under the waiver of Section 1902(a)(10)(B) of the Act, the state limits waiver services to one or more
groups or subgroups of individuals. Please sec the instruction manual for specifics regarding age limits. In accordance
with 42 CFR §441.301(b}(6), select one or more waiver target groups, check each of the subgroups in the selected target
group(s) that may receive services under the waiver, and specify the minimum and maximum (if any) age of individuals
served in each subgroup: ‘

Maximam Age
Target Group Included Target SubGroup Minimum Age | Maximom Age |No Maximom Age
Limit Limit
= =5 T - R o
O |
L IDisabled {(Physieal)
D isabled (Other)
rain Injury 18
0 [aviams
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Maximum Age
Target Group Included Target SubGroup Minimum Age Maximum Age |No Maximum Age
Limit Limit
O [Medicany Fragite 1
|:| Technology Dependent

[Mental Iliness

|:| ISerious Emotional Disturbance

b. Additional Criteria. The statc further specifies its target group(s) as follows:

ABI Waiver Il applicants must be age 18 through 64. ABI Waiver I applicants must have sustained a brain injury and
complete the eligibility assessment process prior to age 65. Participants who turn age 65 would be offered a choice to

remain on the ABT Waiver, access institutional piacement, or transition to the Home and Community-Based Services
Elder Waiver, which serves clients age 65 and over, :

¢. Transition of Individuals Affected by Maximum Age Limitation, When there is 2 maximum age limit that applies to
individuals who may be served in the waiver, describe the transition planning procedures that are undertaken on behalf of

participants affected by the age limit (select one):
® Not applicable. There is no maximum age limit

O The following transition planning procedures are employed for participants who will reach the waiver's
maximum age limit.

Specify:

Appendix B: Participant Access and Eligibility
B-2: Individual Cost Limit (1 of 2)

a. Individual Cost Limit. The following individual cost limit applies when determining whether to deny home and

- community-based services or entrance to the waiver to an otherwise cligible individual (select ong). Please note that a state
may have only ONE individual cost limit for the purposes of determining eligibility for the waiver:

© No Cost Limit. The state does not apply an individual cost limit. Do not complete Item B-2-b or item B-2-c.

@ Cost Limit in Excess of Institutional Costs. The state refuses entrance to the waiver to any otherwise eligible

individual when the state reasonably expects that the cost of the home and community-based services furnished to

that individual would exceed the cost of a level of care specified for the waiver up to an amount specified by the state.
Complete Items B-2-b and B-2-c. ' ' '

The limit specified by the state is (select one)

® A level higher than 100% of the institutional average.
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Specify the percentage:

o Other

Specify:

O Institutional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), the statc refuses entrance to the waiver to any otherwise
eligible individual when the state reasonably expects that the cost of the home and community-based_ services
furnished to that individual would exceed 100% of the cost of the level of care specified for the waiver. Complete
Items B-2-b and B-2-c. :

O Cost Limit Lower Than Institutional Costs. The state refuses entrance to the waiver to any otherwise qualified
individual when the state reasonably expects that the cost of home and community-based services furnished to that
individual would exceed the following amount specified by the state that is less than the cost of a level of care
specified for the waivet,

Specify the basis of the limit, including evidence that the limit is sufficient to assure the health and welfare of waiver
participants. Complete Items B-2-b and B-2-c.

The cost limit specified by the state is (select one):
O The following dollar amount:
Specity dollar amountzz
The dollar amount (select one)

O adjusted each year that the waiver is in effect hy applying the following formula:

Specify the formula:

o May be adjusted during the period the waiver is in effect. The state will submit a waiver
amendment to CMS to adjust the dollar amount.

O The following percentage that is less than 100% of the institutional aveﬁgc: ‘

Specify perccnt::

o Other:

Specify:

Appendix B: Participant Access and Eligibility
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-2: Individual Cost Limit (2 of 2)

b. Method of Implementation of the Individual Cost Limit. When an individual cost linit is specified in Item B-2-a,
specify the procedures that are followed to determine in advance of waiver entrance that the individual's health and welfare
can be assured within the cost limit:

DSS must determine that the cost of waiver services necessary to ensure the individual's health and safety does not i
exceed identified level of care annual cost limits. The ABI Waiver II utilizes four levels of care, each with different !
spending caps and an assessment tool is used to identify those individual needs and determine level of care. This same
fool is used to assess whose needs cannot be met within the cost cap. Applicants or participants whose health and safety
needs cannot be reasonably assured by the formal supports, informal supports and home and community-based services
within the waiver, will first be assessed to determine if a higher level of care within the waiver is applicable. If this is not
possible, the applicant or participant will not be enrolled or shall be dis-enrolled from the ABI Waiver I1. In the event that
an applicant is denied enrollment or a participant has services that are proposed to be reduced, suspended or terminated,
the applicant/participant is notified via a Medicaid Notice of Action (NOA) regarding their right to a fair hearing in i
accordance with the rules of the Department's Medicaid Program. !
c. Participant Safeguards. When the state specifies an individual cost limit in Ttem B-2-a and there is a change in the
participant's condition or circumstances post-entrance to the waiver that requires the provision of services in an amount
that exceeds the cost limit in order to assure the participant's health and welfare, the state has established the following
safeguards to avoid an adverse impact on the participant (check each that applies):

H The participant is referred to another waiver that can accommodate the individual's needs,

B Additional services in excess of the individual cost limit may be authorized.

Specify the procedures for authorizing additional services, including the amount that may be authorized:

When a consumer's Level of Care (LOC) is thought to be inappropriate, the case manager reassesses that individual,
with oversight by the Department's Community Options staff and a neuropsychologist if appropriate to ensure that
all necessary factors have been considered in assigning the care level. If the services cannot be accommodated
within an appropriate LOC, it is determined that & client does not qualify for services under the ABI Waiver 11, [fa
subsequent service reduction or termination is indicated, the client receives, as noted above, a Notice of Action that
sets forth the proposed denial/change. Clients are afforded the opportunity for a Fair Hearing in accordance with
Departmental Medicaid Policy. Service cannot be reduced until the hearing decision is issued if a client requests a
hearing within 10 days of the date of the NOA.

If aclient's needs cannot be accommodated at the level of care within the 150% cost cap a team meeting is held that
includes the participant and/or their representative, options are offered and if unsuccessful, verbal notice is given
followed the formal writien notice of action with appeal rights process is implemnented.

L] Other safeguard(s)

Specify:

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (1 of 4)

a. Unduplicated Number of Participants. The following table specifies the maximum number of unduplicated participants
who are served in each year that the waiver is in effect. The state will submit a waiver amendment to CMS to modify the
nuntber of participants specified for any year(s), including when a modification is necessary due to legislative
appropriation or another reason. The number of unduplicated participants specified in this table is basis for the cost- |
neutrality calculations in Appendix J:
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Table; B-3-a
Waiver Year -_Unduplicated Number of Participants
Year 1 | m_l
[Year 2 250
[Year 3 276
[Year 4 302
[vears 327

b. Limitation on the Number of Participants Served at Any Point in Time. Consistent with the unduplicated number of -
participants specified in Item B-3-a, the state may [imit to a lesser number the number of participants who will be served at
any point in time during a waiver year, Indicate whether the state limits the number of participants in this way: (select one)

O The state does not limit the number of participants that it serves at any point in time during a waiver
year.

@ The state limits the number of participants that it serves at any point in time during a waiver year.

The limit that applies to cach yeer of the waiver period is specified in the following table:

Table: B-3-b
Waiver Year Muil::i:ru;::i,::gil:?g:;za;’lzfeWEd
[Year 1 I 216 |
[Year 2 I 242 I
Year 3 268
Year 4 293
[Year 5 317

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (2 of 4)

¢. Reserved Waiver Capacity. The siate may reserve a portion of the participant capacity of the waiver for specified
purposes (g.g., provide for the community transition of institutionalized persons or furnish waiver services to individuals
experiencing a crisis) subject to CMS review and approval. The State (select one): '

O Not applicable. The state does not reserve capacity.

® The state reserves capacity for the following purpose(s).
Purpose(s) the state reserves capacity for:

Purposes

Reserved Capacity for DMHAS Acquired Braio Injury Services Program Participants

Reserved Capacity for Money Follows the Person Demonstration (MFP) Participants

Reserve capacity for those ABI 1 waiver participants who are unable to self direct PCA services and
need agancy based PCA
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Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (2 of 4)

Purpose (provide a title or short description to use for lookup):

‘Rcscrved Capacity for DMIIAS Acquired Brain Injury Services Program Participants —I

Purpose (describe):

The State reserves capacity to cover consumers transitioning from DMHAS Acquired Brain Injury
Services onto the ABI Waiver IL

Describe how the amount of reserved capacity was determined:

2018 for DMHAS Acquired Brain Injury Services particpants who are ready for discharge.

amount of reserved slots needed was identified by completed ABI Waiver and approved assessments in '

The capacity that the State reserves in each waiver year is specified in the following table:

Waiver Year Capacity Reserved
Year | 8
a2 | N

[Year 5 8

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (2 of 4)

Purpose (provide a title or short description to use for lookup):

IReserved Capacity for Money Follows the Person Demonstration (MFP) Participants ‘|

Purpose (describe): -

The State reserves capacity to cover consumers transitioning off of the Money Follows the Person
Demonstration (MFP) and onto the ABI Waiver II. The reservation of these ABI Waiver 1T slots is
required to maintain continuity of care post the MFP demonstration for consumers targeted for this waiver.

Deserihe how the ambunt of reserved capacity was determined:

Reserved capacity was determined by transition trend experiences in January 2018 through December
2018.

The capacity that the State reserves in each waiver year is specified in the following table:
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Waiver Year Capacity Reserved
Year 1 12
e ]
Year 4
[Year 5 16

Appendix B: Participant Access and Eligibility

B-3: Number of Individuals Served (2 of 4)

Purpose (provide a title or short description to use for lookup):

Reserve capacity for those ABI 1 waiver participants who arc unable to self direct PCA services and need
agancy based PCA :

Purpose (describe):

Self Directed PCA is avaiiable under the Medicaid state plan under the 1915(k} authority. Agency based
PCA is available in this waiver currently but not available in ABI waiver 1. We receive requests from
Waiver | participants to change to ABI Waiver 2 so that they can access the agency based services since
they are unable to continue to self direct their PCAs. Currently, these individuals are wait listed for access
to ABI 2. We are adding this reserve capacity to ensure a smooth transition without needing to be on a
waiting list. :

Describe how the amount of reserved capacity was determined:

The amount was based on our experience with ABI 1 participants requesting to change to Waiver 2.

The capacity that the State reserves in each waiver year is specified in the following table:

Waiver Year Capacity Reserved
[Year 1 10
rar?
[Year 3 “
=
[Year 5 10

Appendix B: Participant Access and Eligibility

B-3: Number of Individuals Served (3 of 4)

d. Scheduled Phase-In or Phase-Out. Within a waiver year, the state may make the number of participants who are served
subject to & phase-in or phase-out schedule (select one):

® The waiver is not subject to a phase-in or a phase-out schedule.

O The waiver is subject to a phase-in or phase-out schedule that is included in Attachment #1 to Appendix
B-3. This schedule constitutes an intra-year limitation on the number of participants who are served in
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_ the waiver.
e. Allocation of Waiver Capacity.

Select one:

® Waiver capacity is allocated/managed on a statewide basis.
O waiver capacity is allocated to local/regional non-state entities.
Specify: (a) the entities to which waiver capacity is allocated; (b) the methodology that is used to allocate capacity

and how ofteni the methodology is reevaluated; and, (c) policies for the reallocation of unused capacity among
local/regional non-state entities:

£ Selection of Entrants to the Waiver. Specify the policies that apply to the selection of individuals for entrance to the
waiver:

A recipient of medical assistance benefits who applies for coverage of acquired brain injury services and applicants for
acquired brain Injury services shall meet all requirements for eligibility in the Department's medical assistance program
that are applicable to disabled adulis as stated in the regulations promulgated by the Department and contained in its
Uniform Policy Manual pursuant to Section 17b-10 of the Connecticut General Statutes, including, without limitation, all
regulations establishing medical assistance eligibility requirements related to the filing of applications for assistance,
verifications, redeterminations, existence of a disabling condition, citizenship status, residency, institutional status,
assistance unit composition and income and asset limits.

-Applicants served on a first come first served basis, other than reserved capacity as noted above.

Applicants for acquired brain injury services are treated as if they were institutionalized and all medical assistance
eligibility rules that apply to institutionalized applicants or recipients of medical assistance benefits are also applied in the
same way to applicants or recipients of acquired brain injury services. Applicants and recipients for acquired brain injury
services are subject to the same rules that govern eligibility related to the transfer of assets and to the treatment of the
resources and income of spouses of ingtitutionalized applicants for assistance.

-Applicants to the ABI Waiver must also meet the following program criteria: ‘

1. The individual must have an Acquired Brain Injury, which is defined as any combination of focal and diffuse
central nervous system dysfunctions, both immediate and/or delayed, at the brain stem Ievel or above. These
dysfunctions may be acquired through the interaction of any external forces and the body, as well as through oxygen
deprivation, infection, toxicity, surgery and vascular disorders not associated with aging. These disorders are not
developmental or degenerative,

2. The individual must meet the level of care criteria;

3. The individual must be able to participate in the development of a service plan that offers an alternative to
institutionalization. Note: This provision allows for this role to be fulfilled by a conservator for applicants who have been
deemed incapable of managing their own affairs; and ‘

4. The total cost of the individual’s service plan, does not exceed 150% of the state’s projected expenditure if the
individual had been placed in or remained in institutional care,

The following supports the selection of individuals to the ABI Waiver:

~The Connecticut General Statutes 17b-260a-1 and proposed amended regulations

-DSS Universal Assessment utilized across all HCBS programs

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served - Attachment #1 (4 of 4)

Ansﬁers provided in Appendix B-3-d indicate that you do not need to complete tbis section.

Appendix B: Participant Access and Eligibility
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B-4: Eligibility Groups Served in the Waiver

a. 1. State Classification. The state is a (select one):
O §1634 State
O 85I Criteria State
® 209(b) State

2, Miller Trust State.
Indicatelwhether the state is a Miller Trust State (select one):

® No
O ves
b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this waiver are eligible under

the following eligibility groups contained in the state plan. The state applies all applicable federal financial participation
limits under the plan. Check all that apply:

Eligibility Groups Served in the Waiver (excluding the special kome and community-based waiver group under 42 CFR
§438.217)

0 Low income families with children as provided in §1931 of the Act

0 SSI recipients ’

B Aged, blind .0r disabled in 209(b) states who are eligible under 42 CFR §435.121
B Optional state supplement recipients

0 Optional categorically needy aged and/or disabled individuals who have income at:

Select one:

O 100% of the Federal poverty level (FPL)
O 9 of FPL, which is lower than 100% of FPL.

Specify percentage::

Bd Working individuals with disahilities who buy into Medicaid (BBA working disahled group as provided in
§1902(a)(10)(A)(i)(X1IT)) of the Act)

] Working individuals with disahilities who huy into Medicaid (TWWIIA Basic Coverage Group as provided in
§1902(a)(10)(A)(i)(XV) of the Act)

U Working individuals with disabilities who buy into Medicaid (TWWIIA Medical Improvement Coverage
Group as provided in §1902(a)(10)(A)(ii)(XVT) of the Act)

0 Disahled individuals age 18 or younger who would require an institutional level of care (TEFRA 134 eligibility
group as provided in §1902(e)(3) of the Act)

[ Medically needy in 209(b) States (42 CFR §435.330)
0 Medically needy in 1634 States and SSI Criteria States (42 CFR §435.320, §435.322 and §435.324)
Bd Other specified groups (include only statutory/regulatory refevence to reflect the additional groups in the state

plan that may receive services under this waiver) :

Specify:

’Persons defined as qualified severely impaired individuals in section 1619b and 1905(q) of the Social Security Act.

Special home and community-based waiver group under 42 CFR §435.217) Note: When the special home and
community-based waiver group under 42 CFR §435.217 is included, Appendix B-5 must be completed

0 No. The state does not furnish waiver services to individuals in the special home and community-hased waiver
group under 42 CFR §435.217. Appendix B-5 is not submitted.
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® Yes. The state furnishes waiver services to individuals in the special home and community-hased waiver group
under 42 CFR §435.217.

Select one and compiete Appendix B-5.

O All individuals in the special home and community-based waiver group under 42 CFR §435.217

® Only the following groups of individuals in the special home and community-based waiver group under 42
CFR §435.217 |

Check each that appiies:

Bg A special income level equal to:

Select one:

® 300% of the SSI Federal Benefit Rate (FBR) ‘
O A percentage of FBR, which is lower than 300% (42 CFR §435.236)

Specify percentage: :

o A dollar amount which is lower than 300%.

Specity doliar amount: :

[ Aged, blind and disabled individuals who meet requirements that are more restrictive than the SSI
program (42 CFR §435.121)

[ Medically needy without spend down in states which also provide Medicaid to recipients of SSI (42
CFR §435.320, §435.322 and §435.324)

O Medically needy without spend down in 209(h)‘States (42 CFR §435.330)

4 Aged and disabled individuals who have income at:

Select one:

O 100% of FPL
© % of FPL, which is lower than 100%.

Specify percentage amount::

[ Other specified groups (include only statutory/regulatory reference to reflect the additional groups in
the state plan that may receive services under this waiver)

Specify:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (1 of 7

In accordance with 42 CFR §441.303(e), Appendix B-5 must be completed when the state furnishes waiver services to individuals
in the special home and community-based waiver group under 42 CFR §435.217, as indicated in Appendix B-4. Post-eligibility
applies ony to the 42 CFR §435.217 group.

a. Use of Spousal Impoverishment Rules. Indicate whether spousal impoverishment rules are used to determine eligibility
for the special home and community-based waiver group under 42 CFR §435.217:
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Note: For the five-year period begirining Jaruary 1, 2014, the following instructions are mandatory. The following box
should be checked for all waivers that furnish waiver services to the 42 CFR §435. 217 group eﬁécnve at any point during
this time period

] Spousal impoverishment rules under §1924 of the Act are used to determine the eligibility of individuals with a
community spouse for the special home and community-based waiver group. In the case of a partu:lpant with a
community spouse, the state uses spousal post-eligibility rules under §1924 of the Act.

Complete ltems B-5-e (if the selection for B-d-a-i is SSI State or §1634) or B-5-f (if the selection for B-4-a-i is 209b
State) gnd Item B-5-g unless the state indicates that it also uses spousal post-eligibility rules for the tzme periods
before January 1, 2014 or after December 31, 2018.

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018 (select one).

® Spousal impoverishment rules under §1924 of the Act are used to determine the eligibility of individuals with a _
community spouse for the special home and community-based waiver group.

In the case of a participant with a community spouse, the state elects to (select one):

@ Use spousal post-eligibility rules under §1924 of the Act.
{Complete Item B-3-c (2095 State) and Item B-5-d)

O Use regular post-eligibility rules under 42 CFR §435.726 (SSI State) or under §435.735 (209b State)
(Complete Item B-5-c (209 State). Do not complete Item B-5-d)

o Spousal impoverishment rules under §1924 of the Act are not used to determine eligibility of individuals with a
community spouse for the special home and community-based waiver group. The state uses regular post-
eligibility rules for individuals with a community spouse.

{Complete Item B-5-c (2095 State). Do not complete frem B-5-d)

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (2 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018,

b. Regular Post-Eligibility Treatment of Income: SS1 State.

Answers provided in Appendix B-4 indicate that you do not need to complete this section and therefore this section .
is not visible.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (3 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018,
¢. Regular Post-Eligibility Treatment of Income: 209(B) State.

The state uses more restrictive eligibility requirements than SSI and uses the post-eligibility rules at 42 CFR 435.735 for
individuals who do not have a spouse or have a spouse who is not a community spouse as specified in §1924 of the Act.
Payment for home and community-based waiver services is reduced by the amount remaining after deducting the
following amounts and expenses from the waiver participant's income:

i. Allowance for the needs of the waiver participant (select one):

O The following standard included under the state plan
(select one):
O The following standard under 42 CFR §435.121

Specifv:
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o Optional state supplement standard.
o Medically needy income standard

O The special income level for institutionalized persons

(select one):

© 300% of the SSI Federal Benefit Rate (FBR)
O©a percentage of the FBR, which is less than 300%

Specify pércentage::

Oa dollar amount which is less than 300%.

Specify dollar amount:D

Ca percentage of the Federal poverty level

Specify percentage::

O Other standard included under the state Plan

Specify:

O The following dollar amount

Specify dollar amount:: If this amount changes, this item will be revised.

O The following formula is used to determine the needs allowance:

Specify:

® Other

Specify:

200% of Federal Poverty Level.

ii. Allowance for the spouse only (select one):

® Not Applicable

O The state provides an allowance for a spouse who does not meet the definition of a community spouse in

§1924 of the Act. Describe the circumstances under which this allowance is provided:

Specify:

Speciﬁ the amount of the allowance (select one):
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O The following standard under 42 CFR §435.121

Specify:

o Optional state supplement standard
0 Medically needy income standard

O The following dollar amount:

'Specify dollar amount:: If this amount changes, this item will be revised.

O The amount is determined using the following formula:

Specify:

iii. ANowance for the family (select one):-

O Not Applicable (see instructions)
O arpc need standard

® Med ically needy income standard
O The following dollar amount:

Specify dollar amount:: The amount specified cannot exceed the higher of the need standard for a

family of the same size used to determine eligibility under the State's approved AFDC plan or the medically
needy income standard established under 42 CFR §435.811 for a family of the same size. If this amount
changes, this item will be revised.

O The amount is determined using the following formula:

Specify:

O Other
Specify:

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party, specified
in 42 §CFR 435.726:

a Health insurance premijums, deductibles and co-insurance charges
b. Necessary medical or remedial care expenses recognized under state Jaw but not covered under the state's
Medicaid plan, subject to reasonable limits that the state may establish on the amounts of these expenses.

Select one:

o Not Applicable (see instructions)Note: If the state profects the maximum amount for the waiver participant,
not applicable must be selected.
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©. The state does not establish reasonable limits.

O The state establishes the following reasonable limits

Specify:

Page 37 of 223

Appendix B: Participant Access and Eligibility

B-5: Post-Eligibility Treatment of Income (4 of 7)

Note: The following selections apply for the time periods before January I, 2014 or after December 31, 2018.

d. Post-Eligibility Treatment of Income Using Spousal Impoverisbment Rules

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with a community spouse toward the cost of home and community-based care if it determines
the individual's eligibility under §1924 of the Act. There is deducted from the participant's monthly income a personal
needs allowance (as specified below), a community spouse's allowance and a family allowance as specified in the state
Medicaid Plan. The state must also protect amounts for incurred expenses for medical or remedial care (a3 specified

below).
i. Allowance for the personal needs of the waiver participant

(select one):
O sSIstandard
o Optional state supplement standard
o Medically needy income standard
O The special income level for institutionalized persons -
® 4 percentage of the Federal poverty level

Specify percentage:

O The following dollar amount:

Specify dollar amount:: If this amount changes, this item will be revised

O The following formula is used to determine the needs allowance:

Specify formula:

L

o) Other

Specify:

ii. If the allowance for the personal needs of a waiver participant with a community spouse is different from

the amount used for the individual's maintenance allowance under 42 CFR §435.726 or 42 CFR §435,735,
explain why this amount is reasonable to meet the individual's maintenance needs in the community,
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Select one:

@ Allowance is the same

o Allowance is different.

Explanation of difference:

jii. Amounts for incurred medical or remedial care expenses not subject to payment by a third party, specified
in 42 CFR §435.726:

a Health insurance premiums, deductibles and co-insurance charges |
b. Necessary medical or remedial care expenses recognized under state law but not covered under the state's ?_
Medicaid plan, subject to reasonable Fimits that the state may establish on the amounts of these expenses. '

Select one: _ : !

O Not Applicable (see instructions)Note: If the state protects the maximum amount for the waiver participant,
not applicable must be selected,

@ The state does not establisb reasonable limits. . !

O The state uses the same reasonable limits as are used for regular (non-spousal) post-eligibility,

Appendix B: Participant Access and FEligibility
‘ B-3: Post-Eligibility Treatment of Income (5 of7)

Note: The following selections apply for the five-year period beginning January I, 2014. .

e. Regular Post-Eligibility Treatment of Income: SSI State or §1634 State - 2014 through 2018.

Answers provided in Appendix B-4 indicate that you do not need to complete this section and therefore this section
is not visible, |

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (6 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

f. Regular Post-Eligibility Treatment of Income: 209(B) State - 2014 through 2018.

Answers provided in Appendix B-5-a indicate the selections in B-5-c also apply to B-5-f.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (7 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014. i‘
g. Post-Eligibility Treatment of Income Using Spousal Impoverishment Rules - 2014 through 2018.

The state uses the'post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with a commumity spouse toward the cost of home and community-based care. There is
deducted from the participant’s monthly income a personal needs allowance (as specified below), a community spouse's
allowance and a family allowance as specified in the state Medicaid Plan. The state. must also protect amounts for incurred
expenses for medical or remedial care (as specified below).

1
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Answers provided in Appendix B-5-a indicate the selections in B-5-d also apply to B-5-g.

Appendix B: Participant Access and Eligibility
B-6: Evaluation/Reevaluation of Level of Care

As specified in 42 CFR §441.302(c), the state provides for an evaluation (and periodic reevaluations} of the need for the level(s)
of care specified for this waiver, when there is a reasonable indication that an individual may need such services in the near
Juture (one month or less), but for the availability of home and community-based waiver services.

a. Reasonable Indication of Need for Services. In order for an individual to be determined to need waiver services, an
* individual must require: (a) the provision of at least one waiver service, as documented in the service plan, and (b) the
provision of waiver services at least monthly or, if the need for services is less than monthly, the partticipant requires
regular monthly monitoring which must be documented in the service plan. Specify the state's policies concerning the

reasonable indication of the need for services:

i. Minimum number of services.

The mimmum number of waiver services (one or more) that an individual must require in order to be determined to
need waiver services is;

ii. Fretjllency of services. The state requires (select one):
® The provision of waiver services at least monthly

o Monthly monitoring of the individual when services are farnished on a less than monthly basis

If the state also requires a minimum frequency for the provision of waiver services other than maonthly (e.g.,
quarterly), specify the frequency:

b. Responsibility for Performing Evaluations and Reevaluations. Level of care evaluations and reevaluations are
performed (select one):

@ Directly by the Medicaid agency
o By tbe operating agency specified in Appendix A

o By a government agency under contract with the Medicaid agency.

Specify the entity:

O Other
Specify:

¢. Qualifications of Individuals Performing Initial Evaluation: Per 42 CFR §441.303(c)(1), specify the
educational/professional qualifications of individuals who perform the initial evaluation of level of care for waiver
applicants:
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The department will utilize contracted case managers to complete an evaluation of the need or level(s) of care in
collaboration with a neuropsychologist who is familiar with the participant, Other qualified individuals will join the
interdisciplinary team as appropriate. This is done after the department's clinical staff perform a health screen, review of
the neuropsychological exam and level of care determination. The case managers who conduct the initial evaluations are
required to have no less than a masters degree in Social Work and be a licensed practitioner or have a Masters degrec in
Human Services, Counseling or Rehabilitative Counseling or be a registered nurse with no less than a bachelor's degree.
The Staff must have the ability to serve multicultural, multilingual populations; and the skill set to lead and facilitate the
Care Team that includes the participant’s team of providers and supporters, and reach consensus on the Service Plan, The
provider agency is also required to have 5 years experience in the provision of case management service and the
individual case manager is required to have at least two years experience in case management in health carc or human
services settings.

Neuropsychologist Qualifications: Licensure by the Connecticut Department of Public Health pursuant to Connecticut
General Statutes Sections. 20-186 to 20-195 are required to serve in this role. '

d. Level of Care Criteria. Fully specify the level of care criteria that are used to evaluate and reevaluate whether an
individual needs services through the waiver and that serve as the basis of the state's level of care instrument/tool. Specify .
the level of care instrument/tool that is employed. State laws, regulations, and policies concerning level of care criteria and
the level of care instrument/tool are available to CMS upon request through the Medicaid agency or the operating agency
(if applicable), including the instrument/tool utilized.
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The Department conducts level of care assessments to evaluate and reevaluate whether an individual needs services
through the waiver and the type of insiitutional care that the individual would otherwise require. The level of care
assessment is based upon information obtained from the individual, medical reports from his or her physician(s),
including a neuropsychologist, and any other clinical persormel who are familiar with the individual's case and history.

The ABI Waiver allows participants to be served at 150% of LOC. Ifa participant meets the criteria for more than one
institutional LOC, their care plan costs can be effectively met within the flexibility of the lower level,

As a means to guide this level of care assessment, Connecticut Department of Social Services utilizes form W-1034
Level of Care Determination: ABI Waiver Programs in accordance with, Connecticut Department of Social Services
Operating Policy effective 7/1/16 and pending regulations.

The four levels of care for the waiver are described as follows:

(1) Category I (NF level of carc): If the individual were not receiving services under the ABI
waiver program, the individual would require cars in a NF. The individual is considered to require
care in a NF if the individual resides in such a facility and the department or its agent determines that
the individual currently requires such level of care, or if the individual does not reside in such a
facility but has impaired cognition and, due to physical or cognitive deficits, requires physical
assistance, supervision or cueing, as described in section 17b-260a-3(46) of the Regulations of
Connecticut State Agencies, with two or more ADLs, including, but not limited to, eating, bathing,
dressing, toileting, and transferring;
(2) Category IT (ABINF level of care): If the individual were not receiving services under the ABI
waiver program, the individual would require care in an ABI NF. The individual is considered to
require care in an ABI NF if the individual resides in such a facility and the department or its agent
determines that the individual currently requires such level of care, or if the individual does not reside
in such a facility but has impaired cognition, impaired behavior requiring daily supervision or cueing,
as described in section 17b-260a-3(46) of the Regulations of Connecticut State Agencies, with two or
more ADLS, and a mental iliness that manifested itself before the brain injury occurred;
(3) Category III (ICF-1ID level of care): If the individual were not receiving services under the
ABI waiver program, the individual would require care in an ICF-IID. The individual is considered to
require care in an ICF-ID if the individual resides in such a facility and the department or its agent
determines that the individual currently requires such level of care, or if the individual does not reside
in such a facility but has impaired cognition, an ABI that occurred before the age of 22 and, due to
physical deficits, requires physical assistance with two or more ADLs; or
(4) Category IV (CDH level of care): If the individual were not receiving services under the ABI
waiver program, the individual would require care in a CDH. The individual is considered to requirc
care in a CDH if the individuat resides in such a facility and the department or its agent determines
that the individual currently requires such levei of care, or if the individual does not reside in such a
facility but has impaired cognition and impaired or abnormal behavior, and, due to physical or
cognitive deficits, requires physical assistance, supervision or cueing, as described in section 17b-
260a-3(46) of the Regulations of Connecticut State Agencies, with two or more ADLs. For purposes
of this category, “impaired or abnormal behavior” means that one or more behaviors is consistently
severely impaired or abnormal, and requires the availability of intensive and ongoing behavior
intervention to the extent that the individual would require care in a CDH if the individual were not
receiving services under the ABI waiver program. Behaviors that may meet this definition include:
engaging in inappropriate sexual activity; causing injury to others or self, or damage to property;
demonstrating physical or verbal aggression; demonstrating a consistent ongoing pattern of
wandering or elopement; engaging in socially offensive behavior; demonstrating withdrawal,
suseeptibility to victimization, impulsivity, intrusiveness, agitation or pica; or engaging in criminal
activity after the brain injury occurred.
¢. Level of Care Instrument(s), Per 42 CFR §441.303(c)(2), indicate whether the instrument/tool used to evaluate leve] of
carc for the waiver differs from the instrument/tool used to evaluate institutional level of care (select one):

® The same instrument is used in determining the level of care for the waiver and for institutional care under the
state Plan.

o A different instrument is used to determine the level of care for the waiver than for institutional care under the
state plan,
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Describe how and why this instrument differs from the form used to evaluate institutional ievel of care and explain
how the outcome of the determination is reliable, valid, and fully comparable,

f. Process for Level of Care Evaluation/Reevaluation: Per 42 CFR §441.303(c)(1), describe the process for evaluating
waiver applicants for their need for the level of care under the waiver. If the recvaluation process differs from the
evaluation process, describe the differences:

For the purposes of determining level of care, a Department of Social Services clinical staff make an initial determination

of the level of care of each applicant and then refer the application to the care management agency for assessment.

Information gathered for the evaluation/reevaluation of care is derived from interviews and includes a thorough

evaiuation of the clients individual circumstances and a neuropsychological evaluation/review if available. The

universal assessment is multi dimensional and covers a full range of domains. The level of care determination form (W-

1034} is used to summatize this information and confirm level of care. The care manager's face to face assessment

confirms or recommends modification of the department's level of care assignment. The reassessment process requires a

care manager to do an annual review of each applicant and the completion of the W-1034,

g. Reevaluation Schedule. Per 42 CER §441.303(c)(4), reevaluations of the level of care required by a participant are
conducted no less frequently than annually according to the following schedule (select one):

_O Every three months
0O Every six months
® Every twelve months

O Other schedule
Specify the other schedule:

h. Qualifications of Individuals Who Perform Reevaluations. Specify the qualifications of individuals who perform
reevaluations (select one):
® The qualifications of individuals who perform reevaluations are the same as individuals who perform initial
evaluations.
O The qualifications are different.
Specify the qualifications:

i. Procedures to Ensure Timely Reevaluations. Per 42 CFR §441.303(c)(4). specify the procedures that the state employs
to ensure timely reevaluations of level of care (specify): -

Reevaluations (reassessments) are conducted by the contracted care manager. DSS utilizes an electronic data base that

tracks reassessment due dates and completion of those reviews, The system generates reports of overdue reassessments.

" |Compliance with the reassessment process is verified during the on site reviews that will be conducted of each case

management providers

Jj- Maintenance of Evaluation/Reevaluation Records. Per 42 CFR §441.303(c)(3), the state assures that written and/or
clectronically retrievable documentation of all evaluations and reevaluations are maintained for 2 minimum petiod of 3
years as required in 45 CFR §92.42, Specify the location(s) where records of evaluations and reevaluations of level of care
are maintained:
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Written copies of the care plan evaluations and reevaluation documents are maintained by the Department of Social
Services in its electronic data base. This is done to conform with 42 CFR 441.303(c)(3) and 45 CFR 74.53. The DSS
case management database also retains an electronic record of the performance of evaluations and reevaluations, Care
management provider agencies also retain records for 8 minimum of 7 years

Appendix B: Evaluation/Reevaluation of Level of Care

Quality Improvement: Level of Care

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methods for Discovery: Level of Care Assurance/Sub-assurances
The state demonstrates that it implements the processes and instrument(s) specified in its approved waiver for
evaluating/reevaluating an applicant's/waiver participant's level of care consistent with level of care provided in a

hospital, NF or ICF/IID.

i. Sub-Assurances:

a. Sub-assurance: An evaluation for LOC is provided to all applicants for whom there is reasonable
indication that services may be needed in the future.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

Performance Measure:

Number and percentage of participants' initial LOC determinations
forms/instruments that were completed as required hy the state. Numerator=number
of initial assessments Denominator=number of new participants,

Data Source (Select one):

Other :

If 'Other’ is selected, specify:

Data collected in Community Options web based waiver system

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation {check each that applies).
{check each that applies):
State Medicaid LT weekty 100% Review
Agency
] Operating Agency [ Monthly [ Less than 100%
Review
[ Sub-State Entity n Quarterly [ Representative
Sample
Confidence
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Interval =
Other [ Annually L] Stratified
Specify: Describe Group:
p

lAcccss Agency ‘

] Continuously and ] Other

Ongoing Specify:
o Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | amalysis(check each that applies):
that applies).
State Medicaid Ageney [ Weekly
H Operating Agency [ Monthly
L1 Sub-State Entity L1 Quarterly
Other
Specify:
pecily O Annually
lAcceés Agency ‘
Continuously and Ongoing
[] Other
Specify:

Performance Measure:
Number and percentage of participants who received an initial level of care
determination indicating need for institutional level of care prior to receipt of waiver
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services, Numerator= participants who received an initial level of care determination
indicating need for institutional level of care prior to receipt of waiver services
Denominator=all new participants.

Data Source (Select one):

Other 7

If "Other is sclected, specify:

Reports from Community Options web based client data system

Responsible Party for Frequency of data Sampling Approach
data collection/generation {check each that applies):
collection/generation (check each thai applies):
{check each that applies):
X State Medicaid L] weekly X 100% Review
Agency ‘
0 Operating Apency 0 Monthly [ Less than 100%
Review
[ Sub-State Entity ] Quarterly L] Representative
' Sample
Confidence
Interval =
[ Other O Annually ' [ Stratified

Specify: Describe Group:

Continuously and [ Other
Ongoing Specify:

O Other
Specify:

Data Apgregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | amalysis(check each that applies):
that applies):

] State Medicaid Agency [ Weekly
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Responsible Party for data

Frequency of data aggregation and
aggregation and analysis (check each

analysis(check each that applies):

that appiies):
[ Operating Agency [ Monthly
0 Sub-State Entity ] Quarterly
[ Other
Specify:
[ Annually

[X] Continuously and Ongoing

[ Other
Specify:

b. Sub-assurance: The levels of care of enrolled participants are reevaluated at least annually or as
specified in the approved waiver.

Performance Measures

For each performance measure the State will use 10 assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, inchude numerator/denominator.

] ce measure, | de e gggregated data that will engble the State 1o
analyze and assess progress toward the performance megsure. In this section provide information on the
method by whi h source

is analyzed st leductively or | A how th

s ar
identified or conclusions drawn, and how recommendati

are formulated where appropriate.

Performance Measure:

The number and percent of annual reassessments and LOC determinations

completed timely on an annual basis. Numerator is number completed timely and
denominator is the total number completed

Data Source (Select one):
Record reviews, on-site
If 'Other’ is selected, specify:

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that appiies):
collection/generation {check each that applies):
{check each that applies):
State Medicaid U Weekly [ 100% Review
Agency :
0 Operating Agency [ Monthly Less than 100%
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Review

[ Sub-State Entity 0 Quarterly [ Representative

Sample
Confidence
Interval =

L

[ Other ] Annually 0 Stratified
Specify: Describe Group:

0 Continuously and L Other

Ongoing Specify:
[ Other
Specify:
Data Aggregation and Analysis:
Responsible Party for daia Frequency of data aggregation and
aggregation and analysis (check each | analysisicheck each that applies):
that applies):
E| State Medicaid Agency [ Weekly
L] Operating Agency L Monthly
[ Sub-State Entity _ L Quarterly
O Other
Specify:

Annually

L] Continuously and Ongoing

L] Other
Specify:
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Responsible Party for data Frequency of data aggregation and

aggregation and analysis (check gach analysis(check each that applies):
that applies):

¢. Sub-assurance: The processes and instruments described in the approved waiver are applied
appropriately and according to the approved description fo determine participant level of care.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denommator

met, whic, SQUFrc lata i zed statistically/de. l or i ively, h
identi] conclusions draw, d how r mendations are ted wh

Performance Measure:

Number and percentage of participants whose LOC determinations were made by a
case manager and approved by the department’s clinical HCBS staff.

Numerator=approved LOC determination Denommator=total number of LOC
determinations made.

Data Source (Select one):
Record reviews, on-site
If*Other’ is selected, specify:

Responsible Party for Frequency of data Sampling Approach
data collection/generation {check each that applies):
collection/generation {check each that applies):
{check each that applies):
State Medicaid LI Weekly ] 100% Review
Agency
[ Operating Agency | [ Monthly [ Less than 100%
) Review
[ Sub-State Entity 0 Quarterly H Representative
Sample
Confidence
Interval =
U other 0 Annuatly L] Stratified
Specify: Describe Group:
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X Continuously and 0 Other
Ongoing Specify:
[ Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | amalysis(check each that applies):
that applies):
B State Medicaid Agency L Weekty
O Operating Agency [ Monthly
ub-State En unarter
I Sub-state Entity o ly
U otber
Specify:

Annually

[ Continuously and Ongoing

L Other
Specify:

Performance Measure:
Number and percent of participants initial LOC determinations were made on the

state's approved forms/instruments. Numerator= initial LOC determinations made

on tbe state's approved forms/instruments Denominator= total initial LOC
determinations,

Data Source (Select one):
Record reviews, on-site
If *Other' is selected, specify:
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Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation {eheck each that applies):
{check each that applies):
State Medicaid 0 Weekly O 100% Review
Agency .
O Operating Agency O Monthly Less than 100%
Review
Ol Suh-State Entity Ol Quarterly O Representative
Sample
Confidence
Interval =
[ Other Annually O Stratified
Specify: Describe Group:

s R

L1 Continuously and O Other
Ongoing Specify:

O Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data - Frequency of data aggregation and
aggregation and analysis (check each | analysisicheck each that applies):
that applies):

State Medicaid Agency 0 Weekly

[ Operating Agency O Monthly

[ Sub-State Entity O Quarterly

[ Other .

Specify: ] g Annually.
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each  |amalysis(check each ihat applies):
that applies):

Continuously and Ongoing

O Other
Specify:

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

b. Methods for Remediation/Fixing Individual Problems
i, Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible partics and GENERAL methods for problem correction. In addition, provide mformatlon on
the methods uscd by the state fo document these items.

The case manager will re-assess a client if it appears that they require a different level of care, If it is determined
that a level of care is either too high or too low, the service plan is adjusted and a Notice of Action is sent to the
client. The consumer is afforded full access to the Medicaid appeals process, which is administered by the DSS
office of Legal Counsel, Regulations, and Fair Hearings,

Individual concerns regarding the health and safety of clients is reported to DSS HCBS staff, The Waiver
manager determines whether DSS' Quality Assurance division or clinical staff investigates the basis of the
complaint/referral. Once an investigation is completed HCBS or QA staff consults with the Waiver Manager who
makes determination if corrective action is pursued. For health and welfare matters the case managers monitor in
collaboration with department clinical staff monitor until a satisfactory resolution is achieved. Any final
recommendations are made in consultation with the manager. QA staff monitors non-health and safety complaints
until satisfactory resolution is obtained.

ii. Remediation Data Apgregation

Remediation-related Data Aggregation and Analysis (including trend identification)

. . .| Frequency of data apggregation and analysis
Responsible Party(check each that applies): (check each that applies)-
State Medicaid Agency [ Weekly
[ Operating Agency L Monthly
[T Sub-State Entity [ Quarterly
[ Other
Specity:
[ Annually
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Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

. 0 Continuously and Ongoing

Other
Specify:

\ﬁpeeded. 7

¢. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Level of Care that are currently non-operational.
® No
O ves

Please provide a detailed strategy for assuring Level of Care, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix B: Participant Access and Eligibility
B-7: Freedom of Choice

Freedom of Choice. As provided in 42 CFR §441.302(d), when an individual is determined 10 be fikely to require a level of care
Jor this waiver, the individual or his or her legal representative is:

i. informed of any feasible alternatives under the waiver; and
ii. given the choice of either institutional or home and community-based services,

a. Procedures. Specify the state's procedures for informing eligible individuals (or their legal representatives) of the feasible
alternatives available under the waiver and allowing these individuals to choose either institutional or waiver services,
Identify the form(s) that are employed to document freedom of choice. The form or forms are available to CMS upon
request through the Medicaid agency or the operating agency (if applicable).

At the time of screening for eligibility to participate in this waiver, the case manager informs the potential participant of
his or her option of receiving services in a long-term care institution or through this waiver. In addition a copy of the
program brochure is shared with the participant that outlines all of the available services. The form W-1035 (Freedom of
Choice/Fair Hearing Notification) provides applicants and participants the opportunity to choose between institutional
care or home and cominunity-based services. The form also provides the individual with written notification of his/her
right to a Fair Hearing. This form is maintained by the case manager in the participants case file.
b. Maintenance of Forms. Per 45 CFR §92.42, written copies or electronically retrievable facsimiles of Freedom of Choice
forms are maintained for a minimum of three years. Specify the locations where copies of these forms are maintained.

All materials pertaining to a specific waiver participant is maintained in their individual file. ‘The signed Freedom of
Choice/Hearing Notification form and other documents are maintsined by the care manager in the participants case file,

Appendix B: Participant Access and Eligibility

B-8: Access to Services by Limited English Proficiency Persons

Access to Services by Limited Englisb Proficient Persons. Specify the methods that the state uses to provide meaningful access
to the waiver by Limited English Proficient persons in accordance with the Department of Health and Human Services "Guidance
to Federal Financial Assistance Recipients Regarding Title VI Prohibition Against National Origin Discrimination Affecting
Limited English Proficient Persons" (68 FR 47311 - August 8, 2003):
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Potential and active waiver participants with limited fluency in English must have access to services without undue hardship.
The DSS Request for Waiver Services (W-1130) is available in Spanish. Case managers are required to make arrangements to
provide interpretation or translation services for potential and active waiver participants who need them. This is accomaplished
through the use of bilingual staff and/or purchasing/contracting for interpreters. Non-English speaking waiver
applicants/participants may bring an interpreter of their choice with them to DSS, provider and planning meetings. They cannot,
however, be required to bring their own interpreter. No person can be denied access on the basis of English proficiency.

Appendix C: Participant Services

C-1: Summary of Services Covered (1 of2)

a. Waiver Services Summary. List the services that are furnished under the waiver in the Jollowing table. If case

management is not a service under the waiver, complete items C-1-b and C-1-c:

Service Type Serviee
Statutory Service ABI Group Day
Statutory Service Adult Day Health
Statutory Service Homemaker
Statutory Service Personal Care
Statutory Service Prevocational Services
Statutory Service Respite
Statutory Service Supported Employment
Other Service ABI Recovery Assistant IT
Other Service ABI Recovery Assistant
Other Service Assistive Techunology
Other Service Chore
Other Service Cognitive Behavioral Programs
Other Service Community Living Support Services (CLSS)
Other Service Companion
Other Service Consultation Services
Other Service Environmental Accessibility Modifieations
Other Service ‘[Home Delivered Meals
Other Service Independent Living Skills Training
Other Service Personal Emergency Response Systems (PERS)
Other Service Substance Abuse Programs
Other Service . Transportation

Other Service

Vehicle Modification Services

Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through

- the Medicaid agency or the operating agency (if applicable).

Service Type:

Statutory Service

Service:

{Ey Treatment

Alternate Service Title (if any):

ABI Group Day

UG,
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HCBS Taxonomy:

Catepory 1:

Category 2:

L

Category 3

Category 4;

|

:

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

O Service is included in approved waiver. There is no change in service specifications.

® Service is included in approved waiver. The service specifications have been modified.

O Service is not included in the approved waiver.

Service Definition (Scope):

Sub-Category 1:

[

Sub-Cafegury 2;

]

Sub-Category 3:

1

Sub-Category 4:

]

Page 54 of 223

per day)

The service is not provided in a facility setting.

Services anid supports that lead to the acquisition, improvement and/or retention of skills and abilities to prepare an
individual for health and wellness, self-care or for work and/or community participation, or support meaningful
socialization, leisure activities. This service is provided by a qualified provider in community locations,
Transportation to and from home is not included as part of this waiver service.
Meals may be provided as part of the group day service but shall not constitute a full nutritional regimen (3 meals

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

]This service is limited to no more than & hours per day.

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[ Legally Responsible Person

L Relative

O Legal Guardian
- Provider Specifications:

Provider Category Provider Type Title

Agency Rehabilitation Hospital Outpatient Department
Agency Community Integration/Agency Provider
Agency Adult Day Health Provider

Agency Employment Services/Supports Agency Provider

-
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C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: ABI Group Day

Provider Category:

Provider Type:

. ‘Rehabilitation Hospital Qutpatient Department

Provider Qualifications
License (specify):

Certificate (specify):

Health Care

CARF certification in brain injury and/or Community Support, or JCAHO accreditation for Behavioral

Other Standard (5pecify)):

Employee staff who:
- are at least 18 years-old

with brain juries in the community, and completed training program(s) concerning acquired brain
Injury Alliance of CT, or Independent Living Center, or have a high school diploma and two years

program(s) concerning acquired brain mjury and person-centered planning, given by a state agency,
broker agency, community providers, Brain Injury Association of CT, or Independent Living Center
- demonstrate ability to function as a member of an interdisciplinary team

- havedocumented experience implementing cognitive/Behavioral interventions developed by a
clinician and utilized in community settings

- or, meet qualifications for Cognitive/Behavioral Programs

- have a minimum of a Bachelor's Degree and one year's experience providing services to individuals
injury and person-centered planning, given by a state agency, the fiduciary, community providers, Brain

experience providing services fo individuals with brain injuries in the community and completed training

Verification of Provider Qualifications
Entity Responsible for Verification:

jFiscal Intermediary

Frequency of Verification:

lAt start of services and at recertification/re-accreditation (Every two years)

~ Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
‘Service Name: ABI Group Day

Provider Category:

Agency

Provider Type:
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!Community Integration/Agency Provider
Provider Qualifications
License (specify):

CARF certification in brain injury and/or Community Support, or JCAHO acereditation for Bchavmral
Health Care or meets requirements below under other standard

Certificate (specyj;).

Other Standard (specify):

Employee staff who:

- are at least 18 vears old

- have a minimum of a Bachelor's Degree and one year's experience prov1dmg services to individuals
with brain injuries in the community, and completed training program(s) concerning acquired brain
injury and person-centered planning, given by a state agency, the fiduciary, community providers, Brain
Injury Association of CT, or Independent Living Center, or have a high school diploma and two vears
experience providing setvices to individuals with brain injuries in the community and completed training
program(s} concerning acquired brain injury and person-centered planning, given by a state agency,
broker agency, community providers, Brain Injury Association of CT, or Independent Living Center

- demonstrate ability to function as a member of an interdisciplinary team

- have documented experience implementing cog;mtlve/Bchavmral interventions developed by a
clinician and utilized in community settings

- or, meet qualifications for Cognitive/Behavioral Programs

Verification of Provider Qualifications
Entity Responsible for Verification:

lFiscal intermediary ‘ t

Frequency of Verification:

’At start of services and at recertification/re-accreditation (Every two years) : J

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: ABI Group Day

Provider Category:

Provider Type:

‘Adult Day Health Provider

Provider Qualifications
License (specify):

Certificate (specify):
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LPcer certified by CT. Association of Adult Day Centers. Certification is for 3 years

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

IAdult Day Association and Fiscal Intermediary

Frequency of Verification:

‘Vcriﬁcd every two years, peer certification is for 3 years

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: ABI Group Day

Provider Category:

Provider Type:

Ern ployment Services/Supports Agency Provider

Provider Qualifications
License (specify):

Certificate (specify):

EommiSSion on Accredidation of Rehabilitation Facilities (CARF) -Employment Services

Other Standard (specify):

Meet the State of CT Standard to provide vocational rehabilitation services for the Department of

Rehabilitation Services, Department of Developmental Services or the Department of Mental Health and
Addiction Services '

Verification of Provider Qualifications
_Entity Responsible for Verification:

‘Fiscal Intermediary

Frequency of Verification:

‘At start of services or at recertification (Every two years)

Appendix C: Parﬁcipant Services

C-1/C-3: Service Specification
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State laws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

| Statutory Service ]

Service:

|Adult Day Health |

Alternate Service Title (if any):

HCBS Taxonomy:
Category 1: Sub-Category 1:
| il
Category 2: Sub-Category 2:
| | 1
Category 3: Sub-Category 3:
| — |
Category 4: _ Sub-Category 4:

I

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

® Service is included in approved waiver. There is no change in service specifications.
O Service is included in approved waiver, The service specifications have been modified.

O Service is not included in the approved waiver,

Service Definition (Scope):

06/18/2019




Application for 1915{¢c) HCBS Waiver: Draft CT.035.01.00 - Dec 01, 2019 ‘ Page 59 of 223

— - — —

The service is provided 4 or more hours per day on a regularly scheduled basis for one or more days per week, or as
specified in the service plan, in a non-institutional, community-based setting and shall encompass both health and
social services needed to ensure the optimal finctioning of the participant. Transportation to and from the center is
included in the service definition and in the rate structure, Meals provided as part of these services shall not
constitute a full nutritional regimen. Both a noon meal and snacks are provided daily. Claims will denied by any
Adult Day Health provider attempting to bill for transportation procedure codes. These procedure codes are not
included on the Adult Day Health fee schedule and will deny as edits are built into the claim processmg system to
prevent duplicative transportation services for Adult Day Health from occurring.

Services Covered and Limitations:

Payment for adult day services under the rate for a medical model is limited to providers which demonstrate to the
department their ability to meet the following additional requirements: _

a program nurse shall be available on site for not less than fifty percent of each operating day; )

the program nurse shall be a registered nurse, excepi that a program nurse may be a licensed practical nurse if the -
program is adjacent to a long term care facility and a registered nurse who can be reached by telephone at any time
during the operating day and who can be called to the center if needed within one half hour of the request. The
program nurse is responsible for administering medications as needed and assuring that the participant's nursing
services are coordinated with other services provided in the adult day health center, health and social services
currently received at home or provided by existing community health agencies and personal physicians;

additional personal care services shall be provided as specified in the individual pian of care, including but not
litnited to, bathing and transferring;

ongoing training shall be available to the staff on a regular basis including, but not be limited to, orientation to key
specialty areas such as physical therapy, occupatlonal therapy, speech therapy and training in techniques for
recognizing when to arrange or refer clients for such services; and
individual therapeutic and rehabilitation services shall b coordinated by the center as specified in the individual
plan of care including but not limited to, physical therapy, occupational therapy and speech therapy. The center
shall have the capacity to provide such services on site; this requirement shall not preclude the provider of adult day
health services from also arranging to provide therapeutic and rehabilitation services at other locations in order to
meet needs of individual clients. , the ADC is required to have a separate entrance and bathroom and bathing
facilities.

Paynient for adult day services shall include the costs of transportation, meals and all other required services
except for individual therapeutic and rehabilitation services.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

O Participant-directed as specified in Appendix E
(] Provider managed

Specify whether the service may be provided by (checlg each that applies):

U Legally Responsihle Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category|Provider Type Title

Agency Agency Provider

Appendix C: Participant Services
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C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Adult Day Health

Provider Category:

Provider Type:

: 'Agency Provider

Provider Qualifications
License (specify):

Certificate (specify):

Certification required by the Adult Day Care Association of CT. Certification is for 3 years. 7
Other Standard (specifi:

Providers of Adult Day Health services shall meet all applicable federal, state and local requirements
including zoning, licensing, sanitation, fire and safety requirements
provide, at a minimum, nursing consultation services, social work services, nutritionally balanced meals
to meet specialized dietary needs as prescribed by health care personnel, personal care services,
recreational therapy and transportation services for individuals to and from their homes;

| provide adequate personnel to operate the program including:

-8 fuli-time program administrator;

-nursing consultation during the full operating day by a Registered Nurse (RN) licensed in the state
of Connecticut; and

-the direct care staff-to-participant ratio shall be a maximum of one to seven. Staffing shall be
adequate to meet the needs of the client base. Volunteers shall be included in the ratio only when they
conform to the same standards and requirements as paid staff,

In order to be a provider of services to department clients, any facility located and operating w1thm
the state of Connecticut or located and operating outside the state of Connecticut, in a bordering state,
shall be certified by the Connecticut Association of Adult Day Centers Incorporatex, its successor
agency or a department designee.

A facility (center) located and operating outside the state of Connecticut in a bordering state shall be
licensed or certified by its respective state and comply at all times with all pertinent licensure or
certification requirements in addition to the approved standards for certification by the department.

Certified facilities (centers) shall be in compliance with all applicable requirements in order to
continue providing services to department clients. The failure to comply with any applicable
requirements shall be grounds for the termination of its certification and participation as a department
service provider. ' '
the provider must also have one or more staff who have completed an approved training progtam
concerning acquired brain injury and person centered planning as directed by the Department.

‘Verification of Provider Qualifications
Entity Responsible for Verification;

gFiscaJ Intermediary . ‘

Frequency of Verification:

Tae i - : - .
|At time of provider enrollment and with recertification every two years. , ‘
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Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

|Statutory Service ] :

Service:

|Homemaker ]

Alternate Service Title (if any):

HCBS Taxunoiny:
Category 1: Sub-Category 1:
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

—

Category 4:

1

Sub-Category 4:

[ | [

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

® Service is included in approved waiver. There is no change in service specifications.
O Service is included in approved waiver. The service specifications have been modified.

O Service is not included in the approved waiver.

Service Definition (Scope):

Homemaker services consist of general household activities, including meal preparation and routine household
chores. Homemaker services are provided by the Department only when the individual regularly responsible for
these activities is temporarily absent from the home or unable to manage the home and care for him/herself or others
in the home; or, when the waiver participant is unable to (r¢)leam such skills.

Homemaker services may not be provided by a member of the participant's family.
Specify applicable (if any) limits on the amount, frequency, or duration of this service:

|A member of the consumer's family or the conservator or their family may not provide these services.

1
|

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
‘ 08/18/2019
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Provider managed

Specify whether the service may be provided by (check each that applies):

L Legally Responsibie Person
0 Relative
L] Legal Guardian

Provider Specifications:

Provider Category Provider Type Title

Agency Agency provider
Individual Private household employee

Appendix C: Participant Services
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C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Homemaker

Provider Category:

Provider Type:

Agency provider

Provider Qualifications
License (specify):

Certificate (specify):

LMust maintain certification with Department of Consumer Protection as required in CGS 20-672

Other Standard (specif):

Homemaker service providers are not licensed or regulated.
A homemaker provider shall:
- be at least 18 years of age

- be able to report changes in the consumer's condition or needs
- maintain confidentiality

- follow instructions given by the consumer or the consumer's conservator

- have the ability or skills necessary to meet the consumer's needs as delineated in the service plan
- demonstrate ability to implement cognitive and behavioral strategies

Verification of Provider Qualifications
Entity Responsible for Verification:

‘Fiscal Intermediary

Frequency of Verification:

JAt time of provider enrollment and with recertification every two years.

Appendix C: Participant Services
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C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name; Homemaker

Provider Category:
Individual
Provider Type:

E’rivatc household employee

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):

Homemaker service providers are not licensed or regulated.

A homemaker provider shall:

- be at least 18 years of age

- follow instructions given by the consumer or the consumer's conservator

- be able to report changes in the consumer's condition or needs

- maintain confidentiality

- have the ability or skills necessary to meet the consumers needs as delineated in the service plan
- demonstrate understanding of challenges that persons with brain injury face.

Verification of Provider Qualifications
Entity Responsible for Verification:

FFisca.l Intermediary
Frequency of Verification:

‘At time of provider enrollment and with reeertification every two years. : ‘

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

|Statutory Service |

Service:

|Personal Care , |

Alternate Service Title (if any):
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HCBS Taxonomy:
Category 1: . Sub-Category 1:
| | il
Category 2: : ' Sub-Category 2:
L | U
Category 3: | Sub-Category 3:
| 10
Category 4: Sub-Category 4:

| | [

Compilete this part for a renewal gpplication or a new waiver that replaces an existing waiver. Select one :

® Service is included in approved waiver. There is no change in service specifications,
O Service is included in approved waiver. Tbe service specifications have been modified.

O Service is not included in the approved waiver.

Service Definition (Scope):

Personal care consists of assistance with eating, bathing, dressing, personal hygiene and other activities of daily
|living performed by a qualified person in the consumer's home or community. Cueing and/or supervision are also
included in this service description, Personal care assistance is provided if the individual's physical ability to
perform these activities of daily living is impaired, or if the individual's cognitive/behavioral impairments interfere
with his or her ability to perform these tasks. )
Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

L Legally Responsible Person
L Relative

L Legal Guardian
Provider Specifications:

Provider Category| Provider Type Title

Agency Agency Provider
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Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Personal Care

Provider Category:

Provider Type:

‘Agency Provider —‘

Provider Qualifications
License {specify):

If the provider agency is a Home Health Agency, it is required to be licensed in the state of Connecticut
as specified in Subsection (k) of section 192-490 of the Connecticut Generai Stahites.

Certificate (specifyy):

If the agency is a Homemaker/Companion agency, it must be registered with the Department of
Consumer Protection in the State of Connecticut.

Other Standard (specify):

A personal care provider shall:

- beat least 18 years of age

- have experience doing personal care

- be able to follow written or verbal instructions given by the consumer or the consumer's
conservator

- be physically able to perform the services required

- follow instructions given by the consumer or the consumer's conservator

- receive instruction/training from consumer or their designee concerning all personal care services
delineated in the service plan

- be able to handle emergencies

- demonstrate the ability to implement cognitive behavioral interventions/take direction to carry out
plan .

- be able to fimction as a member of an interdisciplinary team

Training requiremnent: ‘

Has completed an approved traiming program(s) conceming acquired brain injury and person-centered
planning given by a state agency, the fiduciary, community providers, Brain Injury Alliance of CT, or an
Independent Living Center,

Verification of Provider Qualifications
Entity Responsible for Verification:

‘Fiscal Intermediary %

Frequency of Verification:

!f&t time of provider enrollment and with recertification every two years. —‘

Appendix C: Participant Services
C-1/C-3: Service Specification
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State laws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

|Statutory Service _ |

Service:

|Prevocational Services L

Alternate Service Title (if any):

HCBS Taxonomy:
Category 1: _ Sub-Category 1:
| | L
Category 2: Sub-Category 2:
B _ 1L
Category 3: ‘ _ Sub-Category 3:
| . L
Categon‘f 4: Sub-Category 4:

| [

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

® Service is included in approved waiver. There is no change in service specifications.
O Service is included in approved waiver, The service specifications have been modified.

O Service is not included in the approved waiver.

Service Definition (Scope):

06/18/2019




Application for 1915(c) HCBS Waiver: Draft CT.035.01.00 - Dec 01, 2019 Page 67 of 223

Services that provide learning and work experiences, including volunteer work, where the individual can develop i
general, non-job-task-specific strengths and skills that contribute to employability in paid employment in integrated
community settings. Services are expected to occur over a defined petiod of time and with specific outcomes to be
achieved, as determined by the individual and his/her service and supports planning team through an ongoing
person-centered planning process. Services are delivered in a participant’s home or in a fully integrated work setting
based on the participant's needs and preferences. Services are not delivered in facility based, congregate or sheltered
work settings where individuals are supervised for the primary purpose of producing goods or performing services,

Individuals receiving prevocational services must have employment-related goals in their person-centered services
and supports plan; the general habilitation activities must be designed to support such employment goals.
Competitive, integrated employment in the community for which an individual is compensated at or above the
minimum wage, but not less than the customary wage and level of benefits paid by the employer for the same or
similar work performed by individuals without disabilities is considered to be the optimal outcome of prevocational
services.

Prevocational services should enable cach individual to attain the highest level of work in the most integrated setting
and with the job matched to the individual's interests, strengths, priorities, abilities, and capabilitics, while following
applicable federal wage guidelines. Services are intended to develop and teach general skills. Examples include, but
are not limited to: ability to communicate effectively with supervisors, co-workers and customers; generally
accepted community workplace conduct and dress; ability to follow directions; ability to attend to tasks; workplace
problem solving skills and strategies; general workplace safety and mobility training,

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

40 hours per week. This service will be limited to two years. A maximum allowable time exceeding two years
would not be considered appropriate without strong justification.

Service Delivery Method (check each that applies):

0 Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check eack that applies):

[ Legally Responsible Person
[ Relative

U Legal Guardian
Provider Specifications:

Provider Category Provider Type Title

Agency Yocational Agency Provider

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Prevocational Services

Provider Category:

Provider Type:

‘Vocational Agency Provider

Provider Qualifications
License (specify):
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Commission on Accreditation of Rehabilitation Facilities (CARF)- Employment Services or meet the
qualifications below listed under other standard

Certificate (specifiy):

Other Standard (specifyy):

Approved to provide vocational services for the Department of Rehabilitation Services, Department of
Developmental Services or the Department of Mental Health and Addiction Services. Providers must
have the following: A Director of Vocationa! Services has Commission on Rehabilitation Counselor
certification and a minimum of two years experience (experience is defined as a minimum of 1000
documented service hours per year) in providing community-based vocational services to persons with
disabilities. OR The Director of Vocational Services has a Bachelors degree in a relevant area and a
minimum of five years experience (experience is defined as a minimum of 1000 documented service
hours per year) in providing community based vocational services to persons with disabilities.

Verification of Provider Qualifications
Entity Responsible for Verification:

iFiscal Intermediary ) ‘
Frequency of Verification:

LAt time of provider enroliment and with recertification every two years. ‘

Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable). .

Service Type:

[Statutory Service |

Service:

|Respite ]

Alternate Service Title (if any):

HCBS Taxenomy:
Category 1: ' Sub-Category 1:
Category 2: ‘ Sub-Category 2:

| | [
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Catepory 3: Sub-Category 3:
Category 4: Sub-Category 4:

| | 1]

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

® Service is included in approved waiver. There is no change in service specifications.
O Service is included in approved waiver. The service specifications have been modified.

O Service is not included in the approved waiver.

Service Definition (Scope):

Services provided to persons unable to care for themselves, and furnished on a short-term basis only in the
individual’s home or place of residence, when person normally performing such services is absent or in need of
relief,

Specify applicahle (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check eack that applies):
Participant-directed as specified in Appendix E
P :
Provider managed

Specify whether the service may be provided by (check each that applies):

L] Legally Responsible Person
Relative

L Legal Guardian
Provider Specifications:

Provider Category Provider Type Title

Individual Private Houschold Employee

Agency Agency Provider

. Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:

Individual
Provider Type:

'Private Houschold Employee

Provider Qualifications
License (specifi):
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Certificate (specifj):

Other Standard (specify):

Household Employee Staff who:

- areatlenst 18 years of age

- demonstrate the ability to maintain a safe and healthy living environment

- demonstrate knowledge of basic first aid

- demonstrate knowledge of response to fire and emergency situations

- demonstrate ability to implement cognitive and behavioral strategies

- demonstrate ability to function as a member of an interdisciplinary team.

- Must be capable of performing all functions of the primary caregiver in their absence. -
Training requirement

Must have completed an approved training program(s) concerning acquired brain injury and person-
centered planning, given by a state agency, the state's fiduciary, community providers, Brain Injury
Alliance of CT, or an Independent Living Center,

OR mect the qualifications for Independent Living Skills Training or ABI Recovery Assistant.

Verification of Provider Quaiiﬁcaﬁons
Entity Responsible for Verification:

’Fiscal Intermediary l

Frequency of Verification:

ﬁt start of service and at recertification every 2 years. I

Appendix C: Participant Services

C-1/C-3: Provider Sp_ecifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:

Agency

Provider Type:

JAgency Provider

Provider Qualifications
License (specify):

Certificate (specify):

Commission on Accreditation of Rehabilitation Facilities (CARF)-Community Suppott Services or
meets qualifications specified below under other standard..
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Other Standard (5pecify):

Employ staff who:

- are at least 18 years of age

- demonstrate the ability to maintain a safe and healthy living enviromment

- demonstrate knowledge of basic first aid

- demonstrate knowledge of response to fire and emergency situations

- demonstrate ability to implement cognitive and behavioral strategies

- demonstrate ability to function as a member of an interdisciplinary team.

- Must be capable of performing all finctions of the primary caregiver in their absence,
Training requirement ;

Must have completed an approved training program(s) concerning acquired brain injury and person-
centered planning, given by a state agency, the state's fiduciary, community providers, Brain Injury
Alliance of CT, or an Independent Living Center.

Verification of Provider Qualifications
Entity Responsible for Verification:

IFiscal Intermediary ' |

Frequency of Verification:

‘Every 3 years. | . ‘

Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

|Statutory Service |

Service:

'Supported Employment |

Alternate Service Title (if any):

HCBS Taxonomy:
Category 1: Sub-Category 1:
Category 2: : Sub-Category 2:
\
| L
Category 3: Sub-Category 3:

L | 0
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Category 4: Sub-Category 4:

| - | 1]

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one

® Service is included in approved waiver, There is no change in service specifications,
O Service is included in approved waiver. The service specifications have been modified.

O Service is not included in the approved waiver.

Service Definition (Scope).

Supported Employment -Individual Employment Support services are the ongoing supports to participants who,
because of their disabilitics, need intensive on~going support to obtain and maintain an individual job in competitive
or customized employment, or self-employment, in an integrated work setting in the general workforce for which an
individual is compensated at or above the minimum wage, but not less than the customary wage and level of benefits
paid by the employer for the same or similar work performed by individuals without disabilities. The outcome of this
service is sustained paid employment at or above the minimum wage in an integrated setting in the general
workforce, in a job that meets personal and career goals.

Supported employment services can be provided through many different service models. Some of these models can
include evidence-based supported employment for individuals with mental illness, or customized employment for
individuals with significant disabilities. States may define other models of individualized supported employment that
promote community inclusion and integrated employment,

Supported employment individual employment supports may also include support to establish or maintain self-
employment, including home-based sclf-employment. Supported employment services are individualized and may
include any combination of the following services: vocational/job-related discovery or assessment, person-centered
employment planning, job placement, job development, negotiation with prospective employers, job analysis, job
carving, training and systematic instruction, job coaching, benefits support, traiming and planning, transportation
(Transportation to and from the individual's residence and a day habilitation site is included in the rate paid to the
provider), asset development and career advancement services, and other workplace support services including
services not specifically related to job skill training that enable the waiver participant to be successful in integrating
into the job setting. _ '

Documentation is maintained that the service is not available under a program funded under section 110 of the
Rehabilitation Act of 1973 or the IDEA (20 U.S.C. 1401 et seq.).

Federal financial participation is not claimed for incentive payments, subsidies, or

unrelated vocational training expenses such as the following:

1. Incentive payments made to an employer to encourage or subsidize the employer's
participation in supported employment; or
2. Payments that are passed through 1o users of supported employment services.

Specify applicable (if any) limits on the amount, frequéncy, or duration of this service:

Service Delivery Method (check each that applies):

L Participant-direcied as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

L Legally Responsible Person
L] Relative
[ Legal Guardian
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Provider Specifications:

Provider Category Provider Type Title

Agency Agency Vocational Providers

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Supported Employment

Provider Category:
Agency
Provider Type:

JAgency_ Vocational Providers

Provider Qualifications
License (specify):

Certificate (specify):

Commission on Accreditation of Rehabilitation Facilities (CARF) Emiployment Services or meet
standards below in other standard

Other Standard (specify):

Approved to provide vocational rehabilitation services for the Department of Rehabilitation Services,
Department of Developmental Services or the Department of Mental Health and Addiction Services.
Providers must have the following: A Director of Vocational Services has Commission on Rehabilitation
Counselor certification and a minimum of two years experience (experience is defmed as a minimum of
1000 documented service hours per year) in providing community based vocational services to persons
with disabilities. OR The Director of Vocational Services has a Bachelor’s degree in a relevant area and
aminimum of five years’ experience (experience is defined as a minimum of 1000 documented service
hours per year) in providing community based vocational services to persons with disabilities.
Verification of Provider Qualifications

Entity Responsible for Verification:

[Fiscal Intermediary ’ | |

Frequency of Verification:

‘At start of services or at recertification every 2 years —‘

Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).
Service Type:
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Other Service |

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute,
Service Title:

|iBI Recovery Assistant 11 ,

HCBS Taxonomy:
Category 1: : - Sub-Category 1:
[ _ |
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

| | [

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one ¢

® Service is included in approved waiver. There is no change in service specifications.
O Service is included in approved waiver. The service specifications have heen modified.

O Service is not included in the approved waiver.

Service Definition (Scope;):

Assists the individual with the support of non-medical assistance, and includes safety monitoring assistance with
activities of daily living (hands-on and cueing) and integration into the community, These services can be provided
in the individual’s residence or in the community. Safety monitoring ensures supervision and health and safety for
participants with cognitive deficits that interfere with awareness, cause nocturnal disturbance, and health needs
necessitating overnight support with things such as toileting/transfer.Recovery Assistant and Recovery Assistant I
have distinct procedure codes thus preventing duplicate billing,

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

X participant-directed as specified in Appendix E
B Provider managed

Specify whether the service may be provided by (check each that applies):

W Legally Responsible Person
U Relative

U Legal Guardian

Provider Specifications:
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Provider Category Provider Type Title

Agency Rehabilitation Hospital Qutpatient Department
Agency Community Integration Services Agency
Individial Certified Individual provider

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: ABI Recovery Assistant 11

Provider Category:

Provider Type:

iRehabilitation Hospital Outpatient Department .

Provider Qualiﬁca_ﬁnns
License (specify):

Certificate (specify):

" |JCAHO

Other Standard (specify).

Employ staff who:

Are at least 18 yrs old;

Possess at least a high school diploma or GED;

Possess a valid Connecticut driver’s lcense; and

Complete DSS approved training program(s) given by a state agency, the fiduciary, community
providers, Brain Injury Alliance of CT, or Independent Living Center.

Topics include, but are not limited to, the following topics: person-centered planning, cognitive and
behavioral strategies, confidentiality, boundaries, use of crisis intervention and de-escalation techniques,
and cultural competence.

- demonstrate ability to function as a member of an interdisciplinary team

- have documented experience implementing cognitive/Behavioral interventions developed by a
clinician and utilized in community settings '

Training requirement - training programs will address abilities to: _

Follow instructions given by the participant or the participant’s conservator;

Implement cognitive and behavioral strategies:

Report changes in the participant's condition or needs;

Maintain confidentiality;

Meet the participant’s needs as delineated in the waiver ABI service and intervention plan;
Function as a member of an interdisciplinary team;

Respond to fire and emergency situations;

Accept supervision in a manner prescribed by the department or its designated apent;

Maintain accurate, complete and timely records that meet Medicaid requirements;

Use crisis intervention and de-escalation techniques; and

Provide services in a respectful, culturally competent manner.

Verification of Provider Qualifications
Entity Responsible for Verification:
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‘Fiscal Intermediary. ‘

Frequency of Verification:

’At start of services and at recertification/re-accreditation every 2 years. ' W

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: ABI Recovery Assistant IT

Provider Category:

Provider Type:

‘Community Integration Services Agency i

Provider Qualifications
License (specifi):

Certificate (specify):

CARF certification in brain injury and/or Community Support, or JCAHO accreditation for Behavioral
Health Care or meets qualifications specified below under other standard

Other Standard (specify):

Employ staff who:

Are at least 18 yrs old;

Possess at least a high school diploma or GED;

Possess a valid Connecticut driver’s license; and

Complete DSS approved training program(s) given by a state agency, the fiduciary, community
providers, Brain Injury Alliance of CT, or Independent Living Center.

Topics include, but not limited to, the following topics: person-centered planning, cognitive and
behavioral strategies, confidentiality, boundaries, use of crisis intervention and de-escalation techniques,
and cultural competence.

- demonstrate ability to fimetion as a member of an interdisciplinary team

- have documented experience implementing cognitive/Behavioral interventions developed by a
clinician and utilized in community settings

Training requirement - training programs will address abilities to:

Follow instructions given by the participant or the participant’s conservator;

Implement cognitive and behavioral strategies;

Report changes in the participant's condition or needs;

Maintain confidentiality; .

Mect the participant’s needs as delineated in the waiver ABI service and intervention plan;
Function as a member of an interdisciplinary team;

Respond to fire and emergency situations;

Accept supervision in a manner prescribed by the department or its designated agent;

Maintain accurate, complete and timely records that meet Medicaid requirements;

Use crisis intervention and de-escalation techniques; and

Provide services in a respectful, culturally competent manner.

Verification of Provider Qualifications
Entity Responsible for Verification:
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‘Fiscal Intermediary ' —l
_ Frequency of Verification:

jAt time of provider enrollment and with recertification every two years. ‘

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service -

Service Type: Other Service
Service Name: ABI Recovery Assistant IT

Provider Category:
Individual
Provider Type:

J Certified Individual provider
Provider Qualifications
License (specify):

Certificate (specify).

Other Standard (specify):

A Recovery Assistant shall:
Be at least 18 yrs old;
Possess at feast a high school diploma or GED;
Possess a valid Connecticut driver's license; and
Be registered with the Department of Mental Health and Addiction Services (DMHAS) as having
completed an approved Recovery Assistant training program that includes training on acquired brain
injury and person-centered planning and meet any continuing education and/or training requirements set
by DMHAS.
Training requirement: Training programs will address abilities to:
Follow instructions given by the participant or the participant's conservator;
Report changes in the participant's condition or needs;
Maintain confidentiality; '
Meet the participant's needs as delineated in the waiver Recovery Plan;
Implement cognitive and behavioral strategies;
Function as a member of an interdisciplinary team;
Respond to fire and emergency situations;
Accept supervision in a manner prescribed by the department or its designated agent;
Maintain accurate, complete and timely records that meet Medicaid requirements;
Use crisis intervention and de-escalation techniques; and
Provide services in a respectful, culturally competent manner.
Verification of Provider Qualifications
Entity Responsible for Verification:

Fiscal intermediary T
Frequency of Verification:
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’At time of provider enrollment and with recertification every two years. T ]

Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable),

Service Type:

Other Service

As provided in 42 CFR §440. 180(b)(9) the State requests the authority to provide the following addmonal service not
specified in statute.

Service Title:
ABI Recovery Assistant T
HCBS Taxonomy:

Category 1: Sub-Category 1:

Category 2: Sub-Category 2:

Category 3: Sub-Category 3:

Category 4: : Sub-Category 4:

| | o

Complete this part for a renewal applzcatzon or a new waiver that replaces an existing waiver. Select one :

© Service is included in approved waiver. There is no cbange in service specifications.
O Service is included in approved waiver. The service specifications have been modified.

O Service is not included in the approved waiver.

Service Definition (Scope):

Promote participant’s strengths and abilities to maintain and foster community living skills, in accordance with
therapeutic goals outlined in the participant’s plan of care. These include activities to improve socialization, self-
advocacy, and the development of natural supports. Service also includes communication and coordination with
service providers and others in support of the participant. Although not a primary function, ABI Recovery Assistants
can provide help with ADL’s and have a role cueing with support of a med box for medications, Recovery Assistant
and Recovery Assistant IT have distirict procedure codes thus preventing duplicate billing.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:
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W

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
Provider managed

Sp.ecify whether tlie service may he provided by (check each that applies):

U Legaily Responsible Person
| Relative

{u Legal Guardian
Provider Specifications:

Provider Category Provider Type Title

Agency Community Agency Provider

Agency Rehabilitation Hospital Outpatient Department
Individual . Certified Individual provider

Appendix C: Participant Services

C-1/C-3: Provider Speciﬁcations for Service

Service Type: Other Service
Service Name: ABI Recovery Assistant

Provider Category:

Provider Type: -

‘Commu.nity Agency Provider

Provider Qualifications
License (specifiy):

Certificate (specify):

Other Standard (specify):
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Employ staff who:
Are at least 18 yrs old;
Possess at least a high school diploma or GED:;
Possess a valid Connecticut driver’s license; and
Complete DSS approved training program(s) given by a state agency, the fiduciary, community
providers, Brain Injury Alliance of CT, or Independent Living Center.
Topics include, but are not limited to, the following topics: person-centered planning, cognitive and
behavioral strategies, confidentiality, boundaries, use of crisis intervention and de-escalation techniques,
and cultural competence.
- demonstrate ability to function as a member of an interdisciplinary team
- have documented experience implementing cognitive/Behavioral interventions developed by a
clinician and utilized in community settings
Training requirement - training programs will address abilities to:
Follow instructions given by the participant or the participant’s conservator;
Implement cognitive and behavioral strategies;
Report changes in the participant's condition or needs;
Maintain confidentiality;
Mest the participant’s needs as delineated in the waiver ABI service and intervention plan;
Function as a member of an interdisciplinary team; '
Respond to fire and emergency situations;
Accept supervision in a manner prescribed by the department or its designated agent;
Maintain accurate, complete and timely records that meet Medicaid requirements;
Use crisis intervention and de-escalation techniques; and
Provide services in a respectful, culturally competent manner.
Verification of Provider Qualifications
Entity Responsible for Verification:

|Fiscal Intermediary [

Frequency of Verification:

| At time of provider enrollment and with recertification every two years.
ik

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: ABI Recovery Assistant

Provider Category:

" Provider Type:

i

|Rehabilitation Hospital Outpatient Department

Provider Qualifications
License (specify):

Certificate (specify):

JCAHO

Other Standard (specifi):
06/18/2019
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Employ staff who:

Are at least 18 yrs old;

Possess at least a high school diploma or GED;

Possess a valid Connecticut driver’s license; and

Complete DSS approved traitiing program(s) given by a state agency, the fiduciary, commumty
providers, Brain Injury Alliance of CT, or Independent Living Center. !
Topics include, but are not limited to, the following topics: person-centered planning, cognitive and
behavioral strategies, confidentiality, boundaries, use of crisis intervention and de-escalation techniques,
and cultural competence. ' i

- demonstrate ability to function as a member of an interdisciplinary team

- have documented experience implementing cognitive/behavioral interventions developed by a
clinician and utilized in community settings !
Training requirement - training programs will address abilities to:

Follow instructions given by the participant or the participant’s conservator;

Implement cognitive and behavioral strategies;

Report changes in the participant's condition or needs;

Maintain confidentiality;

Meect the participant’s needs as delineated in the waiver ABI service and intervention plan;
Function as a member of an interdisciplinary team;

Respond to fire and emergency situations;

Accept supervision in a manner prescribed by the department or its designated agent;

Maintain accurate, complete and timely records that meet Medicaid requucments,

Use crisis intervention and de-escalation techniques; and

Provide services in a respectful, culturally competent marner.

Verification of Provider Qualifications
Entity Responsible for Verification:

‘Fiscal Intermediary }

Frequency of Verification:

lAt time of provider enrollment and with recertification every two years.

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: ABI Recovery Assistant

Provider Category:
Individual
Provider Type:

|Certified Individual provider

Provider Qualifications
License {specifi):

Certificate (specify):
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Must have completed and received certification as a Recovery Assitant and the training would include a
program on acquired brain injury and person-centered planning and would be given by a state agency,
the state's fiduciary or the Brain Injury Alliance of CT.

Other Standard (specify).

" |An ABI Recovery Assistant shall:

! |Be at least 18 yrs old;

" |Possess at least a high school diploma or GED;

:_ Possess a valid Connecticut driver's license; and

" |Be registered with the Department of Mental Health and Addiction Services (DMHAS) as having

* |completed an approved Recovery Assistant training program including trainging on acquired brain
injury and person-centered plaim'mg and meet any continuing education and/or training requirements set
by DMHAS. ‘
Training requirement: Training programs will address abilities to:

Follow instructions given by the participant or the participant's conservator;

Report changes in the participant's condition or needs;

Maintain confidentiality;

Meet the participant’s needs as delineated in the waiver service Plan;

Implement cognitive and behavioral strategies;

Function as a member of an interdisciplinary team;

Respond to fire and emergency situations;

Accept supervision in a manner prescribed by the department or its designated agent;

Maintain accurate, complete and timely records that meet Medicaid requirements;

Use crisis intervention and de-escalation techniques; and

Provide services in a respectful, culturally competent manner,

Verification of Provider Qualifications
Entity Responsible for Verification:

‘fiscal intermediary ‘
Frequency of Verification:

‘At time of provider enrollment and with recertification every two years. ‘

Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service j

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute,

‘Service Title:
Assistive Technology ]
T S— |
HCBS Taxonomy:
Category 1: Sub-Category 1:
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| | ]

‘Category 2: ‘ _ Sub-Category 2:
Category 3: Co Sub-Category 3:
Category 4: Sub-Category 4:

| - | ]

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

O Service is included in approved waiver. There is no change in service specifications.
O Service is included in approved waiver, The service specifications have been modified.

® Service is not included in the approved waiver.

Service Definition (Scope):

An item, piece of equipment, or product system, whether acquired commercially, modified, or customized, that is
used to increase, maintain, monitor or improve finctional capabilities of participants to perform Activities of Daily
Living (ADLs} or Instrumental Activities of Daily Living (IADLSs). Assistive technology service means a service
that directly assists a participant in the selection, acquisition, or use of an assistive technology device.

A.  Services consisting of purchasing, leasing, or otherwise providing for the acquisition of assistive technology
devices.

B. Services consisting of selecting, designing, fitting, customizing, adapting, applying, maintaining, repairing, or
replacing assistive technology devices.

C. Training or technical assistance for the participant or for the direct benefit of the participant receiving the
service and, where appropriate, the family members, guardians, advocates or authorized répresentatives of the
participants..

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Care plans will be developed based on the needs identified in the coinprehensive assessment. Costs will be cappcd?t
no more than $15,000.over a three year period. Smart phones, tablets or computcrs whether desk top or lap top shall
not be replaced more frequently than every three years.

Service Delivery Metbhod (check each that applies):

O Partlclpant-dlrected as speclfed in Appendix E
B Provider managed

Specify whether the service may be provided by (check each that applies):

[ Legally Responsible Person
O Relative

U Legal Guardian
Provider Specifications:

Provider Category Provider Type Title

Individuat Pharmacies

Agency DME

Agency Assistive Technelogy Equipment Vendors
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Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Assistive Technology

Provider Category:

Provider Type:

[ Pharmacies

Provider Qualifications
License (specify):

Certificate (specify).

State of CT Dept. of Consumer Protection Pharmacy Practice Act : Regulations Concerning Practice of
Pharmacy Section 20-175-4-6-7

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

!Escal Intermediary i
Frequency of Verification:

‘At start of services and every two years. i

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Assistive Technology

Provider Catepory:

Provider Type:

DME

Provider Qualifications
License (specify):

Certificate (specify):
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Other Standard (specify):

Must mect the State of CT Standard to provide medical equipment supplies for the Department of
Rehabilitation Services, Department of Developmental Services or Medicaid, have provider status for
medical equipment and supplies or agency that obtains Medicaid performing provider status.
Verification of Provider Qualifications

Entity Responsible for Verification:

[Fiscal Intermediary |

Frequency of Verification:

B\t start of services and every two years. i

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Assistive Technology

Provider Category:

Provider Type:

‘Assistive Technology Equipment Vendors

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specifi):

Must meet the State of CT Standard to provide medical equipment supplies for the Department of
Rehabilitation Services, Department of Developmental Services. Medicaid provider status for assistive
technology and supplies or agency that obtains Medicaid performing provider status
Verification of Provider Qualifications

Entity Responsihle for Verification:

Fiscal Intermediary ‘

Frequency of Verification:

!At start of services and recertification every two years, T
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Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the spemﬂcatlon are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type: .
Other Service |
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.
Service Title:
Chore
HCBS Taxonomy:
Category 1: Sub-Catepory 1:
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

| | [

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

® Service is included in approved waiver. There is no change in service specifications.
O Service is included in approved waiver. The service specifications have been modified.

O Serviee is not included in the approved waiver.

Service Definition (Scope):

Services needed to maintain the consumer's home in a clean, sanitary and safe condition. This service includes
heavy household chores, such as washing floors, windows, walls, and moving heavy items of furniture in order to
provide safe access and egress. Services shall not be provided by any person who is a relative of the participant, is
the participant's conservator, or is a member of the conscrvator's family.Chore services are provided only when
neither the individual, nor anyone else in the household, is capable of performing or financially providing for them,
or where no other third party is capable for their provision. ABI Waiver funds shall not be used if the service may’
be provided free of charge through friends, relatives, caregiver or community agencies. In the case of rental
property., any service that is the responsibility of the landlord or his or her designee shall not be paid from ABI
waiver funds; a copy of the lease agreement shall be reviewed before this service is authorized.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:
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Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

O Legally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category| Provider Type Title

Individual Self employed private provider
Agency Agency Provider

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Chore

Provider Category:

Provider Type:

’ Self employed private provider
Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):

Chore service providers are not licensed or regulated. A chore service provider shall:
Be at lcast 18 years of age and be able to physically perform the service required.
Be able to follow instructions given by the consumer or the consumert s conservator.
Be abie to report changes in the consumer's condition or needs.
Maintain confidentiality. )
Have the ability or skills necessary to meet the consumer's needs as delineated in the service
plan.
Verification of Provider Qualifications
Entity Responsible for Verification:

|Fiscal Intermediary
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Frequency of Verification:

’At start of services and recertification every 2 years

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Chore

Provider Category:

Provider Type:

IAgency Provider

Provider Qualifications
License (specify):

Certificate {specifi):

Other Standard (specify):

Chore service providers are not licensed or regulated. A chore service provider shall:
Be at least 18 years of age and be able to physically perform the service required.
Be able to follow instructions given by the consumer or the consumer's conservator.
Be able to report changes in the consumer's condition or needs.
Maintain confidentiality.
Have the ability or skills necessary to mect the consumer’s needs as delineated in the service plan,
Verification of Provider Qualifications
Entity Responsible for Verification:

‘Fiscal Intermediary ‘
Frequency of Verification:

IAt start of service and recertification every 2 years. ‘

Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).
Service Type:

|Other Service |
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As provided in 42 CFR §440.180(b)(9}, the State requests the authority to provide the following additional service not
specified in statute.
Service Title:

Cognitive Behavioral Programs

HCBS Taxonomy:
Category 1: Sub-Category 1:
Category 2; Sub-Category 2:
Category 3: Sub-Category 3:
Catepory 4: : Sub-Category 4:

L | L

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

O Service is included in approved waiver. There is no change in service specifications.
® Service is included in aliproved waiver. The service specifications have been modified.

O Service is not included in the approved waiver.

Service Definition (Scope):

Individual interventions designed to increase an individual's cognitive and behavioral capabilities and to further the |
individual's adjustment to successful community engagement including:

- Comprehensive assessment of cognitive strengths and liabilities, quality of adjustment and behavioral
functioning '

- Development and implementation of cognitive and behavioral strategies

- Development of a structured, written cognitive/behavioral intervention plan

- Ongoing or periodic consultation with the waiver participant, support system and providers conceming
cognitive and behavioral strategies and interventions specified in the cognitive/ behavioral intervention plan

- Ongoing or periodic assistance with training of the waiver participant, support system and providers
concerning cognitive behavior strategies and interventions

- Periodic reassessment and written revision as needed, of the cognitive/behavioral intervention plan.

This service is performed within the context of the individual’s person-centered team, in concert with the case
manager, Cognitive/behavioral programs may be provided in the individual’s home or in the community in order to
reinforce the training in a real-tife situation.

The service will be delivered utilizing two procedure codes, one for in person face to face visits that include the
participant, providers and/or supporters. A quarterly, in person meeting with the waiver participant is required for
this service.

The second procedure code is for non face-to-face service that includes development of the cognitive behavioral plan
and phone or other types of interactions with participants, providers or supporters.

Specify applicable (if any) limits on the amount, frequency, or duratien of this service:
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Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies:

0 Legally Responsible Person
L Relative

L] Legal Guardian
Provider Specifications:

Provider Category Provider Type Title

Individual Psychologists

Individual Speech Therapist .

Individoal Board Certified Behavioral Analyst

Individnal Neuropsychologist

Agency Agency Provider )
Agency Rehabilitation Hospital (Outpatient Department)
Individual Educational Psychologists

Individual - Physical Therapist

Individual Occupational Therupist

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Cognitive Behavioral Programs

Provider Category:

Individual

Provider Type:

‘Psychologists l

Provider Qualifications
License (specify):

fState of CT DHS Chap.383B, Section 20-188-1 Sec. 20-188-2 and Sec. 20-188-3. ‘
Certificate (specify):

Other Standard (specify):
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At least three year's experience in cognitive/behavioral programmmg for people with a brain injury,
delivered in community settings.

If not otherwise proven es part of an educational record, providers must complete & Department
approved brain injury training program given by the state agency, the fiduciary or the Brain Injury
Alliance of CT. Content areas should include, but not be limited to, the following: person-centered
planning, brain injury 101, cognitive and behavioral strategies, confidentiality, boundaries, crisis
intervention and de-escalation techniques, cultural competence and community resources.

Verification of Provider Qualifications
Entity Responsible for Verification:

‘Fisca.l Intermediary

Frequency of Verification:

rAt beginning of services and recertification (every two years).

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Cognitive Behavioral Programs

Provider Category:

Provider Type:

‘ Speech Therapist

Provider Qualifications
License (specify):

&ate of CT General Statutes Section 20-408.

Certificate (specify:

Other Standard (spéc@).‘

At least three year's experience in cognitive/behavioral programming for people with a brain injury,
delivered in community settings.

If not otherwise proven as part of an educational record, providers must complete a Department
approved brain injury training program given by the state agency, the fiduciary or the Brain Injury
Alliance of CT. Content areas should inciude, but not be limited to, the following: person-centered
planning, brain injury 101, cognitive and behavioral strategies, confidentiality, boundaries, crisis
intervention and de-escalation techniques, cultural competence and community resources.

Verification of Provider Qualifications
Entity Responsible for Verification:

|Fiscal Intermediary

Frequency of Verification:

) iAt beginning of services and recertification (every two years).

06/18/2019




Application for 1915(c) HCBS Waiver: Draft CT.035.01.00 - Dec 01, 2019 Page 92 of 223

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Cognitive Behavioral Programs

Provider Category:

Provider Type:

anrd Certified Behavioral Analyst
Provider Qualifications
License (specify):

LLicenscd as a Behavioral Analyst in accordance with CT General statutes 20-185k and 20-1851 '
Certificate (specify):

Board Certified Behavioral Analyst which requires a minimum of a graduate degree, coursework
supervised experience and passing the certification exam

Other Standard (specifi).

]

Verification of Provider Qualifications
Entity Respousible for Verification:

[Fiscal Intermediary ' , E

Frequency of Verification:

’Every two years

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Cognitive Behavioral Programs

Provider Category:
Individual
Provider Type:

‘Neumpsychologist ’

Provider Qualifications
License (specif):

|State of CT Dept. of Public Health(DPH) Section 20-188-1
Certificate (specify):

Otber Standard (specify):
06/18/2019
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Post-doctoral study or clinical supervision in neuropsychology

If not otherwise proven as part of an educational record, providers must complete a Department
approved brain injury training program given by the state agency, the fiduciary or the Brain Injury
Alliance of CT. Content areas should include, but not be limited to, the foliowing: person-centered
planning, brain injury 101, cognitive and behavioral strategies, confidentiality, boundaries, crisis
intervention and de-escalation techniques, cultural competence and community resources.

Verification of Provider Qualifications
Entity Responsible for Verification:

|Fiscal Intermediary

Frequency of Verification:

’At beginning of services and recertification (Every two years) !

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Cognitive Behavioral Programs

Provider Category:

Provider Type:

‘Agency Provider

Provider Qualifications
License (specify):

Certificate (specify).

CARF certification in Brain Injury, or JCAHO, or Accreditation for Behavioral Health Care, or Board
Certified Behavioral Analyst

Other Standard (specify):

Employ neuro-psychologists, educational psychologists, psychologists, occupational therapists, speech
therapists, physical therapists, or board certified behavioral analysts that meet the standards of individual
providers.

If not otherwise proven as part of an educational record, providers must complete a Department
approved brain injury training program given by the state agency, the fiduciary or the Brain Injury
Alliance of CT. Content areas should include, but not be limited to, the foilowing: person-centered
planning, brain injury 101, cognitive and behavioral strategies, confidentiality, boundaries, crisis
intervention and de-escalation techniques, cultural competence and community resources.

Verification of Provider Qualifications
Entity Responsible for Verification:

‘Fiscal Intermediary

Frequency of Verification:

‘At beginning of services and recertification (every two years). i
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Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Cognitive Behavioral Programs

Provider Category:

Provider Type:

‘Rehabilitation Hospital (Outpatient Department) ‘ 5
Provider Qualifications
License (specify):

Certificate (specify):

JCAHO

Other Standard (specifyy).

Employ neuro-psychologists, educational psychologists, psychologists, occupational therapists, speech
therapists or physical therapists that meet the standards of individual providers.

If not otherwise proven as part of an educational record, providers must complete & Department
approved brain injury training program given by the state agency, the fiduciary or the Brain Injury
Alliance of CT. Content areas shonld include, but not be limited to, the following: person-centered
planning, brain injury 101, cognitive and behavioral strategies, confidentiality, boundaries, crisis
intervention and de-escalation techniques, cultural competence and commnunity resources.

Verification of Provider Qualifications
Entity Responsihle for Verification:

[Fiscal intermediary |
Frequency of Verification: '

IAt beginning of services and recertification (every two years). ' t

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Cognitive Behavioral Programs

Provider Category:
Individual
Provider Type:

lEducational Psychologists

Provider Qualifications
License (specify):
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Certificate (specify):

igertiﬁcation in Special Education CT General Statutes Sec. 10-145d-538 and Sec. 10-145d-539.

Other Standard (specify):

Ph.D. in Education with concentration in cognitive strategy development and remediation and/or post-
doctoral experience in providing such services.

If not otherwise proven as part of an educational record, providers must complete a Department
approved brain injury training program given by the state agency, the fiduciary or the Brain Injury
Alliance of CT. Content areas should include, but not be limited to, the following: person-centered
planning, brain injury 101, cognitive and behavioral strategies, confidentiality, boundaries, crisis
intervention and de-escalation techniques, cultural competence and community resources.

Verification of Provider Qualifications
Entity Responsible for Verification:

\fiscal Intermediary T

Frequency of Verification; -

iAt beginning of services and recertification (every two years).

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Cognitive Behavioral Programs

Provider Category:

Provider Type:

Physicat Therapist

Provider Qualifications
License (specifiy).

\State of CT General Statutes Section 20-66.

Certificate (specify):

Other Standard (5pecify):

At lcast three year's experience in cognitive/behavioral programming for people with a brain injury,
delivered in community settings.

If not otherwise proven as part of an educational record, providers must complete a Department
approved brain injury training program given by the state agency, the fiduciary or the Brain Injury
Alliance of CT. Content areas should include, but not be limited, to the following: person-centered
planning, brain injury 101, cognitive and behavioral strategies, confidentiality, boundaries, crisis
intervention and de-escalation techniques, cultural competence and community resources.

Verification of Provider Qualifications
Entity Responsible for Verification:

06/18/2019




Application for 1915(c) HCBS Waiver: Draft CT.035.01.00 - Dec 01, 2019 _ ) Page 96 of 223

,Fiscal Intermediary !

Frequency of Verification:

[At beginning of services and recertification (every two years). : T

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Cognitive Behavioral Programs

Provider Category:

Individual

Provider Type:

|Occupational Therapist

S

Provider Qualifications
License (specify).

'State of CT General Statutes Section 20742 ' | -
Certificate (specifj).

Other Standard (specify):

At least three year's experience in cognitive/behavioral programming for people with a brain injury,
delivered in community settings. '
If not otherwise proven as part of an educational record, providers must complete a Department
approved brain injury training program given by the state agency, the fiduciary or the Brain Injury
Alliance of CT. Content areas should include, but not be limited to, the following: person-centered
planning, brain injury 101, cognitive and behavioral strategies, confidentiality, boundaries, crisis
intervention and de-escalation techniques, cultural competence and community resources.
Verification of Provider Qualifications

Entity Responsible for Verification:

|Fiscal Intermediary ]
Frequency of Verification:

‘At beginning of services and recertification (every two years).

Appendix C: Participant Services

C-1/C-3: Service Specification

State Jaws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).
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Service Type:

|Other Service |

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:

Community Living Support Services (CLSS) _
HCBS Taxenomy:

Category 1: Sub-Category 1:

Category 2: : Sub-Category 2:

Category 3: . : Sub-Category 3:

Category 4: l Sub-Category 4:

I | []

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

@ Service is included in approved waiver. There is no change in service specifications.
- O Service is included in approved waiver. The service specifications have been modified.

O Service is not included in the approved waiver.

Service Definition (Scope):

This service provides supervised living in the consumer's residence that provides up to 24-hour support services,
including overnight supervision, for up to three individuals with acquired brain injury. Services are provided in the
residence or in the community and include supervision of and assistance with: self-care; medication management;
communication and interpersonal skills; socialization; sensory/motor skills; mobility; community transportation
skills; problem-solving skills; money management and ability to maintain a household. Assessment and training
services are not provided under this component. Edits in the MMIS prevent duplicate billing

The CLSS provider must develop a plan that demonstrates its ability to work with the individual and to provide
services that are consistent with the therapeutic goals of his or her overall service plan. When the individual
chooses, or improves his or her ability to live more independently, the CLSS provider will work with the individual
and the DSS Social Worker to develop and implement a plan to transition the individual to greater independence in
the community.

CLSS participants are not precluded from attending or participating in other community-based services if these are
determined by the individual and the DSS Social Worker to be of potential benefit in providing the individual with
skills and training needed to achieve independence.

No ABI funds will be spent on the room and board component of CLSS services.
Specify applicable (if any) limits on the amount, frequency, or duration of this service:
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This service is purchased by the day or half {12-hour) day. Ifthe individual is involved in other service plan

per day, this service shall be paid on a half-day basis.

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[] Legally Résponsible Person
[ Relative
0 Legal Guardian

Provider Specifications:;

Provider Category| Provider Type Title

Agency Agency Provider

Agency Rehabilitation Hospital

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Community Living Support Services (CLSS)

Provider Category:

Provider Type:

B\gency Provider

Provider Qualifications
License (specify):

Certificate (spec;}ﬁl) :

Commission on Accreditation of Rehabilitative Facilities (CARF ), Community Support Services, or
JCAHO Accreditation for Behavioral Health Care or meets requirements specified in other standard
below

Other Standard (specify):

activities that consistently involve being away from the CLSS for a significant period of time, more than six hours
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Shall have an existing service contract with the Department of Rehabilitation Services, the Department
of Developmental Services or the Department of Mental Health and Addiction Services to provide
rehabilitation services.

Residence must meet all provisions of CT State Building Code, fire prevention, safety and construction
standards. -

Employ staff who:

- are at least 18 years of age ‘

- demonstrate the ability to maintain a safe and healthy hvmg environment

- demonstrate knowledge of basic first aid

- demonstraie knowledge of response to fire and emergency situations

- demonstrate ability to implement cognitive and behavioral strategies

- demonstrate ability to function as a member of an interdisciplinary team.

Training requirement :

Must have completed an approved training program(s) concerning acquired brain injury and person-
centered planning, given by the a state agency, state's fiduciary, community providers, Brain Injury
Alliance of CT, or an Independent Living Center.

Verification of Provider Qualifications
Entity Responsible for Verification:

’Fiscal Intermediary —r
Frequency of Verification:

fAt start of services and at recertification every 2 years. l

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Community Living Support Services (CLSS)

Provider Category:

Agency :

Provider Type: |

|Rehabilitation Hospital
Provider Qualifications
License (specify):

Certificate (specify).

JCAHO/CARF certification in commumty support service and/or brain injury community integrated
services

Other Standard (specify}:

Verification of Provider Qualifications
Entity Responsible for Verification:

Fiscal Intermediary
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Frequency of Verification:

@start of services and at recertification {(every two years).

| Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service
As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.
Service Title:

Companion : :I

HCBS Taxonomy:
Category 1: Sub-Category 1:
[ i
Category 2: Sub-Category 2:
| i
Category 3: Sub-Category 3:
| . I L
Category 4: Sub-Category 4:

| ] [

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

@ Service is included in approved waiver. There is no change in service specifications,
O Service is included in approved waiver. The service specifications have been modified.

O Service is not included in the approved waiver,

Service Definition (Scope):

Non-medical care, supervision and socialization that are provided in accordance with a therapeutic goal included in
the service plan. May assist in or supervise such tasks as meal preparation, laundry, or light housekeeping tasks thai
are incidental to the care and supervision of the individual.

This service is not duplicative of Personal Care Assistance because it does not provide hands-on care. This service
is not duplicative of Chore because it does not provide household management tasks.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:
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‘ Service is limited to 18 service hours per day. :

Service Delivery Method (check each that applies):

[x] Participant-directed as specified in Appendix E
[x] Provider managed

Specify whether the service may be provided by (check each that applies):

0 I:egally Responsible Person
L1 Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider Type Title

‘Agency Agency Provider

Individual Private Houschold Employee

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Companion

Provider Catepory:

Provider Type:

!Agency Provider —|
Provider Qualifications
License {specify):

Certificate (specifi):

|H0memaker/CompaIﬁon agency must be certified by the Department of Consumer Protection
Other Standard (specify):

A provider shall:

- beai least 18 years of age

- be physically able to perform the services requlred

- follow instructions given by the consumer or the consumer’s conservator

- be able to report changes in the consumer®s condition or needs

- maintain confidentiality

- havethe ability or skills necessary to meet the consumer’s needs as delineated in the service plan
- demonstrate ability to implement cognitive and behavioral strategies

- be able to function as a member of an interdisciplinary team

Training requirement:

Has completed an approved training program(s) concerning acquired brain injury and person-centered

planning, given by a state agency, the fiduciary, community providers, Brain Injury Alliance of CT, or
an Independent Living Center,

Verification of Provider Qualifications
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Entity Responsible for Verification:

’Fiscal Intermediary ‘

- Frequency of Verification;

fAt start of services and every two years. . T

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Otber Service
Service Name: Companion

Provider Category:
Individual
Provider Type:

Iirivatc Household Employee —‘
Provider Qualifications
License (specify):

Certificate (specify):

Otber Standard (specifi):

A provider shall:

- be at least 18 years of age

- bephysically able to perform the services required

- follow instructions given by the consumer or the consumer’s conservator

- be able to report changes in the consumer’s condition or needs

- maintain confidentiality

- have the ability or skills necessary to meet the consumer’s needs as delineated in the service plan
- demonstrate ability to implement cognitive and behavioral strategies

- be able to function as a member of an interdisciplinary team

Training requirement: ,

Has completed an approved training program(s) conceming acquired brain injury and person-centered
planning given by a state agency, the fiduciary, community providers, Brain Injury Alliance of CT, or an
Independent Living Center.

Verification of Provider Qualifications
Entity Responsible for Verification:

\Fiscal Intermediary |
Frequency of Verification:

%At start of services and every two years,

_—
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Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service l

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the followmg additional service not
specified in statute,

Service Title:

Consultation Services

HCBS Taxonomy:
Category 1: Sub-Category 1:
Category 2: ‘ Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

| | | [

Complete this pari for a renewal application or a new waiver that replaces an existing waiver. Select one

® Service is included in approved waiver. There is no change in service specifications.
O Service is included in approved waiver. The service specifications have been modified.

O Service is not included in the approved waiver.

Service Definition (Scopei:

Is a service to provide assistance to team and/or participants to address issues related to service implementation that
have presented as a barrier for resolution. This service aids in the development of individual interventions designed
to decrease the individual’s severe maladaptive behaviors, which jeopardize his or her ability to remain integrated in
the community. Services may be provided in a team mecting at the participant’s home or other community locations.
Qualified providers shall include licensed: neuropsychologists, substance abuse specialists and occupational
therapists, board certified behavioral analysts and other professional clinical providers.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

] Participant-directed as specified in Appendix E
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Provider managed

Specify whether the service may be provided by (check each that applies):

[ Legally Responsible Person
[ Relative

0 Legal Guardian
g
Provider Specifications:

Provider Category Provider Type Title
Individual Private Providers
Agency Agency/Hospital/Rehabilitation Hospital

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Consultation Services

Provider Category:
individual
Provider Type:

E’riyate Providers
Provider Qualifications
License (specify):

Professionals Licensed by the CT Department of Public Health:
- Physicians

- Psychologists

- Social workers (Licensed Clinical Social Worker)
- Speech pathologists

- Speech therapists . .

- Occupational Therapists

- Physical therapists

- Repistered nurses

- Dieticians/Nutritionist

- Rehabilitation counselors

- Board Certified Behavioral Analysts

Certificate (specify):

it CT Department of Public Healih Certified Substance Abuse Specialists
Other Standard (specifi):

Verification of Provider Qualifications
Entity Responsible for Verification:

]

!Fiscal Intermediary

Frequency of Verification:

At start of service and at recertification every 2 years. ‘

06/18/2019




Application for 1915(c) HCBS Waiver: Draft CT.035.01.00 - Dec 01, 2019 Page 105 of 223

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Consultation Services

Provider Category:

Agency

Provider Type:.

| Agency/Hospital/Rehabilitation Hospital
Provider Qualifications
License (specifyy):

Professionals Licensed by the CT Department of Public Health:
- Physicians

- Psychologists

- Social workers (Licensed Clinical Social Worker)
- Speech pathologists

- Speech therapisis

- Occupational Therapists

- Physical therapists

- Registered nurses

- Dieticians/Nutritionist

- Rehabilitation counselors

- Board Certified Behavioral analysts

Certificate (specify).

|; CT Department of Public Health Certified Substance Abuse Specialists T
Other Standard (specify):

L
Verification of Provider Qualifications
Entity Responsible for Verification:

‘Fiscal Intermediary

Frequency of Verification:

[At beginning of services and recertification {every two years). ‘

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service |
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As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute,

Service Title:
Environmental Accessibility Modifications
HCBS Taxonomy:
Category 1: Sub-Category 1:
i
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

| | |

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

@ Service s included in approved waiver. There is no change in service specifications.
O Service is included in approved waiver. The service specifications have been modified.

O Service is not included in the approved waiver.

Service Definition (Scope}:

Environmental Accessibility Adaptations are physical adaptations to the consumer’s home that ensure the health,
welfare and safety of the consumer, that enhance and promote greater independence, and without which the
individual would requite institutionalization. Adaptations may include but are not limited to the installation of
ramps, widening of doorways, modification of bathroom facilities and specialized electrical and plumbing
installations, . '

All services must be provided in accordance with applicable state or local building codes.

Environmental Accessibility Adaptations services do not include: carpeting/flooring; central or ductless air
conditioning; roof repair; house adaptations that add to the square footage of the home; or any physical improvement
to the '

home not of direct benefit to the individual’s health, welfare, and safety, or ability to live

independently.

Environmental accessibility adaptations may not be furnished to adapt living arrangements that are owned or leased
by providers of waiver services.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):
L Participant-directed as specified in Appendix E
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Provider managed

Specify whether the service may be provided by (check each that applies}):

U] Legally Responsible Person
LT Relative '

egal Guardian
[ Legal Guardi
Provider Specifications:

Provider Category Provider Type Title

Agency Private eontractor/business

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Environmental Accessibility Modifications

Provider Category:

Provider Type:

‘Private contractor/business

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specifi):

A Department of Rehabilitation Services approved contractor
Home Improvement Registration by the Dept. of Consumer Protection
Adheres to State/l.ocal Building Codes.
Verification of Provider Qualifications
Entity Responsible for Verification:

‘Fiscal Intermediary W
Frequency of Verification:

‘At time of services and every two years J

Appendix C: Participant Services
C-1/C-3: Service Specification
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State laws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service 7

As provided in 42 CFR §440.180(b}9), the State requests the authority to provide the following additional service not
specified in statute. ‘

Service Title:

Home Delivered Meals

HCBS Taxonomy:
Category 1: . Sub-Category 1:
Category 2: o Sub-Category 2:
Category 3: . Sub-Category 3:
Category 4: Sub-Category 4:

| 1 []

Complete this part for a renewal application or a new waiver thai replaces an existing waiver. Select one ;

® Service is included in approved waiver. There is no change in service specifications.
O Service is included in approved waiver, The service specifications have been modified.

O Service is not included in the approved waiver.

Service Definition (Scope):

The preparation and home delivery of meals for consumers who are unable to prepare or obtain nourishing meals
independently, or when the individual responsible for this activity is temporarily absent or unable to prepare
meals.Home delivered méals, or "meals on wheels," include the preparation and delivery of one or two meals for -
persons who are unable to prepare or obtain nourishing meals on their own. Meals on Wheels providers inclirde
delicatessans, Family Services Agencies, Community Action Agencies, Catholic Charities, Town Social Services,
visiting nurse agencies, assisted living agencies, senior centers, soup kitchens. Meals must meet a minimum of one-
third for single meals and two-thirds for double meals of the daily recommended allowance and requirements as
established by the Food and Nutrition Academy of Sciences National Reasearch Council. Special diet meals are
available such as diabetic, cardiac,low sodium and renal as are ethnic meals such as Hispanic and Kosher meals.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Meals provided shall not include a full nutrition regime (three meals per day). Meals may be either a single or
double meal provided up to seven times per week

Page 108 of 223

Service Delivery Method (check each that applies):

] Participant-directed as specified in Appendix E
Provider managed
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Specify whether the service may be provided by (check each that applies):

1 Legally Responsible Person
[ Relative

L1 Legal Guardian
Provider Specifications:

Provider Category|Provider Type Title

Agency Agency Provider

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Home Delivered Meals

Provider Category:

Provider Type:

‘Agency Provider —‘ '
Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specifyy):

Must have an approval/contract through DSS, or a contractor of the Department of Aging, to provide
home-delivered meals for other existing programs, Reimbursement for home delivered meals shall be
available under the ABI Waiver to providers which provide meals that meet a minimum of one-third of
the current daily recommended dietary allowance and requirements as established by the Food and
Nutrition Board of the National Academy of Sciences National Research Council.

All meals on wheels providers shall provide their menus to the department, contracted agencies or
department designee for review and approval. Service providers must be in compliance with the dietary
requirements and the requirements for the preparation and storage and delivery of food based on the

- |department policies for the elderly nutrition program and Title (III) of the Older Americans Act.

Meals on Wheels providers include delicatessans, Family Services Agencies, Community Action
Agencies, Catholic Charities, Town Social Services, visiting nurse agencies, assisted living agencies,
senior centers, soup kitchens.

Verification of Provider Qualifications
Entity Responsible for Verification:

Fiscal Intermediary . ‘

Frequency of Verification:

Eﬁstart of services and at recertification every two years. :
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Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable), -

Service Type:

|Other Service

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the foliowing additional service not
specified in statute,

Service Title:

Endependent Living Skills Training | .

HCRBS Taxonomy:
Category 1: Sub-Category 1:
Category 2: ' Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4:

L ] ]

Compiete this part for a renewal application or a new waiver that replaces an existing waiver, Select one

O Service is included in approved waiver. There is no change in service specifications.
® Service is included in approved waiver., The service specifications have been modified.

O Service is mot included in the approved waiver.

Service Definition {Scope):

Services designed and defivered on an individual basis to improve the consumer’s ability to live independently in the|
community, as well as to carry out strategies developed in Cognitive /Behavioral Programs. Independent Living
Skills Training is a teaching service. Specific activities may include assessment and training in: self-care;
medication management; task completion; communication and interpersonal skills; socialization; sensory/motor
skills; mobility and community transportation skills; problem solving skills; and money management and ability to
maintain a household, Assistance and supervision are not provided under this component,

Services are purchased on an hourly basis and provided in the rea worfd,‘i.e., in the individual’s home, community,
environment or specific life situation that calls for intensive assessment and training, Services are provided under

this component when the individual has particular difficulty with transferring and generalizing knowledge and skills
from one situation to another, as well as to carry-out strategics developed in Cognitive/Behavioral programs by the I

Elinician. . [

Specify applicable (if any) limits on the amount, frequency, or duration of this service:
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Employee staff who:

are at least 18 years old

have a minimum of a Bachelors Degree and one years experience providing services to individuals
with brain injuries in the community, and completed training program(s) concerning acquired brain
injury end person-centered planning given by a state agency, the fiduciary, community providers, Brain
Injury Alliance of CT, or Independent Living Center, or have a high school diploma and two years
experience providing services to individuals with brain injuries in the community and completed training
program(s) concerning acquired brain injury and person-centered planning given by a state agency,
broker agency, community providers, Brain Injury Alliance of CT, or Independent Liv ing Center

demonstrate ability to function as a member of an interdisciplinary team

have documented experience implementing cognitive/behavioral interventions developed by a
clinician and utilized in community settings

or, meet qualifications for Cognitive/Behavioral Programs

ILST providers must complete a minimum of six hours of continuing education annually in order to
continue to provide ILST services.

Verification of Provider Qualifications
Entity Responsible for Verification:

‘f iscal Intermediary [
Frequency of Verification:

Iﬂstart of services and at recertification/re-accreditation

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service _
Service Name: Independent Living Skills Training

Provider Category:

Individual

Provider Type:

@ate individual provider —l
Provider Qualifications
License (specify):

Certificate (specifiy:

Other Standard (specify):
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Meet the following:

arc at least 18 years old

have a minimum of a Bachelors Degree and one years experience providing services to individuals
with brain injuries in the community,and completed training program(s) conceming acquired brain
injury and person-centered planning given by a state agency, the fiduciary, community providers, Brain
Injury Alliance of CT, or Independent Living Center, or have a high school diploma and two years
experience providing services to individuals with brain injuries in the community and completed training
program(s) concerning acquired brain injury and person-centered planning given by a state agency,
broker agency, community providers, Brain Injury Alliance of CT, or Independent Living Center

demonstrate ability to function as a member of an interdisciplinary team

have documented experience implementing cognitive/behavioral interventions developed by a
clinician and utilized in community settings

or, meet qualifications for Cognitive/Behavioral Programs
Individual ILSTs must complete 2 minimum of six hours of continuing education on an annual basis in
order to continue to provide ILST services

Verification of Provider Qualifications

Entity Responsible for Verification:

[Fiscal Intermediary B
Frequency of Verification:

th start of services and every two years. l

Appendix C: Participant Services
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- C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS$ upon request through
the Medicaid agency or the operating agency (if applicable).
Service Type:

Other Service

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.
Service Title:

Personal Emergency Response Systems (PERS)

]

HCBS Taxonomy:
Category 1: Sub-Category 1:
Category 2: - Sub-Category 2:
Category 3: Sub-Category 3:

0
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Category 4: . Sub-Category 4:

C — ]

Complete this part for a renewal application or a new waiver that replaces an existing waiver. Select one :

®© Service is included in approved waiver. Tllere is no change in service specifications.
O Service is included in approved waiver. The service speclﬁcanons have been modified.

O Service is not included in the approved waiver.

Service Definition (Scope):

An electronic device that enables certain consumers at high risk of institutionalization to secure help in an
cmergency; the system may include a portable “help” bution to allow for mobility. The system is connected to the
person’s tclephone and programmed to signal a response center once “help” button is activated. Trained
professionals shall staff the response center. Device installation, upkeep and maintenance are provided. Response
center staff arc available 24/7. The availability of this service under the ABI waiver is limited to individoals who
live alone, or are alone for significant parts of the day, and who have no regular caregiver and who would otherwise
require extensive routing supervision. Need is determined based on the assessment and as part of the person centered
planning process. Installation, upkeep and maintenance are included as part of this service.

Specify applicable (if any) limits on the amount, frequency, or duration of this service: |

Service Delivery Method (check each that applies):

N Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[ Legally Responsible Person
O Retative

[ Legal Guardian
Provider Specifications:

Provider Category] . Provider Type Title

Agency Vendors Who Sell and Install Appropriate Equipment

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Personal Emergency Response Systems (PERS)

Provider Category:

Provider Type:

Vendors Who Sell and Install Appropriate Equipment |
Provider Qualifications
License (specify):
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Certificate (specify):

Other Standard (specifi):

‘Vendor that meets the criteria to be a DSS performing provider.

Verification of Provider Qualifications
Entity Responsible for Verification:

lFiscal Intermediary

Frequency of Verification:

JAt start of services and every two years.

Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through

the Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service ]

As provided in 42 CFR §440.180(b)(9), the State requests the authority to provide the Tollowing additional service not

specified in statute.
Service Title;

Substance Abuse Programs
HCBS Taxonomy:
Category 1: ' Sub-Category 1:
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
Category 4: Sub-Category 4;

L | [

Complete this part for a renewal gpplication or a new waiver that replaces an existing waiver. Select one :
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® Service is included in approved waiver. There is no change in service specifications.
O Service is included in approved waiver. The service specifications have been modified.

O Service is not included in the approved waiver.

Service Definition (Scope).

Reduces and/or eliminates substance abuse, which may interfere with the individual's ability to be maintained in the
community. This service will be specifically designed to meet the needs of individuals with cognitive deficits, and
will work with existing community support systems, such as Local Mental Health Authority, Alcoholics
Anonymous, Narcotics Anonymous, to assist them in becoming more responsive to people with traumatic brain
injuries. This role requires LADC and brain injury experience support modifications to traditional care supports.

This could include supports provided in group day supports. Substance abuse programs shall include: an in-depth
assessment of the interrelationship of the individual’s abuse of substances and brain injury; a learning/behavioral
assessment; development of a structured treatment plan; implementation of the plan; on-going education and training
of the individual, family members, care-givers and other service providers around participant-specific sequelag;
individualized relapse strategies; periodic reassessment of the plan; and, on-going support to the individual.

Substance abuse programs shall be provided on an outpatient basis in the individual’s community, The individual's
particular substance abuse plan may include both group and individual interventions and shall refiect the use of
curricula and materials adopted from a traditional substance abuse program designed to meet the needs of
individuals with traumatic brain injury. The substance abuse program provider shall communicate treatment
regimens with all of the individual's other service providers. We wtilize a distinct release of information for this
purpose.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

U Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

U Legally Responsible Person
U Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider Type Title

Individual Self-Employed Private Providers (i.e., Licensed Psychologists, Certified Alcohol and Drug Counselors)
Agency Rehabilitation Hospitals

Agency Substance abuse diagnostic and treatment centers

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Otber Service _
Service Name: Substance Abuse Programs

Provider Category:
Individual
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Provider Type:

Self-Employed Private Providers (i.c., Licensed Psychologists, Certified Alcohol and Drug Counselors)

Provider Qualifications
License (specify):

Certified Alcohol and Drug Counselor
Licensed Clinical Social Worker
Licensed Pyschologists

Certificate (specify):

Other Standard (specify):

At least 1 year experience in assessment and treatment of individuals with brain injury and substance
abuse 7
Ability to develop linkages with community support programs

Ability to work as a member of an interdisciplinary team.

Verification of Provider Qualifications
Entity Responsihle for Verification:

[Fiscal Intermediary

Frequency of Verification:

FAt start of service and recertification, every two years

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Substance Abuse Programs

Provider Category:

Provider Type:

‘Rchabiiitation Hospitals

Provider Qualifications
License (specifi):

Certificate (specify).

JCAHO

Otber Standard (specify):
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Staff with at least one year’s experience in providing services to individuals with brain injury and
substance abuse issues.

Verification of Provider Qualifications
Entity Responsible for Verification:

IFiscal Intermediary ’

Frequency of Verification:

‘At start of services and recertification, every two years, ' ‘

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Substance Abuse Programs

Provider Category:

Provider Type:

ﬁlbstance abuse diagnostic and treatment centers
Provider Qualifications
License (specify).

lState of CT Department of Public Health (if private facility) :[
Certificate (specifi):

JCAHO (if public facility)
Other Standard (specifi):

In addition to the aforementioned criteria:
Completed training concerning acquired brain injury given by a state agency, the fiduciary,
community provider, Brain Injury Alliance of CT or Independent Living Centers.
Verification of Provider Qualifications

Entity Responsible for Verification:

|Fiscal Intermediary . y
Frequency of Verification:

lAt start of service and at recertification every 2 years. ‘

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).
Service Type:
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’Individual Provider

Provider Qualifications
License (specify):

JValid driver's license
Certificate (specify):

F
Other Standard (specify):

!The provider must possess a valid CT driver's license and provide evidence of automobile insurance. |

Verification of Provider Qualifications
Entity Responsible for Verification:

Eiscal Intermediary }
Frequency of Verification:

’At approval, and when license and insurance are due for renewal or expiration every two years. I

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Transportation

Provider Category:

Provider Type:

| Adult Day Health Provider ]

Provider Qualifications
License (specify):

Certificate (specify).

Eritiﬁed by CT Association of Adult Day programs. Certification is valid for 3 years
Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Frequency of Verification:
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Specify applicable (if any) limits on the amount, frequency, or duration of this service:

]Iotal Annual Individual Cost Limit $10,000.00 ] ‘

Service Delivery Method (check each that applies):

O Participant-directed as specified in Appendix E
X Provider managed :

Specify whether the service may be provided by (check each that applies):

[ Legally Responsible Person
[ Relative

0 Legal Guardian
Provider Specifications:

Provider Category Provider Type Title
Individoal Approved State of CT Dept of Rehabilitation ServicesVehicle Modification Vendor

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Vehicle Modification Services

Provider Category:
Individual
Provider Type:

lApproved State of CT Dept of Rehabilitation ServicesVehicle Modification Vendor '
Provider Qualifications ' '
License (specify):

!DMV dealers and/ot repairers license ‘
Certificate (specify):

Other Standard (Speczjﬁ))."

Esdust be an approved State of Connecticut Dcpartlhcnt of Rehabilitation Services vendor. ‘

Verification of Provider Qualifications
Entity Responsihle for Verification:

iFisca'l Intermediary —‘
Frequency of Verification:

{At time of service with recertification every two years.
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Appendix C: Participant Services
C-1: Summary of Services Covered (2 of 2)

b, Provision of Case Management Services to Waiver Participants, Indicate how case management is furnished to wajver
participants (select one);

O Not applicable - Case management is not furnished as a distinct activity to waiver participants,

®© Applicable - Case management is furnished as a distinct activity to waiver participants.
Check each that applies:

0 As a waiver service defined in Appendix C-3. Do not complete item C-1-c.

[ As a Medicaid state plan service under §1915(i) of the Act (HCBS as a State Plan Option), Complerte ifem
C-1-.

O As a Medicaid state plan service under §1915(g)(1) of the Act (Targeted Case Management). Complete ite
C-I-c. ‘

[X] As an administrative activity. Complete item C-1-¢.
[ As a primary care case management system service under a concurrent managed care authority. Complete

item C-1-c.

¢. Delivery of Case Management Services. Specify the entity or entitics that conduct case management functions on behalf
of waiver participants: '

Effective 5/1/16,the department began providing case management as an administrative service. The case management
waiver service functions are added to the scope of the case management claimed as administrative match. The selected
contractors were selected as the result of a competitive procurement and perform comprehensive assessments, develop
service plans, and monitor the effectiveness of the service plan. The case manager also serves as the team leader in all
team meetings.

The case manager is required to hold a Masters degree in social work, human services, Counseling or Rehabilitation
Counseling. If the degree is in social work, LCSW or LMSW licensure is required. The case manager may also be a
nurse with a minimum of a bachelor's degree. The agency that provides the case management must have & minimum of 5
years experience in the provision of case management in a home and community based setting and the individual case
manager must have at least two years of case management experience in health care or human services settings.
Additionally the case manager must have the ability to serve multicultural, multilingual populations; and the skill set to
lead and facilitate the Care Team that includes the participant’s team of providers and supporters, and reach consensus on
the Service Plan.

Appendix C: Participant Services

(C-2: General Service Specifications (1 of 3)

a. Criminal History and/or Background Investigations. Specify the state's policies concerning the conduct of criminal
history and/or background investigations of individuals who provide waiver services (select one):

O No. Criminal history and/or background investigations are not required.

© Yes. Criminal history and/or background investigations are required.
Specify: (a) the types of positions (e.g., personal assistants, attendantis) for which such investigations must be
conducted; (b) the scope of such investigations (c.g., state, national); and, (c) the process for ensuring that mandatory

investigations have been conducted. State laws, regulations and policies referenced in this description are available to
CMS upon request through the Medicaid or the operating agency (if applicable):
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DSS requires any persons serving as household employees* providing personal care assistance and companion
services to a consumer submit to a State of Connecticut criminal background check. Transportation providers also
are subject to the criminal background check.

DSS has the discretion to refise payments for household employees performing services who have been convicted
of a felony, as defined in section 53a-25 of the Connecticut General Statutes, involving forgery under section 53a-
137 of the Connecticut General Statutes; robbery under section 53a-133 of the Connecticut General Statutes; larceny
under sections 53a-119, 53a-122, 53a-123 and 53a-124 of the Connecticut General Statutes; or of a violation of
section 53a-290 to 53a-296, inclusive of the Connecticut General Statutes; involving vendor fraud, section 53-20 of
the Connecticut General Statutes involving cruelty to persons; sections 53a-70, 53a-70a, 53a-70b, 53a-71, 53a-72a,
53a-72b, or 53a-73a of the Connecticut General Statutes involving sexual assault; section 532-59 of the Connecticut
' | General Statutes involving assault; section 53a-59a of the Connecticut General Statutes involving assault of an
elderly, blind, disabled, pregnant or mentally retarded petson; and sections 53a-320 to 53a-323, inclusive, of the
Connecticut General Statutes involving abuse of elderly, blind, disabled or mentally retarded persons.

This review is carried out by the fiduciary intermediary in which the contract requires that as part of consideration
for employment by any ABI Waiver participant, they process background checks for Household Employee Provider
Directory applicants upon submission of the Provider Directory application. The nature of the criminal activity
revealed by the background check including, but not limited to, check fraud, theft, abuse, or assault may result in
disqualification from continued enrollment in the Provider Directory, and consideration for employment by any AB1
Waiver participant,

DSS will conduct an annual audit involving a sample of FI records to ensure criminal background checks and other
required documents are on file.

We require quarterly reports for all new hires showing if background check was done.

All providers are checked against the O1G sanctioned provider list. If licensed, we check the DPH provider license.

*Household Employees: providers who perform chore, companion, homemaker, personal care assistance,
independent living skills training and respite services and who are not employed by an agency.

b. Abuse Registry Screening. Specify whether the state requires the screening of individuals who provide waiver scmces
through a state-maintained abuse registry (select one):

® No. The state does not conduct abuse registry screening,

O Yes. The state malntalns an abuse reglstry and requires the screening of individuals through this
registry.

Specify: (a) the entity (entities) responsible for maintaining the abuse registry; (b} the types of positions for which
abuse registry screenings must be conducted; and, (c) the process for ensuring that mandatory screenings have been
conducted. State laws, regulations and policies referenced in this description are available to CMS upon request
through the Medicaid agency or the operating agency (if applicable):

Appendix C: Participant Services

C-2: General Service Specifications (2 of 3)

¢. Services in Facilities Subject to §1616(e) of the Social Security Act. Select one:

@ No. Home and community-based services under this waiver are not provided in facilities subject to
§1616(e) of the Act.

O Yes. Home and community-based services are provided in facilities subject to §1616(e) of the Act. The
standards that apply to each type of facility wbere waiver services are provided are available to CMS

05/18/2019




Application for 1915(c) HCBS Waiver: Draft CT.035.01.00 - Dec 01, 2019 Page 127 of 223

upon request through the Medicaid agency or the operating agency (if applicable).

Appendix C: Participant Services

C-2: General Service Specifications (3 of 3)

d. Provision of Personal Care or Similar Services by Legally Responsible Individuals. A legally responsible individual is
any person who has a duty under state law to care for another person and typically includes: (2) the parent (biological or
adoptive) of a miner child or the guardian of a ininor child who must provide care to the child or (b) a spouse of a waiver
participant. Except at the option of the State and under extraordinary circumstances specified by the state, payment may
not be made to a legally responsible individual for the provision of personal care or similar services that the legally
responsible individual would ordinarily perform or be responsible to perform on behalf of a waiver participant. Sefect one:

@

0]

No. The state does not make payment to legally responsible individuals for furnishing personal care or simijlar
services. ‘

Yes. The state makes payment to legally responsible individuals for furnishing personal care or similar services
when they are qualified to provide the services.

Specily: (a) the legally responsible individuals who may be paid to furnish such services and the services they may
provide; (b) state policies that specify the circumstances when payment may be authorized for the provision of
extraordinary care by a legally responsible individual and how the state ensures that the provision of services by a
legally responsible individual is in the best interest of the participant; and, (c) the controls that are emploved to ensure
that payments arc inade only for services rendered. Also, specify in Appendix C-1/C-3 the personal care or similar
services for which payment may be made to legally responsible individuals under the state policies specified here.

O Self-directed

O Agency-operated

¢, Other State Policies Concerning Payment for Waiver Services Furnished by Relatives/Legal Guardians. Specify

state policies concerning making payment to relatives/legal guardians for the provision of waiver services over and above
the policies addressed in Item C-2-d. Select one:

O The state does not make payment to relatives/legal guardians for furnishing waiver services.

@ The state makes payment to relatives/legal guardians under specific circumstances and only when the

relative/guardian is qualified to furnish services.

Specify the specific circumstances under which payment is made, the types of relatives/legal guardians to whom
payment may be made, and the services for which payment may be made. Specify the controls that are employed to
ensure that payments are made only for services rendered. Also, specify in Appendix C-1/C-3 each waiver service Jfor
which payment may be made to relatives/legal guardians.

The Department does not pay the family members of participants to perform any waiver services except for Respite
and transportation. The Department does not pay legally lable relatives or relatives of Conservators of Person nor
Conservators of Estate to provide care. In some circumstances, this may be a non-legally liable relative, who is not
related to the consumer's Conservator of Person or Conservator of Estate. The participant or their conservator must
sign timesheets to confirm the date(s) and time(s) services were performed. The fiscal intermediary reviews
timesheets for accuracy and whether they match the allocation in the service plan. Any discrepancy results in a
notification to DSS, prior to the Issuance of payment. Family members must meet the same qualifications as
unrelated providers. Any reported concerns regarding fraudulent billing is addressed as it would be with other
service providers (e.g., investigation, provider termination, etc.) Family members will be selected at the request of

the recipient.
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O Relatives/legal guardians may be paid for providing waiver services whenever the relative/legal guardlan is
qualified to provide services as specified in Appendix C-1/C-3.

Specily the controls that are employed to ensure that payments are made only for services rendered.

O Other policy.

Specify:

£ Open Enroliment of Providers. Specify the processes that are employed to assure that all willing and qualified providers
have the opportunity to enroll as waiver service providers as provided in 42 CFR §431.51:

The Connecticut Department of Social Services contracts with a fiscal intermediary to conduct outreach activities in order
to increase awareness of the ABI Waiver Program within the provider community and to recruit qualified providers to
serve the ABI population. ABI Waiver Service Provider information is posted on the Fiscal Intermediaryt s Website.
The Department establishes qualifications for each provider type, and publishes the qualifications in the
Departmentts ABI Walver Program Provider Manual. Outreach activities include:

1. Identifying those areas of the state in which service deficits exist;

2. Tailoring outreach approaches to best recruit the types of providers most needed to serve the ABI
population on a regional and statewide basis;

3. Conducting at least one outreach session every twelve months in each of the Departmentt.s three fegions
during the contract period;

4. Conducting at least one community service provider outreach session each quarter during the contract
period; ‘

5. Utilizing appropriate methods to publicize outreach activities including but not limited to newsletters,
individual contacts, direct mailings, print or other media advertisements, or other methods of communication
as appropriate to each activity; and

6. Maintaining a log of potential providers who aitend each activity or who are contacted through the outreach
effort, including the date and place of each activity, the number of individuals who attend or are contacted, the
number of individuals who subsequently participate in training, and the number of individuals, by specialty
type, subsequently enrolled as Qualified Providers. '

The MMIS provider website has provider enroliment information for prospective providers as well.

Appendix C: Participant Services
Quality Improvement: Qualified Providers

As a distinct component of the States quality improvement sirategy, provide information in the following fields to detail the States
methods for discovery and remediation,

a. Methods for Discovery: Qualified Providers
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The state demonstrates that it has designed and implemented an adequate system for assuring that all waiver services

are provided by qualified providers.

i. Sub-Assurances:

a. Sub-Assurance: The State verifies that providers initially and continually meet required licensure and/or

certification standards and adhere to other standards prior to their furnishing waiver services, -

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance,

complete the following. Where possible, include numerator/denominator.

ted data that will enable t
is section provide informati

For e erformanc
analyz

easure, provide informati the a
aSSess pri towd] ¥ ure.

State
"

method by which each source of data is analyzed statistic ally/dgd_ug[m’ elv pr inductively. how themes are
identified or conclusions drawn, and how recommendations are formulated_where appropriate.

Performance Measure: ’

Number and percent of non licensed/nen certified providers, by provider type,
meeting provider training requirments. Numerator= number of providers meeting
provider training requirments. Denominator=total number of providers.

Data Source (Select one):

Reports to State Medicaid Agency on delegated Administrative functions
If 'Other' is selected, specify:

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
{check each that applies):
[ state Medicaid U Weekly 100% Review
Agency
0 Operating Agency U Monthly 0 Less than 100%
: Review
0 Sub-State Eﬁty Ed Quarterly 0 Representative
Sample
Confidence
Interval =
Other U Annually D Stratified
Specify: Describe Group:
: Escal Intermediary ’
0 Continuously and O Otber
Ongoing Specify:
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L Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data apgregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies).
x] State Medicaid Agency 0 Weekly
I Operatilig Agency O Monthly
[ Suh-State Entity ] Quarterly
Bl Other
Specify: ]
pecify U] Annually
|Fiscal Intermediary 1
O Conﬁnuously and Ongoing
L Other
Specify:

Performance Measure:

Number and percent of waiver providers meeting licensure/certification standards
prior to delivery of services. Numerator=waiver providers meeting
licensure/certification standards prior to delivery of services. Denominator= total
number of waiver providers requiring licensure/certification.

Data Source (Sclect one):

Reports to State Medicaid Agency on delepated Administrative functions
If 'Other' is selected, specify:

Responsible Party for Frequency of daia Sampling Approach
data collection/generation (check each that applies):
[collection/generation (check each that applies):
(check each that applies):
U State Medicaid L Weekly : ] 100% Review
Agency
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[ Operating Agency 0 Monthly 0 Less than 100%

Review

0 Sub-State Entity Quarterly 0 Representative

Sample
Confidence
Interval =
Other [ Annually O Stratified
Specify: Describe Group:

Eiscal Intermediary —’

O Continuously and [ Other

Ongoing Specify:
O Other
Specify:
Data Aggregation and Analysis: _
Responsible Party for data Frequency of data aggrepation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [ Weekly
O Operating Agency [ Monthly
[ Sub-State Entity - Quarterly
Other
Specify:
P [ Annualty
lESCﬂl Intermediary ‘
O Continucusly and Ongoing
U Other
Specify:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies}:

b. Sub-Assurance: The State monitors non-licensed/non-certified providers to assure adherence to waiver
requirements.

For each performance measure the State will use o assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominator.

Performance Measure: .
Number and percent of non-licensed/non-certified waiver providers that continue to
meet waiver requirements ongoing. Numerator=Number of non-licensed/non-
certified waiver providers continuing to meet waiver requirements,
Denominater=Number of non-licensed/non-certified waiver providers.

Data Source (Select one): }

Reports to State Medicaid Agency on delegated Administrative functions
If 'Other’ is selected, specify:

Responsible Party for Frequency of data Sampling Approach
data collection/generation {check each that applies):
collection/generation {check each that applies):
(check each that applies): ‘
[ State Medicaid L] weekty 100% Review
Agency
O Operating Agency [ Mouthly 1 d Less than 100%
Review
L Sub-State Entity L Quarterly L Representative
Sample
Confidence
Interval =
Other O Annually O Stratified
Specify: *° Describe Group:
Escal Intermediary
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[X] Continuously and 0 Other
Ongoing " Specify:

[ Other
Specify:

L

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and amalysis (check each  |analysis(check each that applies):
that applies): '
X State Medicaid Agency L] Weekly
0 Operating Agency - Monthly
L1 Sub-State Entity | X Quarterly
B Other
Specify:
L] Annually
I@al Intermediary i
[ Continuously and Ongoing
[ Other
Specify:

¢. Sub-Assurance: The State implements its policies and procedures for verifying that provider fraining is
conducted in accordance with state requirements and the approved waiver.

For each performance measure the State will use to assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominator.

For ea rformance ure, provide information on the egated data that will engble the State to
nalyz dss ) to the or easyr this sectio ide informati 4
method by which each source of data is analvzed statistical, ducti or inductively, how themes are

ident} r co. io W, how reco Hio, ormulate re appropriate.

Performance Measure: )
Number and Percent of waiver non licensed/non certified providers who complete
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pre-requisite training prior to service provision. Numerator=Number of waiver
providers who complete pre-requisite training prior to service provision.
Numerator=Number of waiver providers required to complete pre-requisite training

prior to service provision.

Data Source (Select one):

Training verification records

If 'Other’ is selected, specify:

Responsible Party for Frequency of data Sampling Approach
data _ collection/generation (check each that applies):
collection/peneration (check each that applies):
(check each that applies):
[ State Medicaid L1 Weekiy 100% Review
Agency
0 Operating Agency | [ Monthly [ Less than 100%

Review

O Sub-State Entity

Quarterly

U Representative
Sample
Confidence
Interval =

Other U Aonually L1 stratified
Specify: Describe Group:
|Eiscal Intermediary |
O] Continuously and Ll Other
Ongoing " Specify:

0 Other
Specify:

Data Aggregation and Analysis:

that applies):

Responsible Party for data
apgregation and analysis (check each

Frequency of data apprepation and
analysis{check each that applies):

O State Medicaid Agency

O Weekly
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Responsible Party for data
ageregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies): -

[ Operating Agency [ Monthly

O Sub-State Entity

Otber
Specify:

Quarterly _

0 Annually

. IlFiscal Intermediary |

0 Continuously and Ongoing

[ Other
Specify:

ii.. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

The fiscal intermediary provides quarterly documentation of outreach activities to recruit providers for the registry
and the result of the outreach efforts. Additionally, the fiscal intermediary has a Program Compliance Supervisor
who investigates potential fraud claims and provides the Department with a written summary and report of all
claims. These claims are tracked through the department's critical incident system.

b. Methods for Remediaﬁoanixing.Individual Problems

i. Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties anrd GENERAL methods for problem correction. In addition, provide information on |
the methods used by the state to document these items.

An assigned Community Options unit staff member serves as the quality assurance officer for the ABI Waiver
program. She/He is available daily for contact with the fiscal intermediary for the purpose of resolving any
discrepancies or issues related to contract compliance. For example, if a consumer calls with a complaint that
they were not trained on the managing of their provider, she/he would be in contact with the fiscal intermediary to
resolve the complaint. If any case manager believes a report to be potential fraud, it is referred to the Community
Options unit who decides if it should be referred to the Fraud and Recoveries Unit. Any comrespondence done in

written form s retained for future reference. We utilize our incident management system to identify provider
trends and intervene accordingly.

. Remediation Data Aggrepation
Remediation-related Data Aggregation and Analysis (including trend identification)
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Responsible Party(c:heck each that applies): Frequency (2:!::,: ::cghg::f:::;i:;? analysis
[ State Medicaid Agency [ Weekly
L Operating Agency D Monthly
0 Sub-State Entity ] Quarterly
g Other 0 Annuoally
Specify:
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Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

. {Fiscal Intermediary |

O Continuously and Ongoing

O Other
Specify:

¢. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the agsurance of Qualified Providers that are currently non-operational.
) @® No
O Yes
Please provide a detailed strategy for assuring Qualified Providers, the specific timeline for implementing identified

strategies, and the parties responsible for its operation.

Appendix C: Participant Services

C-3: Waiver Services Specifications
Section C-3 "Service Specifications' is incorporated into Section C-1 "Waiver Services.'

Appendix C: Participant Services
C-4: Additional Limits on Amount of Waiver Services

a. Additional Limits on Amount of Waiver Services. Indicate whether the waiver employs any of the following additional
limits on the amount of waiver services (select one).

® Not applicable- The state does not impose a limit on the amount of waiver services except as provided in Appendix
C3.

O Applicable - The state imposes additional limits on the amount of waiver services.

When a limit is employed, specify: (a) the waiver services to which the limit applies; (b) the basis of the limi,
including its basis in historical expenditure/utilization patterns and, as applicable, the processes and methodologies
that are used to determine the amount of the limit to which a participant's services are suhject; (c) how the limit will
be adjusted over the course of the waiver period; (d) provisions for adjusting or making exceptions to the limit based
on participant health and welfare needs or other factors specified by the state; (e) the safeguards that are in effect
when the amount of the limit is insufficient to meet a participant's needs; () how participants are notified of the
amount of the limit. (check each that applies) )

[ Limit(s) on Set(s) of Services. There is a limit on the maximum dollar amount of waiver services that is
authorized for one or more sets of services offered under the waiver.
Furnish the information specified above.
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O Prospective Individual Budget Amount. There is a limit on the maximum dollar amount of waiver services
authorized for each specific participant.
Furnish the information specified above.

[ Budget Limits by Level of Support. Based on an assessment process and/or other factors, participants are
assigned to funding levels that are limits on the maximum dollar amount of waiver services.
Furnish the information specified above.

L] Other Type of Limit. The state employs another type of limit.
Describe the limit and furnish the information specified above.

Appendix C: Participant Services

C-5: Home and Community-Based Settings

Explain how residential and non-residential éettings in this waiver comply with federal HCB Settings requirements at 42 CFR.
441.301(c)(4)-(5) and associated CMS guidance. Include:

1. Description of the settings and how they meet federal HCB Settings requirements, at the time of submission and in the
firture.

2. Description of the means by which the state Medicaid agency ascertains that all waiver settings meet federal HCB Setting
requiremennts, at the time of this submission and ongoing.

Note instructions at Module 1, Attachment #2, HCB Settings Waiver Trapsition Plan for description of settings that do not meet
requirements at the time of submission. Do not duplicate that information here.

Please sce Main Module, attachment 2

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (1 of 8)

State Participant-Centered Service Plan Title:
‘Connecticut Acquired Brain Injury Home and Community-Based Waiver Service Plan (W-1131)

a. Responsibility for Service Plan Development. Per 42 CFR §441.301(b)(2), specify who is responsible for the
development of the service plan and the qualifications of these individuals (select each that applies):

[ Registered nurse, licensed to practice in the state
[ Licensed practical or vocational nurse, acting within the scope of practice under state law
L] Licensed physician (M.D. or D.O)
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[ Case Manager (qualifications specified in Appendix C-1/C-3)

] Case Manager (qualifications not specified in Appendix C-1/C-3).
Specify qualifications:

Effective 5/1/16 the department moved to a model of administrative case management for this waiver and
eliminated case management as a waiver service. The case manager would be required to hold a Masters degree in
social work, human services, Counseling or Rehabilitation Counseling, If' the degree is in social work, LCSW or
i LMSW licensure is requited. The case manager may also be a nurse with a minimum of a bachelor's degree. The
agency that provides the case management must have a minimum of 5 years experience in the provision of case
management in 8 home and community based setting and the individual case manager must have at least two years
of case management cxperience in health care or human services settings. Additionally the case manager must have
the ability to serve multicultural, multilingual populations; and the skill set to lead and facilitate the Care Team that
includes the participant’s tecam of providers and supporters, and reach consensus on the Service Plan.

O Social Worker
. Specify gualifications:

O Other
Specify the individuals and their qualifications:

Appendix D: Participant-Centered Planning and Service Delivery

D-1: Service Plan Development (2 of 8)

b. Service Plan Development Safeguards. Select one:

® Entities and/or individuals that have responsibility for service plan development may not provide other
direct waiver services to the participant.

O Entities and/or individuals that have responsibility for service plan development may provide other
direct waiver services to the participant.
The state has established the following safeguards to ensure that service plan development is conducted in the best
interests of the participant. Specify:

Appendix D: Participant-Centered Planning and Service Delivery

D-1: Service Plan Development (3 of 8)

c. Supporting the Participant in Service Plan Development. Specify: (a) the supports and information that are made
available to the participant (and/or family or légal representative, as appropriate) to direct and be actively engaged in the
service plan development process and (b) the participant's authority to determine who is included in the process,
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Department contracted case managers are required to assist every ABI Waiver participant (participant) in developing a
Person-Centered Service Plan. This individualized plan is written through a team process that includes the participant,
his or her conservator, as applicable, and other relevant stakeholders as directed by the participant. The ABI Waiver
brochure that outlines the program includes a section that addresses person-centered planning. It states, the ABI waiver is
based on a person-centered model. This means that the participant plays a primary role in developing a Service Plan that
will fulfiil his/her needs in the community.

Next, the waiver participant is designated as the Employer of Record for household employees receiving payments under
the ABI Waiver Program. As such, the participant is responsible for hiring, directing, managing, and, if necessary, firing
their private providers. This responsibility is outlined in the W-988, ABI Waiver Program Rights and Responsibilities
Form. ‘

Measures are in place to aid participants and their families in accessing needed services and actively participating in
processes that result in the receipt of care. For example, the Department contracts with the Brain Injury Alliance of
Connecticut, Inc. (BIAC) for the purpose of providing consultation, advocacy, resource facilitation, support, information,
training and outreach to persons with brain injury and their families. BIAC’s services through this contract are intended
to enable participants to advocate for themselves for access to brain injury programs and community-based supports. In
addition to direct advocacy, telephomic support, newsletter and web-based information dissemination, BIAC is funded 1o
conduct numerous trainings and community education programs. These knowledge enhancement opportunities are not
only directed to service professionals to aid in their provision of respectful, individualized and effective care to persons
with brain injury, but also targeted to participants. Training includes, but is not limited to, topics such as Brain Injury
101 and the Person-Centered Planning Process.

The Person-Centered Planning Process training covers issues such as client choice, networking, and team building,

Through the ABI Waiver fiscal intermediary, the Person-Centered Planning training is extended to Providers of services
to persons with brain injury. At least one advanced traiming session per calendar quarter addressing Person-Centered )
Planning is conducted for Providers to increase their expertise in supporting client-directed care. |

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (4 of 8)

4. Service Plan Development Process. In four pages or less, describe the process that is used to develop the participant-
centered service plan, including: (a) who develops the plan, who participates in the process, and the timing of the plan; (b)
the types of assessments that are conducted to support the service plan development process, including securing
information about participant needs, preferences and goals, and health status; (c) how the participant is informed of the
services that are available under the waiver; (d) how the plan development process ensures that the service plan addresses
participant goals, needs (including health care needs), and preferences; () how waiver and other services are coordinated;
() how the plan development process provides for the assignment of responsibilities to implement and monitor the plan;
and, (g) how and when the plan is updated, including when the participant's needs change. State laws, regulations, and
policies cited that affect the service plan development process are available to CMS upon request through the Medicaid
agency or the operating agency (if applicable):
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In order to be eligible for ABI Waiver Services, consumers are required to exhibit a verifiable need for supervision and/or
cueing or physical assistance in two or more activities of daily living (ADLs). Case managers contracted by the
department, in consultation with the consumer, their family and care providers (e.g., skilled nursing/ABI facility staff,
primary care physicians, and neuropsychologists) develop plans of care to meet an individual’s cognitive, physical, and
behavioral support needs. Clinical staff in the HCBS unit review completed Plans of Care (POC) and approve the plan
based on their review of eligibility, service adequacy and responsiveness to ithe waiver participant’s needs. ‘

Case managers are expected to schedule their first client visit within ten days of receiving assignment of a waiver
applicant case. Initial care plans are developed using results form a neuropsychological report and standardized form.
This form requires plan development informed by the following constellations of care:

--Health --Risk Indicators

--Life Planning --Functional Assessment :
--Behavioral Issues —Community-Based Supports (formal and informal)
-—-Communication

Plan of Care documents include service preferences and include the use of natural/community supports, state plan
services, and waiver services. The case managers share the description of service information with consumers so that
they are informed about the array of supports available. The specific, proposed services for each client, followed by the
reason for selecting the service(s), the goal(s) expected to be achieved, and the timeftame for which the service is needed
are also elements of the POC.,

The case manager, consumers, and the consumer’s circle of support (family, caregivers, service providers, natural
supports, and other relevant parties of the consumer’s choosing) meet monthly, in most instances, to assess and monitor,
through an interdisciplinary team process, service implementation, care efficacy, client progress, and safety. At such
meetings, care plans are adjusted congruent with a client’s current identified needs. Proposed changes to a client’s
person-centered POC, as determined by the aforementioned team process, are signed by the consumer, and implemented
as long as the costs fall within the program limits.

The ABI waiver program is managed on a case-by-case basis, reflective of an approach to ensure that individual
consumer presentations and needs are supported congruent with the eligible population standards. This service operates
under ongoing oversight checks and balances built in through 24/7 availability of the care management provider, fiscal
agent coordination and reporting, and system service documentation. All client specific actions are documented in the
consumer’s case record. The departments electronic data base tracks referrals, status, critical incidents, tinieliness of
assessments and reassessments and serves as a real time communication from the social worker to the department.

The State’s requirement for documented client choice regarding institutional versus community-based services is
evidenced through consumer attestation and signature as part of the waiver application process. A process is also in place
to ensure that consumers can affect individualized provider choice. Case managers share with waiver consumers the
provider listing, which is developed by a DSS contracted fiduciary. This listing identifies providers by service type and
geographic coverage area. Clients are afforded the opportunity to speak with and/or interview prospective providers prior
to selection. The participant selects agencies to provide services and is ultimately the employer of record for household
employees and has responsibility for hiring, managing and firing his or her providers.

The minimum requirement for team meetings is quarterly, Waiver and non-waiver supports are discussed at the team
meeting and incorporated into the plan of care.

Appendix D: Participant-Centered Planning and Service Delivery

D-1: Service Plan Development (5 of 8)

e. Risk Assessment and Mitigation. Specify how potential risks to the participant are assessed during the service plan
development process and how strategies to mitigate risk are incorporated into the service plan, subject to participant needs
and preferences. In addition, describe how the service plan development process addresses backup plans and the
arrangements that are used for backup,
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The responsibility to assure health and welfare {s balanced with the waiver participant’s right to select their services and
providers. It is imperative to accurately identify the services and supports that are needed to ensure the health and
welfare of the waiver participant. During the service plan development process, the case manager, the
consumer/conservator and the team members (e.g., providers and other stakeholders) collaborate to assess the consumer’s
level of skill, and identify risk factors including; inadequate supervision, social isolation, inability to summon assistance,
emotional and behavioral issues, and communication capabilities. This information is used to provide the background
necessary to identify arcas of potential risk to the waiver participant. When risk issues are identified, members of the
service planning team (e.g., case manager, conservator, cognitive behaviorist, medical provider), provide feedback to the
waiver participant regarding the area(s) of concern (e.g., ADL and IADL management) and members exchange ideas on
how to mitigate risk. The waiver participant has the right to accept, reject or modify recommendations that address risk.

Back-up plans are included in the POC. Typically there are family and community supports that are incorporated into a
POC. Ifthis is not possible, services are backed-up by providers who deliver the same service.

If a waiver participant's choices are such that the waiver program is concerned that it will not be able to assure the waiver
participant’s health and welfare, this concern is clearly discussed with the waiver participant. If the waiver participant’s
health and welfare can be assured, then the waiver participant can remain on the waiver. Ifthis is not possible, then the

- |waiver participant is issued a Notice of Action (NOA), indicating discontinuance from the waiver. The consumer is
informed that they have a right to a fair hearing, pursuant to Medicaid rules and the NOA includes information about
their fair hearing rights.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (6 of 8)

£ Informed Choice of Providers. Describe how participants are assisted in obtaining information about and selecting from
among qualified providers of the waiver services in the service plan.

Case managers share with waiver consumers the provider listing, which is developed by a DSS contracted fiduciary. This
listing identifies providers by service type and geographic coverage area who meet the qualifications as set forth by DSS
to service waiver participants. The case managers facilitate opportunities for participants to speak with and/or interview
prospective providers prior to selection. Program participants are able to contact the fiscal intermediary to get an updated
and customized listing of the provider directory. For household employees, a background check is conducted by the
fiscal intermediary and the results are shared with the consumer to aid in their selection.

Appendix D: Participant-Centered Planning and Service Delivery

D-1: Service Plan Development (7 of 8)

g. Process for Making Service Plan Subject to the Approval of the Medicaid Agency. Describe the pfoccss by which the
service plan is made subject to the approval of the Medicaid agency in accordance with 42 CFR §441.301(b)(1)(i):

The staff of DSS' Community Options unit, Connecticut's Medicaid agency, directly approves the developed service plan. I

Appendix D: Participant-Centered Planning and Service Delivery

D-1: Service Plan Development (8 of 8)

h. Service Plan Review and Update. The service plan is subject to at least annual periodic review and update to assess the
appropriateness and adequacy of the services as participant needs change. Specify the minimum schedule for the review
and update of the service plan:

o Every three months or more frequently when necessary
O Every six months or more frequently when necessary

@® Every twelve months or more frequently when necessary
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O Other schedule
Specify the other schedule:

i. Maintenance of Service Plan Forms. Written copies or electronic facsimiles of service plans are maintained fora =
minimum period of 3 years as required by 45 CFR §92.42. Service plans are maintained by the following (check each that
applies):
b Medicaid agency ' !
L Operating agency
X Case manager
L] Other
Specify:

Appendix D: Participaﬂt-Centered Planning and Service Delivery

D-2: Service Plan Implementation and Monitoring

a. Service Plan Implementation and Monitoring. Specify: (a) the entity (entities) responsible for monitoring the
implementation of the service plan and participant health and welfare; (b) the monitoring and follow-up method(s) that are
used; and, {c} the frequency with which monitoring is performed.
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Case Managers are responsible for the development, management, administration, and monitoring of the HCBS waiver
participants. The case manager promotes participant choice, ensures the delivery of high quality services, assists in the
development of needed services and oversees waiver cost-effectiveness, with the support of department staff,
Collaboration with local and state government service providers and advocacy groups to develop a network of services
and supports in the community is primarily facilitated through DSS HCBS unit staff, DSS, through contracted cage
menagers, Medical Operations, Quality Assurance, and the Burcan of Rehabilitative Services, is the central component in
managing and delivering the program objectives of deinstitutionalization, diversion, waiver administration and resource
development. DSS is responsible for implementing the HCBS waiver and facilitating access to waiver program supports
for eligible individuals. :
Monitoring Methods & Frequency:

Oversight of service plan implementation is the responsibility of the case manager.

Progress notes/Monthly Provider Reports in the case management record detail the advancement of the supports for client
and collaterals. Evidence is documented in the client's chart that the case manager and/or fiscal intermediary contact the
client and/or providers by a means and frequency appropriate to the client's needs to confirm service delivery. Audit
documentation indicates contact with client and/or providers occur to-determine if services are;

~-delivered as expected

--utilized by the client

~-satisfactory to the client

--continue to be appropriate to the client's need

~result in positive outcomes

—utilized a back up plan if the need arose

~-back up plan is still available to assist if needed

In addition, case manager, consumers, and the consumers’ circle of support (family, caregivers, service providers, natural
supports, and other relevant parties of the consumer’s choosing) meet monthly, in some cases quarterly, to assess,
through an interdisciplinary team process, care efficacy, client progress, risk assessment, health services needs and safety.
At such meetings, care plans are adjusted congruent with the client’s current identified needs. Proposed changes to a
client’s person centered plan of care, as determined by the aforementioned team process, are subject to review by the case
manager's supervisor, and do not requirement department approval. However, the department will monitor and evaluate
program compliance as part of its ongoing auditing process of the case management providers. The case managers will
report any problems that affect a waiver participant’s health and welfare in their monthly imeetings with their supervisor.
The supervisor must contact the DSS HCBS unit staff technical assistance to address problems related to health and
safety.

Home Health Agencies coordinate health services with the case managers and our administrative service organization,
CHN CT.

b. Monitoring Safeguards. Select one:

® Entities and/or individuals that have responsibility to monitor service plan implementation and
participant health and welfare may not provide other direct waiver services to the participant.

O Entities and/or individuals that have responsibility to monitor service plan implementation and
participant bealth and welfare may provide other direct waiver services to the participant.
The state has established the following safeguards to ensure that monitoring is conducted in the best interests of the
participant. Specify:

Appendix D: Participant-Centered Planning and Service Delivery

Quality Improvement: Service Plan

As a distinet component of the States quality improvement sirategy, provide information in the following flelds to detail the States
methods for discovery and remediation. '
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a. Methods for Discovery: Service Plan Assurance/Sub-assurances

The state demonstrates it has designed and implemented an effective system for reviewing the adequacy of service plans
for waiver participants.

i. Sub-Assurances:
|

a. Sub-assurance: Service plans address all participants assessed needs (including health and safety risk
factors) and personal goals, either by the provision of waiver services or through other means.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

~

~ Performance Measure:
Number and percent of service plans that address participants' goals as indicated in
the assessment. Numerator=Number of service plans that address participants' goals
as indicated in the assessment. Denominator=Total number of service plans.

Data Source (Sclect one):
Record reviews, on-site
If "Other’ is selected, specify:

Responsible Parfy for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):

State Medicaid U Weeldy L1 100% Review

Agency
O Operating Agency ] Monthly Less than 100%
Review
O Sub-State Entity L Quarterly Representative

Sample
Confidence
Interval =

95%

[x] Other Annually O Stratified
Specify: Describe Group:
Contracted care
management agency
Continuously and O Other
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Ongoing

Specify:

L other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analbysis(check each that applies):

State Medicaid Agency

U Weekly

] Operating Agency

U Monthly

U Sub-State Entity

Quarterly

O Other
Specify:

Annually

L Continuously and Ongoing

U Other
Specify:

Performance Measure:

Number and percent of service plans that identify an emergency back-up plan.
Numerator=Number of service plans that identify an emergency back-up plan.
Denominator=Total number of service plans.

Data Source (Select one):
Record reviews, on-site
If 'Other’ is selected, specify:

{check each thar applies).

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):

Page 145 of 223
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State Medicaid [ Weekiy
Agency

100% Review

B Operating Agency H Monthly

[ Less than 100%
Review

[ Sub-State Entity 0 Quarterly

] Representative
Sample
Confidence
Interval =

U other L Anouany L Stratified
Specify: Describe Group:
B Continuously and ] Other
Ongoing Specify:
0 Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | amalysis(check each that applies).
that applies):
State Medicaid Agency L Weekly
H Operating Agency ‘ L] Monthly
] Sub-State Entity O Quarterly
L1 other
Specity:

L Annually

Continuously and Ongoing
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that applies):

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

[ Other

Specify:

Performance Measure:

Page 147 of 223

Number and percent of service plans where risk is indicated that address participant
risk factors. Numerator= Number of service plans that address participant risk
factors. Denominator= total number of service plans that indicate a risk.

Data Source (Select one):

Record reviews, on-site

If "Othet' is selected, specify:

Responsible Party for
data
collection/generation

{check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid [ weekly 100% Review
Agency
O Operating Agency O Montbly [ Less than 100%
Review
O Sub-State Entity [ Quarterly O Representative
Sample
Confidence
Interval =
0 other L] Annually L] Stratified
Specify: Describe Group:
] Continnously and [ Other
Ongoing Specify:

[ Other
Specity:
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Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that appiies):

X State Medicaid Agency O Weekly

O Operating Agency [ Monthly

O Sub-State Entity _ [ Quarterly

O Other

Specify:
B Annually

O Continnously and Ongoing

O Other
Specify:

b. Sub-assurance: The State monitors service plan development in accordance with its policies and
procedures.

|
Performance Measures

For each performance measure the State will use 1o assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

an ana' assess progress toward the performance measure. In thzs section provide infor
mz&gd by which each source of data is analyzed statisticglly/deductively or inductively, how themes are

tion on the

conclusions drawn. and how recommendations gre formulated, where approprigte.

Performance Measure:
Number and percentage of service plans that are adequate and appropriate to
participant needs as addressed in the assessment. Numerator:Number of service

plans that are adequate and appropriate to participant needs as addressed in the
assessment. Denominator= Total Number of Service Plans.

‘Data Source (Select one):
Record reviews, on-site
If 'Other' is selected, specify:
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Responsible Party for
data
collection/generation

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

Page 149 of 223

(check each that applies):

State Medicaid [ Weekly [ 100% Review
Agency
[ Operating Agency | LI Monthiy Less than 100%
Review
[ Sub-State Entity [ Quarterly Representative
Sample
' Confidence
Interval =
95%
U other Annually L Stratified
Specify: Describe Group:
[ Conﬁnuously and. [ Other
Ongoing Specify:
L Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data _
aggrepation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
State Medicaid Agency U Weekly
[ Operating Agency O Monthly
[ Sub-State Entity O Quarterly
O Other
Specify: Annually
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

O Continuously and Ongoing

Ll Other
Specify:

Performance Measure: :

The number and percent of participants completing the HCBS CAHPS survey who
express satisfaction with the quality of the services provided. Numerator is the
numbher of participants who rate their staff a “3.5" or higher out of a scale from 1 to
5, and demominator is the total numher of participants who rate their staff.

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | amalysis(check each that applies):
that applies):
Ll State Medicaid Agency L Weekly
0 Operating Agency L Monthly
0 Sub-State Entity [ Quarterly
L Other
Specify:
O Annually

O Continuously and Ongoing

O Other
Specify:

c. Sub-assurance: Service plans are updated/revised at least annually or when warranted by changes in the
waiver participants needs.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
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Performance Measure:

Number and percentage of Service Plans that were reviewed and updated as

warranted on or hefore the participants annual review date. Numerator: Number of

Service Plans that were reviewed and updated as warranted on or before the
participants annual review date. Denominator= total number of service plans.

Data Source (Select one):

Other

If 'Other" is selected, specify:

System hoc reports.

Responsible Party for Frequency of data Sampling Appreach
data collection/generation {check each that applies):
collection/generation

(check each that applies):

{check each that applies):

[ State Medicaid L] Weekly ] 106% Review
Agency
L] Operating Agency | [ Montbiy [J Less than 100%
Review
0 Sub-State Entity [ Quarterly [ Representative

Sample
Confidence
Interval =

L] Other Annaally U Stratified
Specify: Describe Group:
[ Continuously and O Other
Ongoing Specify:

[ Other
Specify:
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Data Aggregation and Ana'lysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies): '

State Medicaid Agency ! Weekly

[ Operating Agency 1 Monthly

[ Sub-State Entity [ Quarterly

[ Other

Specify:

Annually

[ Continuously and Ongoing

! Other
Specify:

d. Sub-assurance: Services are delivered in accordance with the service plan, including the type, scope,
amount, duration and frequency specified in the service plan.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance}, complete the following, Where possible, include numerator/denominator.

EQCH perjorma

e, provide informatio

on the gggregated data that will e

#

e ine die

WY

0

analvze and gssess progress toward the performance measure. In this section provide information on the
hich eac ¥ is analvzed statisti ductively or | v 2,
ifled or conclusions dr d how recommendati e formulated where appropri

Performance Measure:

Number and percentage of participants' records reviewed who received services
specified in service plan (type, scope, amount, duration and frequency. Numerator=
Number of participants’ records reviewed who received services specified in service

plan (type, scope, amount, duration and frequency). Denominator= Total number of
service plans.

Data Source (Select one): ‘
Reports to State Medicaid Agency on delegated Administrative functions
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It 'Other' is selected, specify:

Responsible Party for Frequency of data Sampling Approach
data : collection/generation (check each that applies):
collection/generation (check each that applies):
{check each that applies):
L1 State Medicaid L Weekly 100% Review
Agency '
0 Operating Agency N Monthly 0 Less than 100%

Review

] Sub-State Entity Quarterly 0 Representaﬁve

Sample
Confidence
Interval =
Other L Annualty L] Stratified
Specity: Describe Group:
|Fiscal Intermediary |
] Continuously and 0 Other
Ongoing Specify;
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

x| State Medicaid Agency L] weekty
] Operating Agency ] Monthly
] Sub-State Entity [x] Quarterly
] Other
L]
Specify: Annually
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | amalysis(check each that applies).
that applies):

Ll Continuously and Ongoing

U Other
Specify:

e. Sub-assurance: Participants are afforded choice: Between/among waiver services and providers,

Performance Measures

For each performance measure the State will use to assess compliance with the Statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each perfor edasure, provide | ation on the aggre that will enabl Stat,
analyze and assess progress toward the m' rformance measure. fn this section provide information on the
method by whi ce of data |, d statisticallv/de. i inductivel

identified or ¢ jons drawn, and ecommendations are for d, where appropri

Performance Measure:

Number and percent of clients educated about the full range of services and choices of
providers available as evidenced by their signature the "Rights and Responsibilities
Form." Numerator= Number of clients educated about the full range of services and
choices of providers available as evidenced by their signature the "Rights and
Responsibilities Form." Denominator= numher of participants.

Data Source (Select one);
Record reviews, on-site
If 'Other’ is selected, specify:

Responsible Party for Frequency of data . Sampling Appreach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
Xl State Medicaid [ Weekiy X 100% Review
Agency
L Operating Agency L Monthly ) o Less than 100%
Review
L Sub-State Entity L Quarterly o Representative
Sample
Confidence
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Interval =
L1 other ' [ Annually L] Stratified
Specify: ‘ Describe Group:

(X Continwously and O Other
Ongoing Specify:

‘0 Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and amalysis (check each | analysis(check each that applies):
that applies): '

| State Medicaid Agency 0 Weekly

0 Operating Agency U Monthly

O Sub-State Entity O Quarterly

[ Other

Specify:
O Annually

B Continuously and Ongoing

[ other
Specify:

Performance Measure:
Number and percentage of participants with a freedom of choice form completed and
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signed stating that they were offered a choice between waiver services and
institutional care. Numerator=Number of participants with a freedom of choice form
completed and signed stating that they were offered a choice between waiver services
and institutional care. Denominator=Total number of service plans.

Data Source (Sclect one):

Record reviews, on-site

If 'Other’ is selected, specify:

Responsible Party for
data
collection/generation

{check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid U Weekly X 100% Review
Agency
U Operating Agency U Monthly L Less than 100%
Review
O] Sub-State Entity L] Quarterly O Representative
Sample
Confidence
Interval =
LI ocher 0 Annuatly O Stratifiea
Specify: Describe Group:
S Continuousfy and O Other
Ongoing Specify:

U Other
Specify:

Data Aggregation and Analysis:

that applies):

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies).

State Medicaid Agency

L Weekly

Page 156 of 223
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Responsible Party for data
aggregation and analysis (check each
that applies).

Frequency of data aggregation and
analysis(check each that applies):

[ Operating Agency U Monthly
[ Sub-State Entity O Quarterly
0 Other
Specify: ' _
O Annunally

(x] Continuously and Ongoing

[ Other
Specify:

Performance Measure:

The number and percent of participants completing the HCBS CAHPS survey who
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indicate that they can choose the services which matter to them. The numerator is the
number who report they were able to choose services that mattered and the
denominator is the number who were surveyed

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
amalysis(check each that applies):

L State Medicaid Agency U Weekly
O Operating Agency O Monthly
O Sub-State Entity O Quarterly
L other
Specify:
L] Annnally

O Continuously and Ongoing

O Other
Specify:
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‘il If applicable, in the textbox below provide any necessary additional information on the strategics employed by the !
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

There is a system of checks and balances in place that all Service Plans must be approved and signed by the
departments HCBS unit clinical staff prior to services being authorized to begin and annually as part of the
reassessment process.

b. Methods for Remediation/Fixing Individual Problems .
i. Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problein correction. In addition, provide information on
the methods used by the state to document these items.

The service plan assessment and review process works on a system of checks and balances.

Documentation is not approved by the DSS HCBS unit CO until all parts of the service plan are complete, and are
in compliance with the waiver requirements. If a supervisor does not agree with a plan, the case manager will
conduct another home visit and reassess the client needs with the client. If there is still no agreement, the case
manager supervisor will conduct a joint home visit prior to adjusting the plan of care. Should the consumer not i
agree with the service change they inay request a fair hearing,

Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

‘ . Ivsi
Responsible Party(check each that applies): Frequency of data aggregation and analysis

{check each that applies): :
[x] State Medicaid Agency [ Weekly |
0 Operating Agency L Monthly
0 Sub-State Entity 0 Quarterly
[x] Other
ecify:
e [ Annually

LCase management provider ' -

[x] Continuously and Ongoing

0 Other
Specify:

¢. Timelines

When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Service Plans that are currently non-operational.

® No
O Yes

Please provide a detailed strategy for assuring Service Plans, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.
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Appendix E: Participant Direction of Services

Applicability (from Application Section 3, Components of the Waiver Request):

® Yes. This waiver provides participant direction opportunities. Complete the remainder of the Appendix.

O No. This waiver does not provide participant direction opportunities. Do not complete the remainder of the
Appendix.

CMS urges states to gfford all waiver participants the opportunity to direct their services. Participant direction of services
includes the participant exercising decision-making authority over workers who provide services, a participant-managed budget
or both. CMS will confer the Independence Plus designation when the waiver evidences a strong commitment to participant
direction.

Indicate whether Independence Plus designation is requested (select one):

O Yes. The state requests that this waiver be considered for Independence Plus designation.

® No. Independence Plus designation is not requested.

Appendix E: Participant Direction of Services
E-1: Overview (1 of 13)

a. Description of Participant Direction. In no more than two pages, provide an overview of the opportunities for participant
direction in the waiver, including: (a) the nature of the opportunities afforded to participants; (b) how participants may take
advantage of these opportunities; (c) the entities that support individuals who direct their services and the supports that
they provide; and, (d) other relevant information about the waiver's approach to participant direction.

Participants have the authority to and are supported to direct and manage their own services to the extent they wish and
arc able. The case manager and other waiver providers partner with the waiver participant, and anyone he/she chooses, in
the development of the participant Service Plan (SP). During the SP development process, the waiver participant is
supported and encouraged to lead and fully participate in the process. The waiver participant attends team meetings and
contributes to service plan revision decisions. Options for self direction are offered to the participant by the case manager
at the initial assessment, monthly or quarterly meetings and annual reviews. Additional relevant information about DSS
participant direction is as follows:

-Service Plans are signed by the waiver participant and are maintained in each participant’s file.

-Participants are the employer of record for household employees and are responsible for hiring, firing, assignment of
duties and signing of timesheets. Supports in these activities are provided to those who need it. Case managing services
are included in the service plans of participanis who need assistance with these activities.

-Participants are afforded the opportunity to speak with and/or interview prospective agency providers prior to selection.
-Participant direction is supported through the team planning process. Case Managers support the agenda by ensuring
that participants' needs and preferences are addressed at each meeting,

Appendix E: Participant Direction of Services
E-1: Overview (2 of 13)

b. Participant Direction Opportunities, Specify the participant direction opportunities that are available in the waiver,
Select one:

® Participant: Employer Authority. As specified in Appendix E-2, Item a, the participant {or the participant's
representative) has decision-making authority over workers who provide waiver services. The participant may
function as the common law employer or the co-employer of workers. Supports and protecticns are available for
participants who exercise this authority.

o Participant: Budget Authority. As specified in Appendix E-2, Item b, the participant (or the participant's
representative) has decision-making authority over a budget for waiver services. Supports and protections are
available for participants who have authority over a budget.
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O Both Authorities. The waiver provides for both participant direction opportunities as specified in Appendlx E-2,
Supports and protections are available for pammpants who exercise these authorities.

c. Availability of Participant Direction by Type of Living Arrangement. Check each that applies:

Participant direction opportunities are available to participants who live in their own private residence or the
home of a family member.

Participant direction opportunities are available to individuals who re_siﬂe in other living arrangements where
services (regardless of funding source) are furnished to fewer than four persons unrelated to the proprietor.

[ The participant direction opportunities are available to persons in the following other living arrangements

|

Specify these living arrangements:

Appendix E: Participant Direction of Services
E-1: Overview (3 of 13)

d. Election of Participant Direction. Election of participant direction is subject to the following policy (sefect one):

O Waiver is designed to support only individuals who want to direct their services.

® The waiver is designed to afford every participant (or the participant's representative) the opportunity to
elect to direct waiver services. Alternate service delivery methods are available for participants who
decide not to direct their services.

O The waiver is designed to offer participants (or their representatives) the opportunity to direct some or
all of their services, subject to the following criteria specified by the state. Alternate service delivery
metheds are available for participants who decide not to direct their services or do not meet the criteria.

Specify the criteria

Appendix E: Participant Direction of Services
E-1: Overview (4 of 13)

¢. Information Furnished to Participant. Specify: (a} the information about participant direction opportunities (c.g., the
benefits of participant direction, participant responsibilities, and potential liabilities) that is provided to the participant (or
the participant's representative) to inform decision-making concerning the election of participant direction; (b) the entity or
entities responsible for furnishing this information; and, (c) how and when this information is provided on a timely basis.
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Case Managers and contracted providers (e.g., Brain Injury Alliance of Connecticut (BLAC) and Allied Community
Resources (ACR)) provide information to waiver consumers regarding participant direction. After completing an
assessment of the applicant’s needs, the case manager assembles a person-centered team to help participants develop an
appropriate Service Plan and provide a continuing source of support to participants after the plan has been implemented,
The members of monthly service planning teams always include participant, conservator, if applicable, case manager, a
cognitive behaviorist, other clinical staff as necessary and any other persons chosen by the participant. At these meetings
the case manager supports the waiver participant’s role in directing their services.

The ABI waiver supports participant direction through its contracts with ACR and BIAC. These contracts require that
the providers offer monthiy ABI provider training. This training must address person-centered planning that include
elements that address client choice, networking, and team building, The Brain Injury Alliance of Connecticut is required
to provide services that include advocacy supports; this includes providing consultation and resource facilitation 1o
persons who have sustained a brain injury, their families, caregivers and service providers. BIAC's work includes the
following:

-Disseminating information to the community related to brain injury.

-Facilitating monthly support groups throughout Connecticut to provide information and networking opportunities to
clients and client families affected by brain injury

-Fielding calls from persons who have sustained a brain injury, their families, caregivers and service providers
~Facilitating a Providers Council with meetings 5 to 6 times per year to promote networking and information exchange
between providers. _

-Serving as an advocate who informs participants of their rights and supports them at team meetings, as néeded.

Waiver participants are furnished information about the benefits, responsibilities, and potential liabilities associated with
participant direction, when they elect to direct their services. Both DSS and the fiscal intermediary are responsible for
furnishing this information. Case managers meet with consumers regarding their role and issue a rights and responsibility
form for participant review and signature at the titne of program assessment and annually once services are implemented.
The fiscal intermediary provides training to waiver participants regarding the benefits and risks when training participants
in the role as employers. Additional training is conducted as needed.

Appendix E: Participant Direction of Services
E-1: Overview (5 of 13)

f. Participant Direction by a Representative. Specify the state's policy concerning the dircction of waiver services bya
representative (select ong):

O Tbe state does not provide for the divection of waiver services by a representative.

® The state provides for the direction of waiver services by representatives.

‘Specify the representatives who may direct waiver services: (check each that applies):

Waiver services may be directed by a legal representative of the participant.

L] Waiver services may be directed by a non-legal representative freely chosen by an adult participant.
Specify the policies that apply regarding the direction of waiver services by participant-appointed
representatives, including safeguards to ensure that the representative functions in the best interest of the
participant;

Appendix E: Participant Direction of Services
E-1: Overview {6 of 13)

g. Participant-Directed Semces Specify the participant direction opportunity {or opporiunities) available for each wa1ver
service that is specified as participant-directed in Appendix C-1/C-3.
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Waiver Service Employer Authority | Budget Authority
ABI Recovery Assistant ]
independent Living Skills Training : |:|
ABI Recovery Assistant 1T D
Homemaker |:|
Chore D
Transportation |:|
Companion D
Cognitive Behavioral Progrnmsr |:|
Respite . D

Appendix E: Participant Direction of Services
E-1: Overview (7 of 13)

h. Financial Management Services. Except in certain circumstances, financial management services are mandatory and
integral to participant direction. A governmental entity and/or another third-party entity must perform necessary financial
transactions on behalf of the waiver participant. Select one:

® Yes. Financial Management Services are furnished through a third party entity. (Complete item E-i-i).

Specify whether governmental and/or private entities furnish these services. Check each that gpplies:

L Governmental entities
Private entities

O No. Financial Management Services are not furnished. Standard Medicaid payment mechanisms are used. o
not complete ftem E-1-i,

Appendix E: Participant Direction of Services
E-1: Overview (8 of 13)

i. Provision of Financial Management Services. Financial management services (FMS) may be furnished as a waiver
service or as an administrative activity. Select one:

O FMS are covered as the waiver service specified in Appendix C-1/C-3

The waiver service entitled:

® FMS are provided as an administrative activity.
Provide the following information

i. Types of Entities: Specify the types of entities that furnish FMS and the method of procuring these services:

{_Fiscal Intermediary. Services were procured through a competitive bid process.

ii. Payment for FMS. Specify how I'MS entities are compensated for the administrative activities that they perform:
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Contract Payment: Payment is made through a flat contract amount based on full-time equlvalent expenses and
costs of what they do. Not related to service costs.

ifi, Scope of FMS. Specify the scope of the supports that FMS entities provide (check each that applies):

Supports furnished when the participant is the employer of direct support workers:

[x] Assist participant in verifying support worker citizenship status
] Collect and process timesheets of support workers

] Process payroll, withholding, filing and payment of applicable federal, state and local employment-
related taxes and i insurance

] Other

Specify:

Provide Consumer training that includes, but is not limited to, advertising/recruiting, interviewing
techniques, staff training, ongoing performance evaluations of PCAs and problem solving or
termination of household employees. The tralnmg shall also include monitoring the quality of the plan
implementation,

Supports furnished when the participant exercises budget authority:

O Maintain a separate account for each participant's participant-directed budget
[ Track and report participant funds, disbursements and the balance of participant funds
O Process and pay invoices for goods and services approved in the service plan

[ Provide participant with periodic reports of expenditures and the status of the participant-directed
budget

O Other services and supports

Specify:

Additional functions/activities:

] Execute and hold Medicaid provider agreements as authorized under a wntten agreement w1th the
Medicaid agency

] Receive and disburse funds for the payment of participant-directed services ulider an agreement
with the Medicaid agency or operating agency

L] Provide other entities specified by the state with periodic reporis of expenditures and the status of
the participant-directed budget

0 Other

Specify:

iv. Oversight of FMS Entities. Specify the methods that are employed to: (a) monitor and assess the performance of
FMS entities, including ensuring the integrity of the financial transactions that they perform; (b) the entity {or
cntities) responsible for this monitoring; and, (¢) how frequently performance is assessed.
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DSS is responsible for the monitoring an assessment of performance for the FMS. The following activities
support this effort:

--Review of quarterly and ad hoc reports from the fiscal intermediary

--Annual on-site visits to review operational and administrative functions .

--Ongoing correspondence between the fiscal intermediary and DSS staff regarding progress on deliverables (e.g.,
claims processing, training schedules, numbers of credential providers, etc.)

--A bi-annual survey administered to waiver participants regarding the FMS's performance

--Random audits of Medicaid Providers by DSS Quality Assurance Division

[
Appendix E: Participant Direction of Services
E-1: Overview (9 of 13)

i- Information and Assistance in Support of Participant Direction. In addition to financial management services,
participant direction is facilitated when information and assistance are available to support participants in managing their
services. These supports may be furnished by one or more entities, provided that there is no duplication. Specify the
payment authority (or authorities) under which these supports are furnished and, where required, provide the additional
information requested {check each that applies):

Case Management Activity, Information and assistance in support of participant direction are furnished as an
element of Medicaid case management services.

Specify in detail the information and assistance that are furnished through case management for each participant
direction opportunity under the waiver:
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Case Management/Service Coordination

The Department of Social Service's (DSS) contracted case manager, who acts on behalf of the Medicaid Agency,
will be the Coordinator providing information and support of participant direction. He/she must have a thorough
knowledge of'all the other services available through this waiver, as well as all the services and supports available
through the regular State Medicaid program, and from all other state and federal funding, Sources of informal
support are often the crucial determining factor if the waiver participant is to successfully remain in the community.,
The case manager's ability to make use of these informal supports is essential, and provides the greatest opportunity
for creativity. :

1
The case manager will also be responsible for the following functions:

i. completing an initial assessment and developing the service plan;

formally reviewing the Service Plan at least every twelve months;

2. maintaining records

3. assuring that the annual reassessment of eligibility and level of care;

4. initiating a re-evaluation of the level of care when the waiver participant has experienced a significant change in
functioning;

* All Waiver participants receive administrative case management*

The case manager also:

1. responds to the individual by helping the participant to identify his or her unique wishes and needs;

2. promotes activities which will increase the individual's independence and life satisfaction through participation in
meaningful activities; :

3. assists in the inclusion of the individual in the community of his/her choice;

4. arranges for daily living supports and services to meet the individualts needs, including assistance in
accessing entitlements and other funding sources;

5. provides advocacy for the participant to receive needed services; and

6. convenes crisis intervention, service planning in collaboration with the person centered team.

Throughout his/her involvement with the waiver participant, the case manager will support and encourage
the waiver participant to increase his/her ability to problem solve, be in control of life situations, and be as
independent as possible, for all services. This is balanced by the need to assure the waiver participant's
health, safety, well-being and inclusion in the community. The waiver participant must be included in the
decision-making process leading to the pian of care development. The case manager will complete an
initial assessment, evaluate the level of care and, with the waiver participant, develop the service plan
and coordinate the delivery of the service plan. The case manager will act as programmatic service
coordinator.

O Waiver Service Coverage.

Information and assistance in support of -
participant direction are provided through the following waiver service coverage(s) specified in Appendix C-1/C-3
(check each that applies):

Participant-Directed Waiver Service Information and Assistance Provided through this Waiver Seivice Coverage

AB] Recovery
Assistant D

Community
Living Support Services (CLSS)

Independent
Living Skills Training

Adult Day Health

Home Delivered
Meals

Ojaj | .
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Participant-Directed Waiver Service Information and Assistance Provided through this Waiver Service Coverage

ABI Recovery |:|
Assistant I1 :

Substance Abuse
Programs

Personal Care

Vehicle
Modification Services

Environmental
Accessibility Modifications

Homemaker

Chore

Transportation

Assistive
Technelogy

Companion

Prevocational
Services

Consaltation
Services

ARBI Group Day

Supported
Employment

Personal
Emergency Response Systems (PERS)

Cognitive
Behavioral Programs

Respite I:l

O(o|ojojgjgyojo|ioyjgjoyo o gl ©

Administrative Activity. Information and assistance in support of participant direction are furnished as an
administrative activity.

Specify (a) the types of entities that furnish these supports; (b) how the supports are procured and compensated: (c)
describe in detail the supports that are furnished for each participant direction opportunity under the waiver; (d) the
methods and frequency of assessing the performance of the entities that furnish these supports; and, (e) the entity or
entities responsible for assessing performance:

The contracted fiduciary agency is also responsible for the oversight and support of participant self-direction:

The fiduciary supports are procured and compensated through competitively bid contracts.

After agsessment by the case manager and approval of waiver services, the fiduciary would explain the program
as self-directed and client-centered. The consumer is trained that they are the employers who will hire, train and
manage their own employees.

The fiduciary acts as the conduit to the Department of Labor and the Federal government, training the employer to
complete the necessary paperwork to enable them to hire emplovees of their selection.

The consumer is trained how to complete the time sheets and when to submit them to the fiduciary for payment.

The fiduciary has a provider registry that is made available to the consumer to help and allow them to hire an
employee of their choice. . . :

The fiduciary is responsible to provide the Department with quarterly reports indicating the frequency in which the
above services were provided. Additionally, they must provide to the department the results of an annual consumer
satisfaction survey.
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Appendix E: Participant Direction of Services
E-1: Overview (10 of 13)

k. Independent Advocacy (select one).

o No. Arrangements have not been made for independent advocacy.

® Yes. Independent advocacy is available to participants who direct their services.

Describe the nature of this independent advocacy and how participants may access this advocacy:

DSS contracts with the Brain Injury Alliance of Connecticut, Inc. (BIAC) for the purpose of providing consultation,
advocacy, resource facilitation, suppott, information, training and outreach to persons with brain injury and their
families, BIAC's services through this contract are intended to enable participants to advocate for themselves for
access to brain injury programs and community-based supports. In addition to direct advocacy, telephonic Support
(statewide toll-free number), newsletter and web-based information dissemination, BIAC is funded to conduct
numerous trainings and community education programs. BIAC is accessible by telephone, internet, and community
support groups held statewide. BIAC provides support both to groups and to individuals in need of support and [
advocacy.

Disability Rights Connecticut investigates allegations of abuse and neglect of individuals with disabilities and leads
systemic

advocacy efforts to advance the rights of persons with disabilities to be free from abuse,neglect, and criminal
victimization,

Appendix E: Participant Direction of Services
E-1: Overview (11 of 13)

1. Voluntary Termination of Participant Direction. Describe how the state accommodates a participant who voluntarily
terminates participant direction in order to receive services through an alternate service delivery method, including how
the state assures continuity of services and participant health and welfare during the transition from participant direction:

Participant self-direction can be voluntarily terminated. Agency-based services are available as an alternative to
participants who choose not to self direet. If a participant chooses to terminate self-direction, the case manager aids in the
identification of agency provider and informal supports to support the consumer's need. The planning team process
supports continuity of care by ensuring linkage to the appropriate service in a timely manner.

Appendix E: Participant Direction of Services
E-1: Overview (12 of 13)

m, Involuntary Termination of Participant Direction. Specify the circumstences when the state will involuntarily
terminate the use of participant direction and require the participant to receive provider-managed services instead,
including how continuity of services and participant health and welfare is assured during the transition.

Participant self-direction can be involuntarily terminated, when a consumer does not demonstrate the ability to manage
their household employees. In this circurnstance, a Notice of Action is issued and the consumer has a right to a fair
hearing, pursuant to Medicaid rules. Agency based services or state plan Home Health Services, through the Medicaid
program, replaces services for clients who do not wish to self-direct. If a participant chooses to terminate self-direction,
the case manager aids in the identification of agency provider and informal supports to support the consumer's need. The
planning team process supports continuity of care by ensuring linkages to the appropriate service in a timely manner,

Appendix E: Participant Direction of Services
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E-1: Overview (13 of 13)

n. Goals for Participant Direction. In the following table, provide the state's goals for each year that the waiver is in effect
for the unduplicated number of waiver participants who are expected to elect each applicable participant direction
opportunity. Annually, the state will report to CMS the number of participants who elect to direct their waiver services,

Table E-1-n
Employer Authority Only Budget A“thoﬁW“(::;YEﬁl::;f:;Auz::il;ty in Combination
Wyﬁf ) Number of P’"'lﬁ‘:il)snls ; Number of Parficipants
_ == ]

Appendix E: Participant Direction of Services
E-2: Opportunities for Participant Direction (1 of 6)

a. Participant - Employer Authority Complete when the waiver offers the employer authority opportunity as indicated in
Ttem E-1-b: ‘ .

i. Participant Employer Status. Specify the participant's employer status under the waiver. Select one or both:

O Participant/Co-Employer. The participant (or the participant's representative) functions as the co-empioyer
{managing employer) of workers who provide waiver services. An agency is the common law employer of
participant-selected/recruited staff and performs necessary payroll and human resources functions. Supports
are available to assist the participant in conducting employer-related functions.

Specify the types of agencies'(a.k.a., agencies with choice) that serve as co-employers of participant-selected
staff:

Participant/Common Law Employer. The participant (or the participant's representative) is the common law
employer of workers who provide waiver services. An IRS-approved Fiscal/Employer Agent functions as the
participant's agent in performing payroll and other employer responsibilities that are required by federal and
state law. Supports are available to assist the participant in conducting employer-related functions.

ii. Participant Decision Making Authority. The participant (or the participant's representative) has decision making
authority over workers who provide waiver services. Select one or more decision making authorities that
participants exercise:

] Recruit staff

[ Refer staff to agency for hiring {co-employer)

] Select staff from worker registry

Hire staff common law employer

Verify staff qualifications

Obtain eriminal history and/or background investigation of staff
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Specify how the costs of such investigations are compensated:

The fiscal intermediary, at no cost to the participant, performs this functlon The results are forwarded to the
waiver participant,

Page 169 of 223

X Specify additional staff qualifications based on participant needs and preferences so long as such
qualifications are consistent with the qualifications specified in Appendix C-1/C-3.

Specify the state's method to conduct background checks if it varies from Appendix C-2-a: .

Determine staff duties consistent with the service specifications in Appendix C-1/C-3,
] Determine staff wages and henefits subject to state limits

B Schedule staff

Bx] Orient and instruct staff in duties

[x] Supervise staff

Evaluate staff performance

Verify time worked by staff and approve time sheets

X Discharge staff (common law employer)

[X] Discharge staff from providing services (co-employer)

O Other

Specify:

Appendix E: Participant Direction of Services

E-2: Opportunities for Participant-Direction (2 of 6)

b. Participant - Budget Autherity Complete when the waiver affers the budget authority opportunity as indicated in Item E-

Answers provided in Appendix E-1-b indicate that you do not need to complete this section.

i. Participant Deciston Making Autherity. When the participant has budget authority, indicate the declswn-malung

authority that the participant may exercise over the budget. Select one or more:

[ Reallocate funds among services included in the budget

L Determine the amount paid for services within the state's established limits
[ Substitute service providers

[ Schedule the provision of services

[ Specify additional service provider qualifications consistent with the qualifications specified in
Appendix C-1/C-3

O Specify how services are provided, consistent with the service specifications contained in Appendix C-
1/C-3

[ Identify service providers and refer for provider enroliment
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O Authorize payment for waiver goods and services
O Review and approve provider invoices for services rendered
O Other

Specify:

Appendix E: Participant Direction of Services

E-2: Opportunities for Participant-Direction (3 of 6)

h. Participant - Budget Authority

Anmswers provided in Appendix E-1-b indicate that you do not need to complete this section,

* ii, Participant-Directed Budget Describe in detail the method(s) that are used to establish the amount of the
participant-directed budget for waiver goods and services over which the participant has authority, including how
the method makes use of reliable cost estimating information and is applied consistently to each participant,
Information about these method{(s) must be made publicly available.

‘Appendix E: Participant Direction of Services

E-2: Opportunities for Participant-Direction (4 of 6)

b. Participant - Budget Authority

Answers provided in Appendix E-1-b indicate that you do not need to complete this section.

iii. Informing Participant of Budget Amount. Describe how the state informs each participant of the amount of the
participant-directed budget and the procedures by which the participant may request an adjustment in the budget
amount.

Appendix E: Participant Direction of Services

E-2: Opportunities for Participant-Direction (5 of 6)

b. Participant - Budget Authority

Answers provided in Appendix E-1-b indicate that you do not need to complete this section,

iv. Participant Exercise of Budget Flexibility. Select one:

O Modifications to the participant directed budget must he preceded by a change in the service plan.

O The participant has the authority to modify the services included in the participant directed
budget without prior approval.
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Specify how changes in the participant-directed budget are documented, including updating the service plan,
When prior review of changes is required in certain circumstances, describe the circumstances and specify the
entity that reviews the proposed change:

Appendix E: Participant Direction of Services _
E-2: Opportunities for Participant-Direction (6 of 6)

b. Participant - Budget Authority

Answers provided in Appendix E-i-b indicate that you do not need to complete this section.

v. Expenditure Safeguards. Describe the safeguards that have been established for the timely prevention of the
premature depletion of the participant-directed budget or to address potential service delivery problems that may be
associated with budget underutilization and the entity (or entities} responsible for implementing these safeguards:

Appendix F: Participant Rights
Appendix F-1: Opportunity to Request a Fair Hearing

The state provides an opportunity to request a Fair Hearing under 42 CFR Part 431, Subpart E to individuals: (a) who are not
given the choice of home and community-based services as an alternative to the institutional care specified in Item 1-F of the
request; (b) are denied the service(s) of their choice or the provider(s) of their choice; o, (¢) whose services are denied,
suspended, reduced or terminated. The state provides notice of action as required in 42 CFR §431.210.

Procedures for Offering Opportunity to Request a Fair Hearing. Describe how the individual (or histher legal representative)
is informed of the opportunity to request a fair hearing under 42 CFR. Part 431, Subpart E. Specify the notice(s) that are used to
offer individuals the opportunity to request a Fair Hearing. State laws, regulations, policies and notices referenced in the
description are available to CMS upon request through the operating or Medicaid agency.
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Applicants for and recipients of services under the ABI waiver may request and receive a fair hearing, in accordance with the
rules of the Department's Medical Assistance Program. Applicants receive a copy of the DSS W-1035, Freedom of
Choice/Hearing Notification Form, during the first visit with the case manager. Fair Hearings are provided in the following
circumstances when the Department:

1. Did not offer the choice of home and community-based services as an alternative to institutional care

2, Does not reach a determination of financial eligibility within the Department's standard of promptness;

3. Denies the application for any reasons other than the limitations on the number of individuals who can be served and/or
funding limitations as established in the approved ABI waiver;

4. Disapproves the individual's service plan;

3. Denies or terminates a service of the individual's choice; https://wms-mindl.cms, gov/WMS/faces/protectedB5/apde2 6.jspi
6. Denies or terminates payment to a qualified provider of the individual's choice; or

7. Discharges the individual from the ABI waiver program,

In accordance with Medicaid rules (Connecticut General Statutes, sections 17b-60 through 66), a Notice Of Action (N OA)is
issued to waiver participants when any service is denied, reduced, suspended or terminated. The NOA and Freedom of
Choice/Fair Hearing Notification are also provided in Spanish to support providing person with LEP or non-English proficiency.

Per the Department of Social Services Uniform Policy Manual (UP-91-8 1570.20), the Department does not terminate or reduce
the client's benefits until the Fair Hearing decision is reached if the client requests a Fair Hearing within the 10 day notice period.
The client's benefits temain the same pending the Fair Hearing decision. Per DSS Uniform Policy Manual (UP-91-32
1570.10),the Department mails or gives adequate notice at least ten days prior to the date of the intended action if the
Department intends to discontinue, terminate, suspend, or reduce benefits. The only exceptions to this policy are if the client dies
or state or federal law supersede the Department's policy to continue benefits while awaiting a Fair Hearing decision.

The Department issues and publicizes all Fair Hearing policies and procedures n all client correspondence, At the time of
application and at the time of any action affectmg the client's benefits, the Department informs the client, in writing, of the right
to a Fair Hearing; how the client can request a Fair Hearing; and that the requester may be self-representative, may use legal
counsel, a relative, friend, or other spokesperson.

The Office of Legal Counsel, fair hearings unit, keeps a record of all fair hearings and the results of any cases heard.

Appendix F: Participant-Rights
Appendix F-2: Additional Dispute Resolution Process

a. Availability of Additional Dispute Resolution Process. Indicate whether the state operates another dispute resolution
process that offers participants the opportunity to appeal decisions that adversely affect their services while preserving
their right to a Fair Hearing, Select one:

® No. This Appendix does not apply

O Yes. The state operates an additional dispute resolution process

b. Description of Additional Dispute Resolution Process. Describe the additional dispute resolution process, including: (a)
the state agency that operates the process; (b} the nature of the process (i.e., procedures and timeframes), including the
types of disputes addressed through the process; and, (¢) how the right to a Medicaid Fair Hearing is preserved when a
participant elects to make use of the process: State laws, regulations, and policies referenced in the description are .
available to CMS upon request through the operating or Medicaid agency.

Appendix F: Participant-Rights _
Appendix F-3: State Grievance/Complaint System

a. Operation of Grievance/Complaint System. Select one:
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@ No. This Appendix does not apply

O Yes. The state operates a grievance/complaint system that affords participants the opportunity to register
grievances or complaints concerning the provision of services under this waiver

b. Operational Responsibility. Specify the state agency that is responsible for the operation of the grievance/complaint
system:

¢. Description of System. Describe the grievance/complaint system, including: (a) the typés of grievances/complaints thet
participants may register; (b) the process and timelines for addressing grievances/complaints; and, (c) the mechanisms that
are used to resolve grievances/complaints. State laws, regulations, and policies referenced in the description are available
to CMS upon request through the Medicaid agency or the operating agency (if applicable).

Appendix G: Participant Safeguards

Appendix G-1: Response to Critical Events or Incidents

a. Critical Event or Incident Reporting and Management Process. Indicate whether the state operates Critical Event or
Incident Reporting and Management Process that enables the state to collect information on sentinel events occurring in
the waiver program.Select one:

® Yes. The state operates a Critical Event or Incident Reporting and Management Process (complete Items b
through e)

O No. This Appendix does not apply (do nior complete Items b through )
If the state does not operate a Critical Event or Incident Reporting and Management Process, describe the process, that
the state uses to elicit information on the health and welfare of individuals served through the program.

b. State Critical Event or Incident Reporting Requirements. Specify the types of critical events or incidents (including
alleged abuse, neglect and exploitation) that the state requires to be reported for review and follow-up action by an
appropriate authority, the individuals and/or entities that are required to report such events and incidents and the timelines
for reporting. State laws, regulations, and policies that are referenced are available to CMS upon request through the
Medicaid agency or the operating agency (if applicable).
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A. Under the Connecticut ABI Waiver, the quality of services provided is assured in several ways: maintaining -
established credentials for standards for prospective providers (including background checks for houschold employees)
by a fiscal intermediary, which maintains the provider directory; an ongoing clinical review of the plan of care by a
cognitive behavioral specialist working with the consumer’s team; monitoring by the case manager at team meetings and
through monthly provider reports; and a process for follow-up of reported incidents.

DSS has standard contract language that addresses incident reporting for clients served. This language states as follows:
The contractor shall make immediate contact to family, case manager and cognitive behaviorist. The case manager shall
submit to through the Department’s web based system an incident report detailing situations that have compromised the
health and/or safety of clients served in the program. The written incident report shall be submitted to the department no
later than two business days after becoming aware of the incident.

The report shall include but not be limited to: client name, staff involved, date, time, details of the incident, an
explanation of corrective action taken, and standard operating procedure established to prevent future incidences. The
Department has modified this language to be included in all service agreements for ABI Waiver Program providers.

The Department has developed a critical incident reporting web based system which tracks and trends incidents across
DSS operated waiver programs. This incident reporting system has been fully deployed.

The HCBS quality improvement/quality management team reviews the incidents on g daily basis and provide feedback
and direction to the case management provider for follow up.

A Critical Incident is defined as any situation in which the waiver participant experiences a perceived or actual threat to
his/her health and welfare or to their ability to remain in the community. These incidents include:

Unexpected absence of the primary caregiver
Untimely death

Emergency room visit or unplanned hospitalization
Suicide attempt

Serious criminal allegation - client as victim
Serious criminal allegation - client as perpetrator
Allegations of abuse, neglect, or exploitation of client
Fire in residence with significant risk to client
Missing person reported to police
Misappropriation of client's funds

Seclusion

Restraint

Other (describe)

B. All members of the Waiver participant’s care planning team and service agency staff members are required to report
critical incidents. Recipients of Critical Incident reporters include:

- Participant’s case manager '

- Participant and/or Conservator

- DSS Cenfral Office Community Options unit

Reporting Methods and Timeframes: _
The provider, pursuant to the Critical Incident form, shall immediately notify DSS by telephone under any of the
following circumstances:

| - The major unusual incident requires notification of a law enforcement agency;

- The major unusual incident requires notification of child protective services;

- The major unusual incident requires notification of elderly protective services;

- The provider has received inquiries from the media regarding a major unusual incident that has not been previously
reported; or ‘

- The major unusual incident raises immediate concerns regarding the individual's health and safety such that more
immediate notification regarding the incident is necessary.

¢. Participant Training and Education. Describe how training and/or information is provided to participants (and/or
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families or legal representatives, as appropriate) concerning protections from abuse, neglect, and exploitation, including
how participants (and/or families or legal representatives, as appropriate) can notify appropriate authorities or entities
when the participant may have cxperienced abuse, neglect or exploitation.

At team mectings, case managers provide information to participants regarding the reporting of potential abuse, neglect
or exploitation. Consumers, their representatives, and other stakeholders are informed that the case manager should be
notified of any of the aforementloned issues with regard to participant safety.

1
The Department contracts with the Brain Injury Alliance of Connecticut to provide services that include advocacy
supports, This includes. providing consuitation and resource facilitation to persons who have sustainéd a brain injury, their
families, caregivers and service providers. This includes disseminating information to the community related to brain
injury. Through this contract, the Brain Injury Alliance of Connecticut also facilitates support groups throughout
Connecticut to provide support, information, and networking to clients and client families; fields calls from persons who
have sustained a brain injury, their families, caregivers and service providers; and facilitates a Providers Council with
meetings 5 or 6 times per year to promote networking and information exchange between providers. Through this
vehicle (BIAC) information about the identification and reporting of abuse, neglect is disseminated to clients, fa:mhes,
and their representatives.

Consumers/representative are be informed of the necessity to report events at their annual service plan review meetings,
or anytime during the waiver year that it seems necessary to reiterate this information. Documentation regarding the
receipt of information about reporting actual or perceived matters that impact participants' safety and well-being will be

obtained. All participants will sign the Righis and Responsibilities form to evidence that such information has been
imparted.

d. Responsibility for Review of and Response to Critical Events or Incidents. Specify the entity (or entities) that receives
reports of eritical events or incidents specified in item G-1-a, the methods that are employed to evaluate such reports, and
the processes and time-frames for responding to critical events or incidents, including conducting investigations.
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The DSS Community Options unit investigates critical events or incidents, often in conjunction with the consumer's care
manager. Other parties are contacted and interviewed as appropriate. If a concern is raised about any matter that has
come up while the consumer was under the programming of a provider, the provider is required to complete an internal
investigation and submit a written report to the department. The specific manner of follow-up for such concems is
determined by the nature of the allegation and the results of the investigation. Possible actions include the suspension or
|removal of a provider from the active directory. Action to ensure the safety of a waiver participant who is at imminent
risk occurs immediately. Additional follow-up with other entities include, but are not limited to, DSS units/divisions
(e.g., Quality Assurance, Medical Policy, Legal), law enforcement, and the Department of Public Health as may be

' necessary.

The Department has developed a data system to manage incident reporting and related follow-up and analysis. The
database has the capability to track safety issues and can be queried and prompted with a tickler feature to ensure timely
resolution.

When a waiver participant is age sixty or older and it is deemed appropriate to contact Protective Services for the Elderly
(PSE) as part of the investigation, the case manager will assure this is done. In addition, police are notified if any criminal
action occurs, Any party involved in the investigation process may initiate contact with PSE or the police. All contacts
with PSE and/or the police must be documented as part of the investigation process. PSE Statute (sections 17b-450
through 461) provides the framework for the investigation of abuse or neglect. The Department tracks follow-up in its
case management database.

The timeframes for response and investigation commencement will as follows;
Priority Response Time

Imminent Immediate

Emergency  Same Business Day

Severe Next Business Day

Non-Severe  Within 7 Working Days

Follow-up and reporting to all partiés including the participant/representative and other relevant parties must be
completed within 45 days of the reported event.

e. Responsibility for Oversight of Critical Incidents and Events. Identify the state agency (or agencies) responsible for 7
overseeing the reporting of and response to critical incidents or events that affect waiver participants, how this oversight is
conducted, and how frequently. ' :

DSS is responsible for overseeing the reporting of and response to critical incidents or events that affect waiver
participants. The Department directly administers this and follow-up frequency is continuous and ongoing.

Critical Incidents are used for program improvement: on the participant level, the individual's team shall take appropriate
actions for the specific incident and shall track and amalyze data for trends, and shall take or recommend subsequent
actions (¢.g., care plan changes, provider changes, treatment modifications, etc.).

On a system level, the Waiver Management team shall take appropriate actions for the specific incident and shall track
and analyze data for trends, and shall take or recommend subsequent actions (policy changes/clarifications, provider

actions, etc) '

We track trends monthly through the tracking ability of the data base,

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concerning Restraints and Restrictive Interventions (1 of
3)

a. Use of Restraints. (Select one): (For waiver actions submiited before March 2014, responses in Appendix G-2-a will
display information for both restraints and seclusion. For most waiver actions submitted after March 2014, responses
regarding seclusion appear in Appendix G-2-c.)
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® The state does not permit or prohibits the use of restraints

Specify the state agency (oragencies) responsible for detecting the unauthorized use of restraints and how this
oversight is conducted and its frequency: '

At any time, a client, community provider or privaie citizen can report to DSS staff the use of Restraints or
Seclusion. Because the use of Restraints and Restrictive Interventions is unauthorized and pursuant to Connecticut
State Regulation 262-536 (d}, the Department reserves the right to bar anyone who violates any rules or policies of
the program. Any use of Restraints and Restrictive Interventions would be a violation of program rules resulting in
the employee being barred as an authorized provider under the ABI Waiver IT program and his/her name would be
removed from the list of approved providers. Employers will also be encouraged and counseled to notify the police
if the situation warrants such an intervention. Case manager home visits, observation and interview, is the
methodology utilized to detect any unauthorized use of Restraints and Restrictive Interventions used for participants.

Questions regarding restraints and seclusion have been added to our core standardized assessment that will be fully
operational by 2017

This will be added to the rights and Responsibilities document and will be included in provider training,

O The use of restraints is permitted during the course of the delivery of waiver services, Complete ltems G-2-a-i
and G-2-a-ii.

i. Safegnards Concerning the Use of Restraints. Specify the safeguards that the state has established
concerning the use of each type of restraint (1.¢., personal restraints, drugs used as restraints, mechanical
restrainis). State laws, regulations, and policies that are referenced are available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).

ii. State Oversight Responsibility. Specify the state agency {or agencies) responsible for overseeing the use of
restraints and ensuring that state safeguards concemning their use are followed and how such oversight is
conducted and its frequency:

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concerning Restraints and Restrictive Interventions (2 of
3

b. Use of Restrictive Interventions. (Select one):

® The state does not permit or prohibits the use of restrictive interventions

Specify the state agency (or agencies) responsible for detecting the unauthorized use of restrictive interventions and
how this oversight is conducted and its frequency:
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At any time, a client, community provider or private citizen can report to DSS staff the use of Restraints or
Seclusion. Because the use of Restraints and Restrictive Interventions is unauthorized and pursuant to Connecticut
State Reguiation 262-596 (d), the Department reserves the right to bar anyone who violates any rules or policies of
the program. Any use of Restraints and Restrictive Interventions would be a violation of program rules resulting in
the employee being barred as and authorized provider under the ABI Waiver II program and his/her name would be
removed from the list of approved providers. Employers will also be encouraged and counseled to notify the police
if the situation warrants such an intervention. Case manager home visits, observation and interview, is the
methodology utilized to detect any unauthorized use of Restraints and Restrictive Interventions used for participants.
Specific questions regarding restraints and seclusion have been added to our standardlzcd assessment instrument
which was implemented in 2019,

This was added to the rights and Responsibilities document and will be included in provider training.

O The use of restrictive interventions is permitted during the course of the delivery of waiver services Complete
Items G-2-b-i and G-2-b-ii.

i. Safeguards Concerning the Use of Restrictive Interventions. Specify the safeguards that the state has in
effect concerning the use of interventions that restrict participant movement, participant access to other
individuals, locations or activities, restrict participant rights or employ aversive methods (not including
restraints or seclusion) to modify behavior. State laws, regulations, and policies referenced in the specification
are available to CMS upon request through the Medicaid agency or the operating agency.

ii. State Oversight Responsibility. Specify the state agency (or agencies) responsible for monitoring and
overseeing the use of restrictive interventions and how this oversight is conducted and its frequency:

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concerning Restraints and Restrictive Interventions (3 of
3)

¢. Use of Seclusion. (Select one): (This section will be blank for waivers submitted before Appendix G-2-c was added to
WMS in March 2014, and responses for seclusion will display in Appendix G-2-a combined with information on
restraints.)

@ The state does not permit or prohibits the use of seclusion

Specify the state agency (or agencies) responsible for detecting the unauthorized use of seclusion and how this _
oversight is conducted and {ts frequency: :

The case manager is responsible for assessing and detecting the unauthorized use of seclusion at the team meetings.
Additional questions regarding restraints and seclusion have been added to our core standardized assessment to
ensure periodic review.

O The use of seclusion is permitted during the course of the delivery of waiver services. Complete Tteins G-2-c-i
and G-2-c-ii. '

i. Safeguards Concerning the Use of Seclusion. Specify the safeguards that the state has established

concerning the use of each type of seclusion. State laws, regulations, and policies that are referenced are
available to CMS upon request through the Medicaid agency or the operating agency (if applicable).
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ii. State Oversight Responsibility. Specify the state agency (or agencies) responsible for overseefng the use of
seclusion and ensuring that state safeguards concerning their use are followed and how such oversight is
conducted and its frequency:

Appendix G: Participant Safeguards

Appendix G-3: Medication Management and Administration (1 of 2)

This Appendix must be completed when waiver services are furnished to participants who are served in licensed or unlicensed
living arrangements where a provider has round-the-clock responsibility for the health and welfare of residents. The Appendix
does not need to be completed when waiver participants are served exclusively in their own personal residences or in the home of
a family member. -

a. Applicability. Select one:

® No. This Appendix is not applicable (do not compiete the remaining items)
O Yes. This Appendix applies (compiete the remaining items}

b. Medication Management and Follow-Up

i. Responsibility. Specify the entity (or entities) that have ongoing responsibility for monitoring participant
medication regimens, the methods for conducting monitoring, and the frequency of monitoring.

ji. Methods of State Oversight and Follow-Up. Describe: (a) the method(s) that the state uses to ensure that
participant medications are managed appropriately, including: (a) the identification of potentially harmful practices
(e.g., the concurrent use of contraindicated medications); (b) the method(s) for following up on potentially harmful
practices; and, {c) the state agency (or agencies) that is responsible for follow-up and oversight.

Appéndix G: Participant Safeguards

Appendix G-3: Medication Management and Administration (2 of2)

¢. Medication Administration by Waiver Providers

Answers provided in G-3-a indicate you do not need to complete this section

i. Provider Administration of Medications. Select ore:

O Not applicahle. {do not complete the remaining items)

O waiver previders are responsible for the administration of medications to waiver participants who
cannot sel-administer and/or have responsihility to oversee participant self-administration of
medications. (complete the remaining items)
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ii. State Policy. Summarize the state policies that apply to the administration of medications by waiver providers or
waiver provider responsibilities when participants self-administer medications, including (if applicable) policies
concerning medication administration by non-medical waiver provider personnel. State laws, regulations, and
policies referenced in the specification are available to CMS upon request through the Medicaid agency or the
operating agency (if applicable).

iii. Medication Error Reporting. Select one of the following:

O Providers that are fesponsible for medication administration are required to both record and report
medication errors to a state agency (or agencies),
Complete the following three jtems:

(a) Specify state agency (or agencies) to which errors are reported:

(b} Specify the types of medication errors that providers are required to record:

(c) Specify the types of medication errors that providers must report to the state:

O Providers responsible for medication administration are required to record medication errors.but make
information about medication errors available only when requested by the state.

Specify the types of medication errors that providers are required to record:

iv. State Oversight Responsibility. Specify the state agency (or agencies) responsible for monitoring the performance
of waiver providers in the administration of medications to waiver participants and how monitoring is performed
-and its frequency. '

Appendix G: Participant Safeguards
Quality Improvement: Health and Welfare

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.
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a. Metheds for Discovery: Health and Welfare

The state demonstrates it has designed and implemented an effective system for assuring waiver participant health and
welfare. (For waiver actions submitted before June 1, 2014, this assurance read "The State, on an ongoing basis,

identifies, addresses, and seeks to prevent the occurrence of abuse, neglect and exploitation.”)
i. Sub-Assurances:

a. Sub-assurance: The state demonstrates on an ongoing basis that it identifies, addresses and seeks 1o
prevent instancesof abuse, neglect, exploitation and unexplained death. (Performance measures in this

sub-assurance include alf Appendix G performance measures for waiver actions submitted before June 1,
2014)

Performance Measures

For each performance measure the State will use to assess compliance with the siatutory assurance (or
sub-assurance), complete the following, Where possible, include numerator/denominator.

For each perfor e measure, provide information on the

ated data that will en tate to
gnalyze and assess prooress toward i i ide i j

g d the ormance measyre. In Lhis section provide i 1L 10
method by which each source of data is analyzed statistically/deductively or inductively, how themes are

[dentified or jons drawn, a commendati ¥ ulgted where appropri

Performance Measure:

Number and percent of participants and/or legal guardian who receive information
about how to report abuse, neglect, and exploitation, Numerator=Number of
participants and/or legal guardian who receive information about how to report
abuse, neglect, and exploitation. Denominator=number of participants.

Data Source (Select one):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for Frequency of data

Sampling Appreach
data collection/generation {check each that applies).
collection/generation (check each that applies).

(check each that applies):
(X State Medicaid 0 Weekiy B 100% Review
Agency
[ Operating Agency O Monthly [ Less than 100%
Review
[ Sub-State Entity O Quarterly [ Representative
Sample
Confidence
Interval =
LI Other ‘ L1 Annually LI Stratified
Specify: - Describe Group:
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Continuwously and O Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data

Frequency of data aggregation and

aggregation and analysis (check each
that applies): '

analysis(check each that applies).

[X] State Medicaid Agency

O Weekly

[ Operating Agency

O Monthly

[ Sub-State Entity

Other
Specify:

Quarterly

[ Annually

[Fiscal Intermediary |

[ Continuously and Ongoing

0 Other
Specify:

Performance Measure:

Number and percent of service plans that identify an emergency hack-up plan where
the need is indicated. Numerator=Number of service plans that identify an emergency
hack-up plan. Denominator= total number of service plans.

Data Sonrce (Sclect one):
Record reviews, on-site
If 'Other' is selected, specify:

Respeonsible Party for Frequency of data Sampling Approach
data collection/generation {check each that applies):
collection/generation (check each that applies): '

(check each that applies):
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State Medicaid L] Weeky 100% Review
Apency :
0 Operating Agency [ Monthly [ Less than 100%
Review
0 Suh-:State Entity 0 Quarterly [ Representative
Sample
Confidence
Interval =
L other [ Annuany L Stratified
Specify: Describe Group:
Continuously and O Other
Ongoing Specify:
0 Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data agpregation and

| analysis{check each that applies):

State Medicaid Agency [ Weekly

0 Operating Agency U Monthly

0 Sub-State Entity [ Quarterly

Otber |
Specily: [ Annually
1Fisca] Intermediary I

Continuously and Ongoing

[ Other

Page 183 of 223
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that applies):

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each thai applies):

Specify:

Performance Measure:

Number and percent of private employees who receive a criminal background check
prior te service provision, Numerator= Number private employees who receive a
criminal background check prior to service provision. Denominator= Number PCA

and private employees,

Data Source (Select one):

Reports to State Medicaid Agency on delegated Administrative functions

If 'Other' is selected, specify:

Responsible Party for Frequency of data Sampling Appreach
data collection/generation {check each that applies):
collection/generation (check each that applies): '
(check each that applies): .

[T State Medicaid [ Weekiy 100% Review

Agency
1 Operating Agency O Monthly O Less than 100%
Review
[] Sub-State Entity O Quarterly O Representative

Sample
Confidence
Interval =

Other Annually O Stratified
Specify: Describe Group:
}Fiscal Intermediary ‘
Continuously and [ Other
Ongoing Specify:

L] Other
Specify:

Page 184 of 223
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—

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that-applies);

Frequency of data aggregation and
analysis(check each that applies):

X State Medicaid Agency [ Weekly
n Operating Agency 0 Monthly
[] Sub-State Entity X Quarterly

] Other
Specify:

lFiscal Intermediary J

Annually

O Continuously and Ongoing

_El Other
Specify:

Performance Measure:
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The number and percent of participants completing the HCBS CAHPS survey who
can identify someone they would contact in case of an emergency. Numerator is the
number of participants who can identify someone they would contact in case of

emergency, and the denominator is the total number of participants who answer the

question.

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

[ State Medicaid Agency [J weeldy
O Operating Agency. 0 Monthly
O Sub-State Entity 0] Quarterly
H Other
Specify:
[J Annuany
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Responsible Party for data Frequency of data aggregation and
agpregation and analysis (check each | amalysischeck each that applies):
that applies):

[ Continuously and Ongoing

O Other
Specity:

b. Sub-assurance: The state demonstrates that an mc:dent management system Is in place that e_ﬂ"ecnve{v
resolves those incidents and prevents further similar incidents to the extent possible.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

ze and asse. ogress toward | erfor eqsyure. I tzon rovide information on the
od by whil source is analyz istically/de r inductiv themes gre
identified or sions how re lations ar lated, wher rigte.

Performance Measure:

Number and percent of serious incident reports that are reported using the HCBS
unit's critical incident reporting system within 2 husiness days as required by the
waiver. Numerator= Number and percent of serious incident reports that are

reported within 2 business days. Denominator: Number and percent of serious
incident reports.

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysisicheck each that appiies);
that applies):
[x] State Medicaid Agency [ Weekly
[ Operating Agency [ Monthly
[ Suh-State Entity [ Quarterly
Other _
Specify:
poctly [ Annually
‘Acccss Apgencies !
Continuously and Ongoing
O Other
Specify:

06/18/2019




Application for 1915(c) HCBS Waiver: Draft CT.035.01.00 - Dec 01, 2019 Page 187 of 223

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

Performance Measure:

The number and percent of serious incident investigations that were completed in the
timeframes specified in the waiver. Numerator=The number and percent of serious

incident investigations that were completed in the timeframes specified in the waiver.
Denominator=Total number of serious incident investigations.

Data Source (Select one):
Critical events and incident reports
If 'Other' is selected, specify:

Responsible Party for | Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies).
X! State Medicaid L weekdy BXI 100% Review
Apency
O Operating Agency O Monthly O Less than 160%
Review
O Sub-State Entity O Quarterly U Representative
Sample
Confidence
Interval =
O Other L Annnally U Stratified
Specify: Describe Group:

X Continuously and 0 Other
Ongoing Specify:

U other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggrepation and
aggregation and analysis (check each | analysis(check each that applies):

tha_t applies).
B State Medicaid Agency [ Weekly
0l Operating Agency ] Monthly
0 Sub-State Entity L Quarterly
U other
Specify:

O Annually

] Continuously and Ongoing

O Otber
Specify:

¢. Sub-assurance: The state policies and procedures for the use or prohibition of restrictive interventions
(including restraints and seclusion) are followed,

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator. ‘

For each performance measure, provide information on t egated data that will enable the State 1o
and assess pr s towar ‘ormance ri s section provide i ation o,

method by which each source of data is analyzed statisticallv/deductively or inductively,_how themes are

identified or conclusions drawn,_and how recommendations gre formulated_where appropriate.

Performance Measure:
The number and percent of participants who are not physically restrained or kept in
involuntary seclusion. Numerator is the number of participants at re-assessment who

are not physically restrained or kept in involuntary seclusion, and the denominator is
the total number of participants re-assessed

Data Aggregation and Analysis:

Responsible Party for data Frequency of data apgregation and
aggregation and analysis (check each | analysis(check each that appiies):
that applies):

] State Medicaid Agency Ll Weekly

O Operating Agency L] Monthly

08/18/2019
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each  |amalysis(check each that applies):
that applies):
H Sub-State Entity D Quarterly
o Other
Specify:
a Annually

X Continuously and Ongoing

[ Other
Specify:

Performance Measure:

Number and percent of participants and/or legal guardian who receive information
about how to report abuse, neglect, and exploitation. Numerator=Number of
participants and/or legal guardian who receive information about how to report
abuse, neglect, and exploitation. Denominator=number of participants.

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | amalysis(check each that applies):
that applies):
B State Medicaid Agency O Weekly
O Operating Agency O Monthly
H Sub-State Entity O Quarterly
i Other
Specity:
P O Annuany

’Acccss Agencies |

] Continuously and Ongoing

| Other
Specify:
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d. Sub-assurance: The state establishes overall health care standards and monitors those standards based

on the responsibility of the service provider as stated in the approved waiver.
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Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

Performance Measure:

Number and percent of participants who are assessed for age appropriate
preventative health care. Numerator is the number of participants at re-assessment
who area assessed for age appropriate health care, and denominator is the total
number of participants re-assessed.

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | amalysis(check each that applies):
that applies):
State Medicaid Agency U weekty
[ Operating Agency [ Monthly
O Sub-State Entity O Quarterly
X other
Specify:
. x] Annually
UCONN

x Continuously and Ongoing

O Other
Specify:

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
* State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

b. Methods for Remediation/Fixing Individual Problems
i. Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.
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When issues are identified, providers are required to submit a plan of correction with timeframes for completion,
If a provider continues to have less than acceptable performance, they can be put on enhanced monitoring, or can
be prohibited from serving any new participants until their performance has reached an acceptable level of quality,
or can lose their status as a qualified provider for the service(s) with less than acceptable quality, and/or can be
removed as a qualified provider altogether. HCBS clinical and administrative staff track the problem to resolution,

For fully self-directed services, procedures are in place to address issues unique to this service arrangement. For
example, if an employee is identified by the fiscal intermediary as having a criminal conviction, a'report is sent to
the case manager, the Program Manager and the employer is notified. Since the waiver service is self-directed the
consumer is able to decide to hire the staff person, by signing a release of liability form. If the Program Manager
makes the decision that the crimes are too serious in nature to allow the hiring, they may refuse to allow the hiring
pursuant to the State of Comnecticut Regulation Sec. 17b-262-596 (). All activities are tracked in the HCBS unit
database for follow-up. :

Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

- Responsible Party(check cach that Frequency of data aggregation and
applies}: analysis{check each that applies):
] State Medicaid Agency [ Weekly
[ Operating Agency L Monthly
L Sub-State Entity L] Quarterly
] Other
Specify:
L Annually

X] Continuously and Ongoing

O Otber
Specify:

¢. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Health and Welfare that are currently non-operational.
® No '
O ves
Please provide a detailed strategy for assuring Health and Welfare, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix H: Quality Improvement Strategy (1 of 3)

Under §1915(c) of the Social Security Act and 42 CFR §441,302, the approval of an HCBS waeiver requires that CMS determine
that the state has made satisfactory assurances concerning the protection of participant health and welfare, financial accountability
and other elements of waiver operations. Renewal of an existing waivet is contingent upon review by CMS and a finding by CM$
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that the assurances have been met. By completing the HCBS waiver application, the state specifies how it has designed the
waiver’s critical processes, structures and operational features in order to meet these assurances.

* Quality Improvement is a critical operational feature that an organization employs to continually determine whether it
operates in accordance with the approved design of its program, meets statutory and regulatory assurances and
requirements, achicves desired outcomes, and identifies opportunities for improvement.

CMS recognizes that a state’s waiver Quality Improvement Strategy may vary depending on the nature of the waiver target
population, the services offered, and the waiver’s relationship to other public programs, and will extend beyond regulatory
requirements. However, for the purpose of this application, the state is expected to have, at the minimum, systems in place to
ineasure and improve its own performance in meeting six specific waiver assurances and requiremers.

It may be more efficient and effective for a Quality Improvement Strategy to span multiple waivers and other long-term care
services. CMS recognizes the value of this approach and will ask the state to identify other waiver programs and long-term care
services that are addressed in the Quality Improvement Strategy. !

Quality Improvement Strategy: Minimum Components

The Quality Improvement Strategy that will be in effect during the period of the approved waiver is described throughout the
waiver in the appendices corresponding to the statutory assurances and sub-assurances. Other documents cited must be avaﬂable
to CMS upon request through the Medicaid agency or the operating agency (if appropriate). ‘

In the QIS discovery and remediation sections throughout the application (located in Appendices A, B, C, D, G, and I} , a state -
spells out:

= The evidence based discovery activities that will be conducted for each of the six major waiver assurances; and
= The remediation activities followed to correct individual problems identified in the implementation of each of the
assurances. i

In Appendix H of the application, a state describes (1) the system improvement activities followed in Tesponse to aggregated,
analyzed discovery and remediation information collected on each of the assurances; (2) the correspondent rofes/responsibilities
of those conducting assessing and prioritizing improving system corrections and improvements; and (3) the processes the state
will follow to continuousty assess the effectiveness of the OIS and revise it as necessary and appropriate.

If the state’s Quality Improvement Strategy is not fully developed at the time the waiver application is subinitted, the state may
provide a work plan to fully develop its Quality Improvement Strategy, including the specific tasks the state plans to undertake
during the period the waiver is in effect, the major milestones associated with these tasks, and the entity (or entitics) responsible
for the completion of these tasks. . _ !

When the Quality Improvement Strategy spans more than one waiver and/or other types of long-term care services under the
Medicaid state plan, specify the control numbers for the other waiver programs and/or identify the other long-term services that
are addressed in the Quality Improvement Strategy. In instances when the QIS spans more than one waiver, the state must be able
to stratify information that is related to each approved waiver program. Unless the state has requested and received approval from
CMS for the consolidation of multiple waivers for the purpose of reporting, then the state must stratify information that is related
to cach approved waiver program, i.e., employ a representative sample for each waiver.

Appendix H: Quality Improvement Strategy (2 of 3)
H-1: Systems Improvement

a. System Improvements

i. Describe the process(es) for trending, prioritizing, and implementing system improvements (i.c., design changes)
prompted as a result of an analysis of discovery and remediation information.
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DSS has been implementing a system of checks and balances in order to establish consistent quality assurance
within services provided to clients through this waiver. The state has been guided by state and federal regulations
to assist in establishing procedures and the many varied data collection, agpregation and analysis processes that
are currently utilized. Through the productive process of analysis, discovery, remediation and improvement, the
state recognizes the benefit to client services that can be obtained through continued system review and requisite
improvements. '

Through review of gathered data and reports, Wawer management and key stakeholders meet at least monthly o
review trends, 1dent1fy areas of focus and plan for the implementation of required program changes.

Core reports that are developed and shared are as follows:

Fiscal Intermediary Report: includes enrollment trends, expenditures, cost per member, and program performance
to provide relevant stakeholders (e.g., participants, families, advocates, oversight committees, legislature and the
public) with an overview of the previous year's activities, expenditures and program performance. These reports
will be shared with the waiver advisory committee. Frequency: Quarterly and Annual

ABI Waiver Summary Report: includes waiver assurance quality indicators, findings and interpretation of quality
indicators, steps taken/proposed to address challenges to provide relevant stakeholders (e.g., agency leadership,
CMS, and oversight committees) with an overview of progress in meeting Waiver assurances. These reports will
also be shared with the waiver advisory committee, Frequency: Annual

The use of these reports leads to the development of new/modified policy, form changes, training updates. The
reports serve as an agenda for developing program change within Waiver management in the HCBS unit. Also,
public mput is sought through many arenas to help identify recommended areas of focus. To ensure public input,
the Department will convene an Advisory committee consisting of both consumers and advocates that will review
and comment on all quality assurance reports and activities, assessinent methods and frequency and summaries of
participant surveys.

The waiver advisory group will meet quarterly,

Other arenas include focus groups are held with other stakeholders such as participants at BIAC support groups
and case menagers in the field.

ii. System Tmprovement Activities

Responsible Pary checkcach has apliesy. | 17011y of Monlloring and Amalysicheckcach
X State Medicaid Agency _ 0 Weekly
0 Opersﬁng Agency E Monﬁ;ly
[ Sub-State Entity [ Quarterly
[ Quality Iinprovement Committee [ Annually
= gpt::i;: [X] Otbe‘r
Specify:
|continuous and ongoing

b. System Design Changes

i. Describe the process for monitoring and analyzing the effectiveness of system design changes, Include a
description of the various roles and responsibilities involved in the processes for monitoring & assessing system
design changes. If applicable, include the state's targeted standards for systems improvement,
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The Department contracts with the fiscal intermediary 1o provide the following activity and compliance reports:
- administrative reports,

- fiscal reports,

- programmatic reports,

- Registry updates,

- reconciliation reports,

The fiscal intermediary will also : ,

- Provide an annual survey of Satisfaction/Quality/Evaluation with participants and providers and communicate
on an as needed basis with all participants regarding the services received from the contracth.

-Use both telephone and print surveys to gather information. Surveys shall be conducted within sixty (60) days -
with all new Employers, conservators as appropriate, employees, case managers and any other involved
organizations or individuals. Thereafter, surveys shall be solicited on a quarterly basis from a random sampling
0f 25% of active Employers. The surveys shall address the level of satisfaction with the procedures of intake,
training, payment, financial services, on-going contact, availability of providers and service delivery by the
Waiver providers .

-Address special concerns identified in the Waiver Program survey as soon as practical

-Summarize the survey information in quarterly annual reports to the Department.

Additionally, the Department has begun to utilize the HCBS CAHPS survey to assess quality and systems issues

il. Describe the process to periodically evaluate, as appropriate, the Quality Improvement Strategy.

‘The Community Options Management team will, as needed, evaluate information presented by the Fiscal
Intermediary. Most large program changes are implemented at Waiver renewal, however changes that make small
modifications to procedure are implmented as needed.

Appendix H: Quality Improvement Strategy (3 of 3)
H-2: Use of a Patient Experience of Care/Quality of Life Survey

a. Specify whether the state has deployed a patient experience of care or quality of life survey for its HCBS population
in the last 12 months (Select one):

O No
O Yes (Complete ttem H.2b)

h, Specify the type of survey tool the state uses:

O HCBS CAHPS Survey :

O Ner Survey :

O NcrAD Survey :

O Other (Please provide a description of the survey tool used):

Appendix I: Financial Accountability
I-1: Financial Integrity and Accountability

Financial Integrity. Describe the methods that are employed to ensure the integrity of payments that have been made for
waiver services, including: (a) requirements concerning the independent audit of provider agencies; (b) the financial audit
program that the state conducts 1o ensure the integrity of provider billings for Medicaid payment of waiver services,
including the methods, scope and frequency of audits; and, (¢} the agency {or agencies) responsible for conducting the
financial audit program. State laws, regulations, and policies referenced in the description are available to CMS upon
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request through the Medicaid agency or the operating agency (if applicable).

The Department of Social Services has contracted with a fiscal intermediary to maintain the payment records for services
received and billed under the ABI Waiver. The fiscal intermediary, Allled Community Resources, Inc. credentials all of the
ABI waiver providers and will issue them a credentialing document that will be required when they enroll with DXC as a
Medicaid provider. (ACR) ensures that ail billed services for self directed services emanate from an approved consumer
\plan of care and submits appropriate claims to DXC, who is a claims payment subcontractor of the Department. All claims
for: non self directed providers will be billed directly to DXC and compared against service authorizations entered into the
weZv claims portal by the case management provider.

Eﬁl"eca‘ive I/I/17, the department implemented Flectronic Visit Verification (EVV)for all hourly in-home ABI services. The
EVYV system matches schedules with time in and time out captured and creates a claim and matches the claim against the
service authorization in the DXC portal, CT implemented EVV well in advance of the federal mandate.

The DSS Office of Quality Assurance ((Q4) conducts financial audits of Medicaid providers and issues exceptions when
appropriate for issues of non-compliance with the State’s policy requirements. The Office of Quality Assurance activities
extend to all DSS programs, and office staff persons are located at the central and regional DSS offices. Functions are
grouped info three major areas of focus: audits, quality control, and fraud and recoveries.

Al waiver providers are subject to audits performed by the Q4. Overall audit demands and audit resources available to
DSS QA impact the frequency of audits of waiver providers. These audits include ad hoc reviews when ACR or DSS HCRS
staff, or case managers alert QA 1o potential issues.

Audits of payments to providers are most commonly performed on a universe of claims payments within a two year period,
A random sample of 100 claims is chosen. The auditor reviews supporting documentation maintained by the provider and
claims information maintained by the department. The purpose of the review is to determine if services and associated
[payments were made in accordance with applicable state reguiations. Errors identified in the sample are extrapolated to

the universe of paid claims to arrive at a financial audit adjustment,

The Connecticut Auditors of Public Accounts is responsible for conducting the independent audit as required by the Single
Audit Act. ‘

The department's fiscal intermediary who credentials ABI waiver providers is also contracted to do ongoing, on-site audits
of ABI providers. ‘ ’

Appendix I: Financial Accountability

* Quality Improvement: Financial Accountability

As a distinct component of the States quality improvement strategy, provide information in the following flelds to detail the States
methods for discovery and remediation.

a. Methods for Discovery: Financial Accountability Assurance:
The State must demonstrate that it has designed and implemented an adequate system for ensuring financial
accountability of the waiver program. (For waiver actions submitted before June 1, 2014, this assurance read "State
Jinancial oversight exists to assure that claims are coded and paid for in accordance with the reimbursement methodology
specified in the approved waiver.”)
i Sub-Assurances:

a. Sub-assurance: The State provides evidence that claims are coded and paid for in accordance with the
" reimbursement methodology specified in the approved waiver and only for services rendered,
- (Performance measures in this sub-assurance include all Appendix I performance measures for waiver
actions submitted before June I, 2014.)

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
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sub-assurance), complete the following. Where possible, include numerator/denominator.

ideriified or usions dr. d how re

tions are for ted, where appropri

Performance Measure: f

Number and Percentage of waiver service claims paid that were specified in participants'
service plans. Numerator: Number of waiver service claims paid that were specified in

Pparticipants' service plans. Denominator= Total number of claims.
|

Data Source (Select one):
Record reviews, on-site
If ‘'Other’ is selected, specify:

Responsible Party for Freguency of data
data collection/generation | collection/generation
(check each that applies): |(check each that applies):

Sampling Approach(check
each that applies):

U Srare Medicaid U weeksy

100% Review
Agency

0 Operating Agency [ Monthly O Less than 100%

Review
O Sub-State Entity X Quarterly O Representative
Sample
Confidence
Interval =
Other O Annually [ Stratified
Specify: : Describe Group:
JFz’sca[ Intermediary l

H Continuou&b and [ Other
Ongoing Specify:

[ Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data aggregation | Frequency of data aggregation and
and analysis (check each that applies): | analysis(check each that applies):

State Medicaid Agency L Weekly

L] Operating Agency [ Monthly

Ll Sub-State Entity Quarterly '

Other
Specify: _ L Annually :
I@cal Intermediary |

L] Continuously and Ongoing

L Other
Specify:

Performance Measure:

Number and percent of claims that paid correctly according to dates of service and prior
authorization requirements. Numerator: Number of claims that paid correctly.
Denominator: Total number of claims

Data Source (Select one):
Record reviews, on-site
If 'Other’ is selected, specify:

Responsible Party for Frequency of data Sampling Approach(check
data collection/generation | collection/generation each that applies):
{check each that applies): | (check each that applies).
L1 State Medicaid L Weenty 160% Review
Agency
L] Operating Agency O Monthly O Less than 100%
Review
L Sub-State Entity L Quarterly O Representative
Sample
Confidence
Interval = ' ‘
Other [ Annually O Stratified
Specify: : Describe Group:
lF iscal Intermediary |
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Continuously and O Other
Ongoing Specify:

O Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation | Frequency of data aggregation and ;
and analysis (check each that applies): | analysis(check each that applies):

B State Medicaid Agency U weeky
I Operating Agency 0 Monthly
0 Sub-State Entity U Quarterly |
Other -
Specify: [ Annually
IEvcal Intermediary —|

Continuously and Ongoing

0 Other
Specify:

b. Sub-assurance: The state provides evidence that rates remain consistent with the approved rate
methodology throughout the five year waiver cycle.

Performance Measures

For each performance measure ihe State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, inchide numerator/denominator.

; .

For each performance measure. ide information on the data that will enable the State to
anglyz ess tow erformance In thi tion provide informati the
metho which each source o is analvzed statisti crively or inductively, how themes are
ident] sions draw recommendail ed, where oDl
Performance Measure:
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Number and percent of rates that remained consistent with methodology specified in the
waiver.

Data Aggregation and Analysis:

Responsible Party for data aggregation | Frequency of data aggregation anid
and analysis (check each that applies): | analysis(check each that applies):

B Srate Medicoid Agency U weeksy
H Operating Agency ] Monthly
[ Sub-State Entity , ] Quarterly
[ Other
Specify:
B Annually

B Continuously and Ongoing

0 Other
Specify:

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

DSS has contracted with a fiscal intermediary to credential and audit ABI waiver providers. The departmens
receives audit summaries of each provider. The state's EVV system is an integrated system with check in and
check out as well as scheduling and claims submission components. No claim will be paid unless there is a
corresponding service authorization in the portal maintained by DXC the state's MMIS contractor. DXC reviews
the claim for Medicaid eligibility and other elements (i.e., hospitalization dates), before paying the claim,
Community Options staff will coordinate with DXC to resolve the payment issue.

Finally, computerized service documentation system allows for the tracking of expenditures for each client
(approved cost of the plan) as well as the total waiver program. Community Options staff and case managers
are available to respond to questions, and clarify for the consumer any issues related to the Cost of Care Plan or
the Medicaid application process. This may also involve coordinating with DSS eligibility staff, to ensure that the
consumers application is approved in a timely manner.

Providers are directly enrolled with the MMIS contractor once credentialed by the fiscal intermediary. The
claims process through a portal where the authorized service plan is maintained. This process will immediately
notify the provider of any billing issues and allows for timely notification and correction by department staff. The
portal is fully integrated into the EVV system.

b. Methods for Remediation/Fixing Individual Problems
i Describe the States method for addressing individual problems as they are discovered, Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.
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Individual eligibility issues are addressed by a team within the Community Options unit. clinical staff review and
approve care plans and address individual issues as they arise. Department staff consult with care management
agencies as needed.

il. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

I Svate Medicaid Agency U weesy
L Operating Agency O Monthly
O Sub-State Entity ] Quarterly
Other
Specthy: O nnuatty
IFfscal intermediary l

Continuously and Ongoing

O Other
Specify:

¢ Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Financial Accountability that are currently non-
operational.
O

O Yes :
Please provide a detailed strategy for assuring Financial Accowntability, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.

-

Appendix I: Financial Accountability
1-2: Rates, Billing and Claims (1 of 3)

@ Rate Determination Methods. In two pages or less, describe the methods that are employed to establish provider payment
rates for waiver services and the entity or entities that are responsible for rate determination. Indicate any opportunity for
public comment in the process. If different methods are employed for various types of services, the description may group
services for which the same method is employed. State laws, regulations, and policies referenced in the description are
available upon request to CMS through the Medicaid agency or the operating agency (if applicable),
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Fursuant to Connecticut Department of Social Services Provider manual. All schedules of payment for coverable Medical
Assistance Program goods and services shall be esiablished by the commissioner and paid by the department in
accordance with all applicable federal and state statutes and regulations. Waiver service rates are based on a trended
2.5% increase on rates established in the initial ABI waiver. Input on the waiver, including rates, were afforded to all
parties who commented on the ABI Waiver application. This includes consumers, family, case managers, and providers,
Service rate information is available on the care plan cost grid as well as being posted on the DXC web site. Consumers,
\provider organizations and DSS staff have had the opportunity to review the Waiver application and rates pursuant to the
\public notice. The Waiver application has been reviewed and approved by the committees of cogrizance of the
Connecticut siate legislature after a lengthy public hearing in which stakeholders had the ability to testify and

comment. The rate setting methodology is the same for all services. Waiver service rates are based on direct and indirect
costs of providing Waiver services. The rate structure for the program consists of 1) fee-for-service billing from an
established fee schedule that pays uniform rates across providers; 2) usual and customary rates established individually
with providers based on special provider needs such as serving hazardous urban areas which require accompaniment by
securily personnel. When the PCA is provided by an agency, the agency determines the rate of pay but the meocimum
allowable rate for the service is established by the department in its fee schedule. Other than the self hire comparion,
rates do not vary for different providers of waiver services. Rates are usually prospective. [f retroactive rate setting
should occur, this will result in mass adjustments during a claim cycle to either compensate providers for a rate increase
or recoupments if rates are decreased. During the life of this waiver, service rates may be adiusted based on legislatively
approved increases or decreases to the Department's appropriation.

Oversight of the ABI rate determination method is conducted by the DSS Reimbursement and CON Unit through a review
of ABI Waiver rates for reasonableness in comparison to other HCBS comparable waiver services. Additionally, DSS
Firancial and Management Analysis Unit conducts a review of the data.

b. Flow of Billings. Describe the flow of billings for waiver services, specifying whether provider billings flow directly from
providers to the state's claims payment system or whether billings are routed through other intermediary entities. ¥
billings flow through other intermediary entities, specify the entities:

The Department has engaged with its MMIS provider DXC to develop a web-based claims portal where the case
manager enters the authorized service plan into the portal and the providers bill claims through the portal. Claims are
checked against the service plan authorized by the care manager and against the check in and check out captured in the
EVV system.. Services that were not authorized will deny. All agency based waiver providers are enrolled directly with
the Department through an enrollment wizard in the DXC system. One statewide fiscal intermediary will perform all
credentialing functions and providers will be unable to enroll without producing the credentialing document. Self
directed providers will continue to submit time sheets to the fiscal intermediary which bills the MMIS on the providers
behalf. The department just reached an agreement with the union representing ABI self directed service providers and
will be initiating EVV for self directed providers mid 2019 and continuing through most of 2020 as a phased
implementation process. This direct relationship between waiver providers and the department will enable improved
communication and monitoring of providers’ performance. The care plan portal will allow only authorized services to
\pay ensuring compliance with the plan of care. DXC will be producing reports that will compare authorized services 1o
actual paid claims so that areas or providers needing follow up can be identified. This also allows for trending analysis
of utilization patterns. Problematic agencies are identified and remediation plans are initiated. The case management
provider bills for the case management services and assessment services. Claims are submitted to DXC which operates
the Department's MMIS system. Allied Community Resources is the fiscal intermediary who bills DXC directly for self
directed services. Home Health Agencies and Assisted Living Service Agencies may also bill the MMIS system (bXC)
directly. Payments are made by the Medicaid agency directly to the providers of waiver and State plan services. There
are provider agreements between the DSS and each provider of services under the waiver. Payments for self directed
services are made by the fiscal intermediary on the client's behalf. The FIthen bills the states MMIS contractor.
Payments for all waiver and other State plan services are made through Connecticut's approved Medicaid Management
Information System (MMIS}. DSS pays providers through the same fiscal agent used in the rest of the Medicaid program.

Appendii: I: Financial Accountability
I-2: Rates, Billing and Claims (2 of 3}

¢. Certifying Public Expenditures (select onej:
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@ No. state or local government agencies do not certify expenditures for waiver services.
o Yes. state or local government agencies directly expend funds for part or all of the cost of waiver services
and certify their state government expenditures (CPE) in lieu of billing that amount to Medicaid.

Select at least one:

Ul Certified Public Expenditures (CPE) of State Public Agencies.

Specify: (a) the siate government agency or agencies that certify public expenditures for waiver services; (b}
how it is assured that the CPE s based on the total computable costs for waiver services; and, (c) how the state
verifies that the certified public expenditures are eligible for Federal financial participation in accordance with
42 CFR §433.51(b).(Indicate source of revenue for CPEs in ltem I-4-a.}

1 Certified Public Expenditures (CPE) of Local Government Agencies,

Specify: () the local government agencies that incur certified public expenditures for waiver services; (b) how it
is assured that the CPE is based on total computable costs for waiver services; and, (c) how the state verifies
that the certified public expenditures are eligibie for Federal financial participation in accordance with 42 CFR
§433.51(8). (Indicate source of revenue for CPEs in Item I-4-b.)

Appendix I: Financial Accountability
1-2: Rates, Billing and Claims (3 of 3)

d. Billing Validation Process. Describe the process for validating provider billings to produce the claim for federal financial
participation, including the mechanism(s) to assure that all claims for payment are made only: (a) when the individual
was eligible for Medicaid waiver payment on the date of service; (b} when the service was included in the participant's
approved service plan; and, (c} the services were provided:

The Medicaid agency pays providers through the same fiscal agent used for ithe rest of the Medicaid program.

** DSS has contracts with a fiscal intermediary to maintain the payment records on self directed services received and
billed under the ABI Waiver. The MMIS billing portal will ensure that all ABI waiver services billed emanate from an
approved consumer POC and submits appropriate claims to MMIS through the claims payment subcontractor of the
Department. Providers are required to obtain client signature for services and this is reviewed upon audit by DSS
Division of Quality Assurance. For agency based services, the electronic check in and check out is captured in the EVV
system. The MMIS provider reviews the claims for Medicaid eligibility and other elements (i.e., spend-down
requirements) before reimbursing the provider.It is the responsibility of the case manager to develop a plan af care in
confunction with the client and their circle of support, to prevent client care plans from exceeding cost caps and to
ensure that designated services are actually being provided. Self directed services require signature on timesheeis until
EVV is fully implemented for self directed services. Agencies are required io retain record of service delivery in their
\files. Proof of service delivery can be detected upon audit by DSS Quality Assurance through record review of agency
\files and Fiscal Intermediary records.

¢. Billing and Claims Record Maintenance Requirement. Records documenting the audit irail of adjudicated claims
(including supporiing documentation) are maintained by the Medicaid agency, the operating agency (if applicable), and
praviders of waiver services for a minimum period of 3 years as required in 45 CFR §92.42.

Appendix I: Financial Accountability
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I-3: Payment (1 of 7)

a. Method of payments — MMIS (select one).

® Payments for all waiver services are made through an approved Medicaid Management Information System
(MMIS}.

O Payments for some, but not all, waiver services are made through an approved MMIS.

Specify: (a} the waiver services that are not paid through an approved MMIS; () the process for making such
payments and the entity that processes payments; (cj and how an audit irail is maintained for all state and federal
Sunds expended outside the MMIS; and, (d) the basis for the draw of federal funds and claiming of these expenditures
on the CMS-64: l

]

0O Payments for waiver services are not made through an approved MMIS.

Specify: (a) the process by which payments are made and the entity that processes payments; (b) how and through
which system(s) the payments are processed; (c) how an audit trail is maintained for all state and federal funds
expended outside the MMIS; and, (d) the basis for the draw of federal funds and claiming of these expenditures on
the CMS-64:

o Payments for waiver services are made by a managed care entity or entities. The managed care entity is paid a '
monthly capitated payment per eligible enrollee through an approved MMIS.

Describe how payments are made to the managed care entity or entities:

Appendix I: Financial Accountability
1-3: Payment (2 of 7)

b. Direct payment. In addition to providing that the Medicaid agency makes paymenits directly to providers of waiver
services, paymenis for waiver services are made utilizing one or more of the following arrangemenis (select at least one):

U The Medicaid agency makes payments directly and does not use a fiscal agent (comprehensive or limited) or a
managed care entity or entities,

] The Medicaid agency pays providers through the same fiscal agent used for the rest of the Medicaid program.
O The Medicaid agency pays providers of some or all waiver services through the use of a limited fiscal agent.
Po
Specify the limited fiscal agent, the waiver services for which the limited fiscal agent makes payment, the functions

that the limited fiscal agent performs in paying waiver claims, and the methods by which the Medicaid agency
oversees the operations of the limited fiscal agent:

O Providers are paid by a managed care entity or entities for services that are included in the state's contract with the
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entity.

Specify how providers are paid for the services (if any) not included in the state's contract with managed care
entities.

Appendix I: Financial Accountability L
I-3: Payment (3 of 7) '

c. Supplemental or Enhanced Payments. Section 1902(a)(30) requires that pamyments for services be consistent with
efficiency, economy, and quality of care. Section 1903(a)(1) provides for Federal financial participation to states for
expenditures for services under an approved state plan/waiver. Specify whether supplemental or enhanced payments are
made. Select one:

®© No. The state does not make supplemental or enhanced payments for waiver services,

O Yes. The state makes supplemental or enhanced payments for waiver services.

Describe: (a) the nature of the supplemental or enhanced payments that are made and the waiver services for which
these payments are made; (b) the types of providers to which such payments are made; (c) the source of the non-
Federal share of the supplemental or enhanced payment; and, (d) whether providers eligible to receive the
supplemental or enhanced payment retain 100% of the total compuiable expenditure claimed by the state to CMS,
Upon request, the state will furnish CMS with detailed information about the total amount of supplemental or
ernhanced payments to each provider type in the waiver.

Appendix I: Financial Accountability
I-3: Payment (4 of 7)

d. Paymenis to state or Local Government Providers. Specify whether state or local government providers receive payment
Jor the provision of waiver services. '

® No. State or local government providers do not receive payment for waiver services. Do not complete Item I-3-e.

O Yes. State or local government providers receive payment for waiver services. Complete ftem I-3-e,

Specify the types of state or local government providers that receive payment for waiver services and the services that
the state or local government providers furnish:

Appendix I: Financial Accountability
I-3: Payment (5 of 7)

e. Amount of Payment to State or Local Government Providers.

Specify whether any state or local government provider receives payments (including regular and any supplemenial
payments) that in the aggregate exceed ifs reasonable costs of providing waiver services and, if so, whether and how the
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stafe recoups the excess and returns the Federal share of the excess to CMS on the quarterly expenditure report. Select
one:

Answers provided in Appendix I-3-d indicate that you do not need to complete this section.

O 7he amount paid to state or local government providers is the same as the amount paid to private praoviders
of the same service. )

O 7he amount paid to state or local government providers differs from the amount paid te private providers of
the same service. No public provider receives payments that in the aggregate exceed its reasonable cosys of
providing waiver services.

O The amount paidto state or local government providers differs from the amount paid to private providers of
the same service. When a state or local government provider receives payments (including regular and any
supplemental payments) that in the aggregate exceed the cost of waiver services, the state recoups the excess

- and returns the federal share of the excess to CMS on the quarterly expenditure report.

Describe the recoupment process:

Appendix I: Financial Accountability
1-3: Payment (6 of 7)

. Provider Retention of Payments. Section 1903(a)(1) provides that Federal maiching finds are only available for
expenditures made by states for services under the approved waiver. Select one:

® Providers receive and retain 100 percent of the amount claimed to CMS for waiver services.

O Providers are paid by a managed care entity (or entities) that is paid a monthly capitated payment.

Specify whether the monthly capitated payment to managed care entities is reduced or returned in part fo the state.

Appendix I: Financial Accountability
I-3: Payment (7 of 7)

g. Additienal Payment Arrangements
L Voluntary Reassignment of Payments to a Governmental Agency, Select one:

© No. The state does not provide that providers may voluntarily reassign their right to direct payments
to a governmental agency.

O Fes, Providers may voluntarily reassign their right to direct payments to a governmental agency as
provided in 42 CFR §447.10(e).

Specify the governmental agency (or agencies) fo which reassignment may be made.
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il Organized Health Care Delivery System. Select one:

® No. The state does not employ Organized Health Care Delivery System (OHCDS) arrangements
under the provisions af 42 CFR §447.10,

O Yes. The waiver provides for the use of Organized Health Care Delivery System arrangements under
the provisions of 42 CFR §447.10.

Specify the following: (a) the entities that are designated as ar!z QHCDS and how these entities qualify for
designation as an OHCDS; (b) the procedures for direct provider enroliment when a provider does not
voluntarily agree to contract with a designated OHCDS; (c) the method(s) for assuring that participants have
Jree choice of qualified providers when an GHCDS arrangement is employed, including the selection of
providers not gffiliated with the OHCDS; (d) the method(s) for assuring that providers that furnish services
under contract with an OHCDS meet applicable provider gqualifications under the watver; (e) how it is
assured that OHCDS contracts with providers meet applicable requirements; and, (f} how financial
accourtability is assured when an OHCDS arrangement is used:

iii. Contracts with MCOs, PIHPs or PAHPs.

® The state does not contract with MCOs, PIHPs or PAHPs for the provision of waiver services.

O The state contracts with a Managed Care Organization(s) (MCOs) and/or prepaid inpatient health plan(s)
(PIHP) or prepaid ambulatory health plan(s) (PAHP) under the provisions of §1915(a)(1) of the Act for the
delivery of waiver and other services. Participants may voluntarily elect to receive waiver and other services
through such MCOs or prepaid health plans. Contracts with these health plans are on file at the state
Medicaid agency.

Describe: (a) the MCOs and/or health plans that furnish services under the provisions of §1915¢a)(1); (b) the
geographic areas served by these plans; (c) the waiver and other services furnished by these plans; and, (d)
how payments are made to the health plans.

O Thiswaiveris a part of a concurrent §1915(b)/§1915(c) waiver. Participants are required to obtain waiver
and other services through a MCO and/or prepaid inpatient health plan (PIHP) or a prepaid ambulatory
health plan (PAHP). The §1915(b) waiver specifies the types of health plans that are used and how
payments to these plans are made.

O This waiveris a part of a concurrent 21115/21915(c) waiver, Participants are required to obtain waiver and
other services through a MCO and/or prepaid inpatient health plan (PIHP) or a prepaid ambulatory heaith
plan (PAHP), The ?1115 waiver specifies the types of health plans that are used and how payments to these
Plans are made. :

Appendix I: Financial Accouﬁtabilig:
I-4: Non-Federal Matching Funds (1 of 3)

a. State Level Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the state source or sources of the
non-federal share of computable waiver costs. Select at least one:

-Appropriation of State Tax Revenues to the State Medicaid agency
L Appropriation of State Tax Revenues to a State Agency other than the Medicaid Agency.
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If the source of the non-federal share is appropriations to another staie agency (or agencies), specify: (a) the state
entity or agency receiving appropriated funds and (b) the mechanism that is used to transfer the funds to the
Medicaid Agency or Fiscal Agent, such as an Intergovernmental Transfer (IGT), including any matching
arrangement, and/or, indicate if the funds are directly expended by state agencies as CPEs, as indicated in Item 1-2-
c:

L1 Osher State Level Sourcefs) of Funds.

Specify: (a) the source and nature of funds; (b) the entity or agency that receives the funds; and, (c) the mechanism
that is used to transfer the fimds to the Medicaid Agency or Fiscal Agent, such as an Intergovernmenial Transfer
(IGT), including any matching arrangement, and/or, indicate if funds are directly expended by state agencies as
CPEs, as indicated in ltem I-2-c:

Appendix I: Financial Accountability |
1-4: Non-Federal Matching Funds (2 of 3)

b. Local Government or Other Source(s} of the Non-Federal Share of Computable Waiver Costs. Specify the source or
sources of the non-federal share of computable waiver costs that are not from state sources. Select One:

® Nor Applicable. There are no local government level sources of fumds utilized as the non-federal share.
O Applicable
Check each that applies:

[ Appropﬁaﬁon of Local Government Revenues.

Specify: (@) the local government entity or entities that have the authority to levy taxes or other revenues; (b) the
source(s) of revenue; and, (c) the mechanism that is used to transfer the funds to the Medicaid Agency or Fiscal
Agent, such as an Intergovernmental Transfer (IGT), including any matching arrangement (indicate any
intervening entities in the transfer process), and/or, mdxcate if finds are directly expended by local government
agencies as CPEs, as specified in Iltem I-2-¢:

O Other Local Government Level Source(s} of Funds.

Specify: (a) the source of funds; (bj the local government entity or agency receiving funds; and, (c) the
mechanism that is used to transfer the funds to the state Medicaid agency or fiscal agent, such as an
Intergovernmental Transfer (IGT), including any matching arrangement, and/or, indicate if funds are divectly
expended by local government agencies as CPEs, as specified in Item L-2-c:

Appendix I: Financial Accountability
I-4: Non-Federal Matching Funds (3 of 3)
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c. Information Concerning Certain Sources of Funds. Indicate whether any of the funds listed in Items F-4-a or I-4-b that
make up the non-federal share of computable waiver costs come from the following sources: (@) health care-related taxes
or fees; (b) provider-related donations; and/or, (c) federal funds. Select one:

® None of the specified sources of funds contribute to tbe non-federal share af computabte waiver costs

O 12e  following source(s) are used
Check each that applies:

] Health care-related taxes or fees
L Provider-related donations
L Federal funds

For each source of funds indicated above, describe the source of the funds in detail:

Appendix I: Financial Accountability
I-5: Exclusion of Medicaid Payment for Room and Board

a. Services Furnished in Residential Settings. Select one:

® Ny services under this waiver are Jurnished in residential settings other than the private residence of the
individual.
O 4s specified in Appendix C, the state furnishes waiver services in residential settings other than the personal home

of the individual.
b. Method for Excluding the Cost of Room and Board Furnished in Residential Settings. The following describes the
methodology that the state uses to exclude Medicaid payment for room and board in residential settings:

Da not complete this item.

Appendix I: Financial Accountability
I-6: Payment for Rent and Food Expenses of an Unrelated Live-In Caregiver

Reimbursement for the Rent and Food Expenses of an Unrelated Live-In Personal Caregiver. Select one:

® No. The state does not reimburse for the rent and feod expenses of an unrelated live-in personaf caregiver who
resides in the same household as the participant,

O Yes. Per 42 CFR §441.310(a)(2)(ii), the state will claim FFP for the additional costs of rent and food that can
be reasonably attributed to an unrelated live-in personal caregiver who resides in the same household as the
waiver participant, The state describes its coverage of live-in caregiver in Appendix C-3 and the costs
atiributable to rent and food for the live-in caregiver are reflected separately in the computation of factor D
(cost of waiver services} in Appendix J. FFP for rent and food for a live-in caregiver will not be claimed when
the participant lives in the caregiver's home or in a residence that is owned or leased by the provider of
Medicaid services.

The following is an explanation of* (a) the method used to apportion the additional costs of rent and food attributable to
the unrelated live-in personal caregiver that are incurred by the individual served on the waiver and (b) the method
used to reimburse these costs:
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Appendix I: Financial Accountability
I-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (1 of 5)

a. Co-Payment Requirements. Specify whether the state imposes a co-payment or similar charge upon waiver participants
Jfor waiver services. These charges are calculated per service and have the effect of reducing the total computable claim
Jor federal financial participation. Select one:

® No. The state does not impose a co-payment or similar charge upon participants for waiver services.

O Yes. The state imposes a co-payment or similar charge upon participants for one or more waiver services.
i Co-Pay Arrangement.

Specify the types of co-pay arrangements that are imposed on waiver participants (check each that applies):

Charges Associated with the Provision of Waiver Services (if any are checked, complete tems I-7-g-i
through I-7-a-iv): '

| Nominal Jedactible
| Coinsurance
H Co-Payment
[ Other charge

Specify:

Appendix I: Financial Accountability

I-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (2 of 5)

a. Co-Payment Requirements,

it. Participants Subject to Co-pay Charges for Waiver Services.

Answers provided in Appendix I-7-a indicate that you do not need to complete this section.

Appendix I: Financial Accountability

1-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (3 of 3)

a. Co-Payment Requirements.

iil. Amount of Co-Pay Charges for Waiver Services.

Answers provided in Appendix I-7-a indicate that you do not need to complete this section.

Appendix I: Financial Accountability
I-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (4 of 3)

a. Co-Payment Requirements.

iv. Cumulative Maximum Charges.
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Answers provided in Appendix I-7-a indicate that you do not need to complete this section.

Appendix I: Financial Accountability

1-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (5 of 5)

b. Other State Requirement for Cost Sharing. Specify whether the siate imposes a premium, enrollment fee or similar cost
sharing on waiver participants. Select one:

|

® No. The state does not impose a premium, enrollment fee, or similar cost-sharing arrangement on waiver
participants. :

O Yes. The state imposes a premium, enrollment fee or similar cost-sharing arrangement.

Describe in detail the cost sharing arrangement, including: (a) the type of cost sharing (e.g., premium, enrollment
Jee), (b) the amount of charge and how the amount of the charge is related to total gross family income; (c) the
groups of participants subject to cost-sharing and the groups who are excluded,; and, (d) the mechanisms for the
collection of cost-sharing and reporting the amount collected on the CMS 64:

Appendix J: Cost Neutrality Demonstration

J-1: Composite Overview and Demonstration of Cost-Neutrality Formula

Composite Overview. Complete the flelds in Cols. 3, 5 and 6 in the following table for each waiver year. The fields in Cols.
4, 7 and 8 are auto-caiculated based on entries in Cols 3, 5, and 6. The fields in Col. 2 are quto-calculated using the Factor
D data from the J-2-d Estimate of Factor D tables. Col. 2 fields will be populated ONLY when the Estimate of Factor D
tables in J-2-d have been completed .

Level(s) of Care: Hospital, Nursing Facility, ICF/IID

Col I} Col 2 Col. 3 Col 4 Col. 5 Col 6 Col 7 Col. 8
Year | Factor D Factor D' Total: D+D Factor G Factor &' Total: G+GDifference (Col 7 less Columnd)
1 |97866.39 13638004 111504.39 215178.0 30373.000 245551.00 134046.61
2 |ioo174.2 13942.00Q 114116.22 222897.0 30930.00% 253827.00 139710.78
3 |ro2081.7 14274.00 11635579 232264.0 31653.000 263917.00 147561.21
4 |104537.2 14632.008 119169.26 240992.0 32419.008 273411.00 154241.74
5 1069736 14981.004 121954.62 250416.0 33302.000 283718.00 161763.38

Appendix J: Cost Neutrality Demonstration

J-2: Derivation of Estimates (1 of 9)

a. Number Of Unduplicated Participants Served. Enter the total number of unduplicated participants from ltem B-3-a who
will be served each year that the waiver is in operation. When the waiver serves individuals under more than one level of
care, specify the number of unduplicated participants for each level of care:

Table: J-2-a: Unduplicated Participants

Waiver Year

Total Distribution of Unduplicated Participants by Level of Care (if applicable)
Unduplicated ' Level of Care: Level of Care: Level of Care:
Number of Hospital Nursing Facility ICF/IID
Participanis 3
(from Item B-
3-a)
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Table: J-2-a: Unduplicated Participants

Total Distribution of Unduplicated Participants by Level of Care (if applicable)
Unduplicated Level of Care: Level of Care: Level of Care:
Waiver Year | irmberof Hospital Nursing Facility ICF/ID
Farticipants -
(from Item B-
3-a)
Year 1 774 6 13 2
Yearz |' 250 6 IE B 33
Year 3 i 276 7 16. 3
Year ¢ 302 8 18] 4
Year § o 8 19 43

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (2 of 9)

b. Average Length of Stay. Describe the basis of the estimate of the average length of stay on the waiver by participants in
item J-2-a.

Average Length of Stay (LOS) was derived by the following method:
The length of stay for each level of care was obtained from the initial CMS 372 report for 2018.

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (3 of 9)

¢. Derivation of Estimates for Each Factor. Provide a narrative description for the derivation of the estimates of the
Jollowing factors.

i Faceor D Derivation. The estimates of Factor D for each waiver year are located in Ttem J-2-d. The basis and
methodology for these estimates is as follows:

The estimated number of users, units per user, and cost.per unit are based on utilization obtained from the CMS

3728 Initial Report for the 2018. Legislated rate increases for Home Delivered Meals have been included for

CY2019 and for Year 1 and Year 2,

ii. Factor D' Derivation. The estimates of Factor D' for each waiver year are included in Item J-1. The basis of these
estimates is as follows: '

Factor D' was based on the CMS-372S Initial Report for 2018. The Factor D' value in the 372T was adjusted for
the projected length of stay. The historic cost data was trended forward using actual CPI trends. Inflation
projection is based on the published January 2019 Consumer Price Index for Medical Care at 2.4%. Factor D
does not include the cost of prescribed drugs that will be furnished to Medicare/Medicaid dual eligibles under the
provision of Part D.

iii. Factor G Derivation. The estimates of Factor G for each waiver year are included in Ttem J-1. The basis of these
estimates is as follows:

Factor G is based on CMS 3727 Initial Report for 2018. The Factor G value in the 372T was adjusted for the
profected length of stay for the ABI II Waiver population. Costs were trended forward using the published
January 2019 Consumer Price Index for Nursing Home Care at 3.9%.

iv. Factor G' Derivation. The estimates of Factor G’ for each waiver year are included in ltem J-1. The basis of these
estimates is as follows:
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Factor G' was based on the CMS 3727 Initial Reports for 2018. The Factor ' value in the 372T was adjusted for
the projected length of stay. The historic cost data were trended forward using actual CPI trends. Inflation
projection is based on the published January 2019 Consumer Price Index for Medical Care at 2.4%,

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (4 of 9)

Component management for waiver services. If the service(s) below ‘includes two or more discrete services that are reimbursed
t

separately, or is a bundled service, each component of the service must be listed, Select “manage components” to add these

COMPOREnts.

Waiver Services
ABI Group Day
Adult Day Health
Homemaker

Personal Care

Prevocational Services

Respite

Supported Employment

ABI Recovery Assistant IT
ABI Recovery Assistant
Assistive Technology
Chore

Cognitive Behavioral Programs

Comnmnity Living Support Services (CLSS)

Companion

Consultation Services

Environmental Accessibility Modifications
Home Delivered Meals
Independent Living Skills Training

Personal Emergency Response Systems (PERS)

Substance Abuse Programs

Transportation
Vehicle Modification Services

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (5 of 9)

d. Estimate of Factor D.

i. Non-Concurrent Waiver. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component items. Select Save and Calculaie to
.awfomatically calculate and populate the Component Costs and Total Costs flelds. All fields in this table must be
completed in order to populate the Factor D fields in the J-1 Composite Overview table.

Waiver Year: Year 1
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Waiver Service/ , s . Component
Compaonent Unit # Users Avg. Units Per User Avg, Casr/_ Unit Cost Total Cost
ABI Group Day Total: 29255.38
ABI Growp Dy B |L ] 1570 16.94| 2925538
Adult Day Health Total: 35400.12
Adult Day Health | prgen :I | 2"' T 23 8.04" 74.3 7| 3540012
Homemaker Total: 17826.00
Homemaker Fer 15 "| 7 5"' 275.04|L 43 2“ 17820.00
Personal Care Total; 2296775.00
Personal Care [r 15 "l 65||r 7067.0(1" 5_00"2296775.00
Prevacational Services . N
Total: 1413699.21
Prevocational —
Services per hour "L 74 " 477, 05"' 38, 49" 1413699.21
Respite Total: 73.68
Respite " v | | J,“L 5 00"' 122 é“ 73.68
Supported Employment
612144.96
Total:
Supporied
Employment Jperpour | | zﬁ " 568, og"L 33, 4?" 61214496
ABT Recovery Assistant
T Totat: 695429.28
ABI Recovery
Assistant IT "ger 15 min |II 24 " 4872, gg“l 5.49)| #9592928
ABI Recovery Assistant 2207195.20
Total: -
ABI Recovery
Assistant per 5 min |II gq" - 4606 ggi“ 5,99 20719520
Abssistive Technology
Torat 136580.47
Assistive Technology I v~ IlI 3 3|" T 0(;||| 2576, 99| 136580.47
Chore Total; 138.24
Chore fr 5 |" ]] " 32 0(1" 4 32" 13824
Cognitive Behavioral 268004.55
Programs Total: i
Cognitive Behavioral
" Programts ker hour I" 16. EI | 59 gq II 275 3" 263004.55
Community Living
Support Services (CLSS) 40407.36
Total:
GRAND TOTAL: 21736339.57
" Total Estimated Unduplicated Parficipants: 2
Fador D (Divide tatal by number of particlpanys): 9786439
Average Length of Stay on the Waiver: I 3 52l
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Waiver Service/ N N Component|
Component Unit # Users Avg. Units Per User Avg. Cost/ Unit Cost Total Cost
" Community Living :
Support Services ker 12 hours I" 4|I| 147 061 | 68 72" #0407.36
(CLSS) . .
Companion Total: 444667308
Comparion Fer I" 17 2|" 67150 (1" 3 85|! 244667300
Consultation Services i
TFotal: ‘ 2647.65
b
Consultation Serv.r'ces Iner o III I"I I'Odll 2647, 65‘ 264_7.65
Environmental
Aecessibility 1247804
Modifications Total:
Enviranmental )
Accessibility Fer e I" 4‘ | 7 04“ 3719.5 1" 12478.04
Modifi I . .
Home Delivered Meals
Total: 29333.60
Home Delivered -
Meals Iker double meal “l ]dll 185, 04" q 91I 29333.60
Independent Living
Skills Training Total: 943946720
Independent Living
Skl Training | per four Il mﬂ | 6101, 00||| Y |
Personal Emergency
Response Systems 33251.79
(PERS) Total:
Personal Emergency
Response § " I 9"' 7 0" jl 1325179
foper | Il 6 s.00l 7 37.0
Substance Abuse
Programs Total: 89.90
Substance Abuse . :
Programs |Er hour "I ]lll 2 gﬁiil 44, 95I 8090
Transportation Total: 2.00
Transportation " S ile I" d L 5 00'" 0. 24 000
Vehicle Modificarion
Services Totol: 8474.94
Vehicle Modification i
Services feriem I“ zl“ 1 00|" 4737.4 7“ 947494
GRAND TOTAL: 2172433957
Totol Estimazed Unduplicated Partich 22
Fuctor D (Divide toie! by number of paricipaats): 9786439
Average Length of Stay on the Waiver: 352

Appendix J: Cost 'Neutmlity Demonstration

J-2: Derivation of Estimates (6 of 9)

d. Estimate of Factor D.

i. Non-Concurrent Waiver. Complete the following table for each waiver year. Enter data into the Unit, # Users, dvg.
Units Per User, and Avg. Cost/Unit fields for ail the Waiver Service/Component items. Select Save and Calculate to
automatically calculate and populate the Component Costs and Total Costs fields. All fields in this table must be
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compleled in order to populate the Factor D fields in the J-1 Composite Overview iable.

Waiver Year: Year 2

Waiver Service/ ,
Component Unit # Users Avg. Units Per User Avg. Cost! Unit Cong;n:em Total Cost
ABI Group Day Total: ' 33103.80
ABI Group Day Er hour I" ]E"I "159. 0(}“L ]7.32" 33103.80
Adult Doy Health . ’ 3624740
Total: : '
Adult Day Health  [P=—=— |I z"l 218 06‘ " 76, EII 36247.40
Homemaker Toral: ’ 19943.04
Homemater  |Eo Il 1§||| 2s2.0q[ 44| 1o
Personal Care Total: 2579060.48
Personal Care Iver T min l" 7 1" 7071, 06‘ | 5 ]zl 2679060.48
Prevacational Services ) 1613287.76
Total: )
Prevocational
Services IIDer hour |I| 86"' 476. gq L 394 II 1613287.76
Respite Total: ) 150.84
i ]
Respite ker hour I I Z"I 6. Oq I 12.5 7I 150.84
Supported
Enmployment Totai: 704926.67
Supported
Employment ker hour I" 3]' I 577_061 I 39_41' 704926.67
ABI Recovery
Assistant I Total; 798276.04
ABI Recovery
Assistamt I fper 15 min | 29' L 4898, gq I 5 62| 798276.04
ABI Recovery
Assistant Total; 2487357.34
ABI Recovery
Assistant ker 15 min |II 88' I 46] I gdll 6. 13| 2487357.84
Assistive Technology 157516.80
Total: : . ’
Assistive :
Technology ker e Iu 6(1 I ].g[,"I 2625.28" 157516.80
Chore Total: 282.88
Chore | |l A 32 00|" 4] e
Cognitive Behavioral
Programs Total: 309357.06
Cognitive : 309357.06
GRAND TOTAL: 2504355496
Total Evtimared Uniduplicated Partci . 259
Factor D (Divide total by number of poriicipants): . 10017422
Average Length of Stay on the Waiver: I 352]
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Waiver Service/ . .
Component Unit # Users Avg. Units Per User Avg. Cost/ Unit Cong:::em Total Cost
s 84| 59.0 28.1
Community Living .
Support Services 41377.56
(CLSS} Total: :
Community Living
Support Services 7' . ﬂ 41377.56
pcie brizias || | 147.00) 70.3
Companion Tol: 5110510.96
Compan "Ee’ o | | 19 4I | " G636, 06‘" 3 94| 5110510.96
Consultation Services ’ H
Total: 271819
Consuitation
Services : Er item I I ]l | . L Oq" 2711 I9| 271L19
Environmental
Accessibility 12777.52
Modifications Total: )
Envirommental
Accessibility - ﬂ 1277752
" .
Modifications L—I" 4I | 1o |I 319438II
Home Delivered Meals :
Fotal: - 36689.40
Home Delivered .
Meals fper doubie meal |I| jzl | 198, ggl L 10, 94| 36689.40
Independent Living '
Skills Training Total: 10552092.80
Independent Living
Skts Traning  |[per bour ||| | 512200 9.90]foss2om20
Personal Emergency '
Response Systems 37997.96
(PERS) Total:
Personal
Emergency
Response Systems lEer month |II 7ﬂ I 13 04' L 37, 96' 37997.96
(PERS)
Substance Abuse
Programs Total: 18422
Substance Abuse ’
Programs ker hour I|I 2| | 2 oqll 46.0 3| 18412
Transportation Total; 0.00
Transpartation ker mile I|I (] | 30. 04" 0.27' b.00
Vehicle Modification
Services Toral: #702.34
Vehicle
Modificotion : 2702.34
Services e IlL 2| | 10@" 4851.]7"
GRAND TOTAL: 2504355446
Total Estimated Usndplicated Particip 250
Factor I {Divide fatal by nember of participants): 10017422
Average Length of Stay on the Watver: I 35 %l

Appendix J: Cost Neutrality Demonstration
- J-2: Derivation of Estimates (7 of 9)
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L Non-Concurrent Waiver. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg,
Units Per User, and Avg. Cost/Unit flelds for all the Waiver Service/Component items. Select Save and Calculate to
automatically calculate and populate the Component Costs and Total Costs fields. All fields in this table must be
completed in order to populate the Factor D fields in the J-1 Composite Gverview table,

Waiver Year: Year 3

Waiver Service/ L . Companent
Component Unit # Users Avg. Units Per User Avg. Cost/ Unit Cost Total Cost
ABI Group Day Total: 36730.59
ABI Crop Doy | JIC E |l iso.0dl 17.7| serese
Adult Day Health . 1711848
Totul:
Adult Day Health, pran IL 2‘| | 238, oﬂ" 7.9 8" 37118.48
Homemaker Total: 22912.74
Homemaker " o 15 min - I|I IS"l 28].04" 4.53" 22912.74
Personal Care Total: 299739528
Personal Care |Ee myr— I" 3 ]]" 7062, 04"» 52 4" 2997393.28
Prevocational Services
Total: 1832747.60
Prevocational
Services Iker nour I" 9§"| 478, gglll 70.3 6" 1832747.60
Respite Total: 154.44
Respite [ e |I| Z"I 6 00'" 7 2@' 15044
Supported
Employment Total: 77668784
Supported
Employmemnt Er' hour "l 3:1||I 566. Od" 40.3 4 776687.84
ABI Recovery
Assistant I Total: 882694.00
ABI Recovery
Assistart If lper 15 min I" 31 | L 49352, 0(1" 5, 75| §82694.00
ABI Recovery
Assistant Total: 285680349
ABI Recovery
Assistant Iker 15 min "I Qﬂll 4595 04" 6. 28' 2856803,40
Assistive Tecknology
178141.26
Total:
Assistive I fll 17814126
Techrology |ker itent I 6t | L 06‘" 26991 ]l :
Chore Total: 289.92
Chare 289.92

GRAND TOTAL:

Total Estimated Undupticated Particlpants:
Factor D (Divide total By numbar of patfcipants):

Average Length of Stuy or the Waiver:

28174573.95
276
16208179

352
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Waiver Service/ 5 , Ci t
Component Unit # Users Avg. Units Per User Avg, Cost/ Unit ang]as:en Total Cost
7 32.00 4.53
Cognitive Bekavioral
Programs Total: 35088598
Cognitive
Behavioral 350885.98
A .
Bevors [ our [l 20d[ s9.0ql 2887
Community Living A
Support Services . . 52964.10
(CLSS) Totai:
Community Living i :
Suppornt Services ' . 52964.10
(CLSS) X luer 12 hours Ill 5I|r 147 0(1 ' 72, 04
Companion Total: 5727178.08
Comparion | o35 mam | 23| s672.00|| 4.03)| $72717808
Consuliation Services 2776.26
Total:
Consultati |
Services Er item | | ]"I I 04 L 2776, 26' 2776.26
Environmental
Accessibility ' . 13084.16
Modifications Totl:
Environmental
Accessibility - I r 1308416
A TaTT | Lo 3271.04)
Home Delivered Meals
Total: 41559.84
Home Delivered
Meals Iker doutle meal || ] || 196, gglll T | I
Independent Living
Skills Training Total; 12310963.86
Independent Living l
Skills Training  jper howr | | 7 99"' 610 ;_gglll 10.14)| 0055
Personal Emergency
Response Systems 43456.66
(PERS) Total:
Personal . ]
Emergency -
Response Systems Eer month ||I 84" 1 3&"' 38.8 7" 4345666
(PERS) .
Substance Abuse
Programs Total: 94.26
Substance Abuse
Programs ker hour III _[I" 2. O(HL 47.1 3I 94.26
Transportation Total: . /3]
Transportation Iper mile ||r dl | 5 Od“ 0. 28" .00
Vehicle Modification
Services Total: 9935.20
Vehicie
Nodification [z ||l z"[ 1.00||| 4967.60| |,
ervices
GRAND TOTAL: 28174573.95
Total Entimated Unduplicated Pariicipants: 27
Factur D) (Divide total by number of participartsy: 10208179
Averaga Length of Stay on the Waiver: 35 2|
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J-2: Derivation of Estimates (8 of 9)

d. Estimate of Factor D.

i Non-Concurrent Waiver. Complete the following iable for each waiver year. Enter data inio the Unit, # Users, Avg,
Units Per User, and Avg. Cost/Unit flelds for all the Waiver Service/Component items. Select Save and Caleulate to
automatically calculate and populate the Comporent Costs and Total Costs fields. All flelds in this table must be
completed in order to populate the Factor D fields in the J-1 Composite Overview table. ‘

Waiver Year: Year 4

Waiver Service/ , " Component
Component Unit # Users Avg. Unity Per User Avg, Cost/ Unit Cost ' Total Cost
ABI Group Day Toml: 4076800
A3l Growp Doy o ||| iz (I 160.00| 18| #o7snen
Adult Day Health
Total: J8008.60
- Adult Day Heatth " v I'I |l 238, 06| I ‘ 70.8 5" 38008.60
Homemaker Total: 24508.48
Homemaker | pr— "| 7 9| L 278, 06‘ I 4 64" 24508.48
Personal Care Total! 3378009.24
Personal Care | 5 :"l jg | 70@ 0 | 5347" 3378609.24
Prevocational Services 2046000.32
Total:
Prevocational 2046000.32
Services |kerhour I|I 104“' 476. 06‘ | 41 33| "
Respite Toinl: 158,16
Respite [pe e I | s.0d|| TENE: |
Supported
Employment Total: 877766.54
Supported
* Employment ker honr I" 3ZI I 574. 0[1" 4] 33' 877766.54
ABI Recovery
Assistant I Total: 950080.56
ABI Recovery .
Assistant II [per 15 mon | I 3 3| { 4888, 04" 5.89| ssoosass
ABI Recovery
Assistant Total: » 3164840.00
ABI Recovery _
Assistant | "I ]ng |l 4600, 04" 5.43)| 1684600
’;,::ﬁf""’ Technology 198544.32
Assistive 198544,32
GRAND TOTAL: 157628137
Tital Estimated Unduplicated Parficipants: 302
Factor D (Divide fotal by number of participants): H4537.26
Average Length af Stay om the Waiver: I 352'
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Waiver Service/
Component

Unit

Technology

l [per item

# Users

Avg. Units Per User

—

Z|

Chaore Total:

Avg. Cost/ Unit

Component

Cost

Total Cost

2757.56

296.96

Chore

Er 15 min I

Cognitive Behavioral
Programs Total:

Al

4.64

296.96

390664.96

Cognitive
Behavioral
!I?rograms

ber hour I

L

29.56]

390664.96

Coirllmunil'y Living
Sapport Services
(CLSS) Total:

54235.65

Community Living
Support Services
(CLSS)

IE)‘ 12 hours I

73.79

54235.65

Comparnion Total:

6448920.66

Companion

Ikver 15 min I

4.13|

I

6448920.66

Consultation Services
Total:

2842.89

Consul

Services

Iuer item

L

1.0

=

2842.59]

284289

Environmental
Accessibility
Modifications Total:

- 13398.20

Emvironmenta!
Accessibility
Modifications

kfr frem I

N

Lod]i

334959]

t
13398.20

Total:

Home Delivered Meals |

4776597

Home Delivered
Meals

Ig:er double meal I

L

199.00|i|

1143

4776597

Indepemdent Living
Skills Training Total:

13830478.08

Independent Living
Skills Training

lper hour . I

A

218

6.112.00}

| 10.34

13830478,08

Personal Emergency
Response Sysiems
{PERS) Total:

47600.80

Personal
Emergency
Response Systems
(PERS)

IEer month |

I

13.00

| 39.80]

47600.80

Substance Abuse
Programs Total:

96,52

Substance Abuse
Programs

Iluer hour |

]

r

2.00}

| ' 48.26I

96,52

Transportation Total:

0.00

Transportation II or mile ||I

5.00}

|

0.00

Tataf

Feedn

GRAND TOTAL:

Foctor D (Diide total by number of participants):

Average Length of Stay on the Walver:

I1570251.37
362
104537.26

359
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Waiver Service/ N . , Component
Companent Unit H Users Avg. Units Per User Avg, Cost/ Unit Cost Total Cost
Vehicle Modification
Services Total: ) _ 1526046
Vehicle
Modfcation P2 I - 3||L o[ 5086.8| 1526046
Services '
GRAND TOTAL: 3157025137
Toial Ests Ty 4 P ficipants: 302
Fuctor D (Divide tatal by number of paricipents): 1453726
Averaga Longth of Stay on the Waiver: | 352'

Appendix J: Cost Neutrality Demonstié'ation
J-2: Derivation of Estimates (9 of 9)

d. Estimate of Factor D,

L Non-Concurrent Waiver. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg,
Units Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component items. Select Save and Caleulate to
automatically calculate and populate the Component Costs and Total Costs flelds. All fields in this table must be
completed in order to populate the Factor D fields in the J-1 Composite Overview table.

Waiver Year: Year 5

Waiver Service/ , , Component
Component Unit # Users Avg, Units Per User Avg. Cost/ Unlt Cost Tatal Cost
ABI Group Day Total: 45015.60
a1 Growp Dy Py I 1j|| 16.od|[ 1864| 06
Adult Day Health 3892252
Total: i
Aduls Day Health  |F2— || jll 238, 0{1" 81 77' 38922.52
Homemaker Total: " 27730.50
Homemaker l‘j"" 13 min I I 2 Il | 278.0 Ir 4 75I 27730.50
Personal Care Toizl: ) 3769711.00
Personal Care I oy T— Il[ 97| | 7066, 00'" 5 55' 376971100
Prevacational Services ‘ 2260903.68
Total: d
Prevocational
Services ker hour | r 11 2| | 477, 04" 42.3 2| 2260903.68
Respite Total: 162.60
Respite ker hour III Zl | 6. 06"' 13.5q| 162.00
Supported .
Emplayment Total: 956432.00
Supported 956432.00
GRAND TOTAL: 3498037235
Tor! Estimtated Undug d Particip 27
Facter D (Divide tial by number of participanty): 16697362
Average Length of Stay on the Waiver: I 352'
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Puiver Service/
Component

Unit

Employment

g

# Users

Avg. Units Per User

565. Oa

ABI Recovery
Assistant IT Total:

Avg. Cost/ Unit

Component
Cost

Total Cost

42.3

1065428.64

ABI Recovery
Assisiemt IT

{fper 15 min "; 36] |

s908.0|[_

6.0 3| :1 065428.64

ABI Recovery
Assistant Total:

354828474

ARI Recavery
Assistant

Iker 15 min "l 1]7'

1609.0q[

658' .;3548234. kel

Assistive Technology
Total:

220972.44

Assistive
Technology

EE— —

Lod[

2832.98' 220972.:14

Chore Total:

Chore

32.00]"

304.00

Rz |

Cognitive Behavioral
Programs Total:

ker 15 min I" él

433980.99

Cognitive
Behavioral
Programs

Iper hour I" 243'

59, 00|||

302 jl 433980.99

Community Living
Support Services
(CLSS) Total:

66643.92

Community Living
Support Services
(CLSS)

|k}er 12 hours I" q

147.00|“

75, 54 66643.92

Companion Total:

715422015

Companion

|Er I5 min "l 253I

—

6685.00f

42 3I 7154220.15

Consultation Services
Total:

291112

Consni

Services

Iker item l

2911 Izll 291112

Environmental
Accessibility
Modifications Total:

13719.72

Environmemal
Accessibility
Modifications

Iuer item I

3429.0 3" 13719.72

Home Delivered Meals
Totai:

53012.76

" Home Delivered
Meals

Er double meal |

33012.70

Independent Living
Skills Training Totei:

15248097.20

Inde dent Living

Skills Training

10 63' 15248097.26

Personal Emergency
Response Systems

[per rour Il 232|I|

52988.00

GRAND TOTAL:

Tofal

ip Par

Factor D) (Divide total by number of pardripmts):

Average Length of Stay or the Waiver:

3493037536

327
106973.62

332
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Waiver Service/
Component

Unit

# Users

Avg. Units Per User

Avg. Cost/ Unit

Component
Cost

Total Cost

(PERS) Total:

Personal
Emergency
Response Systems
(PERS)

ker month "l

o[

40.7 6I 5298&. 00

13.0(1|L

Substance Abuse
Programs Total:

Substance Abuse
Programs

Ioer hour ]"

Transportation Total:

|

49'42| 93,84

Transportation

Iﬁn;ile —I l

||
9

.o

03 q 0.00

Vehicle Modification
Services Total:

20835,60

Vehicle
Modification
Services

ker ifem ‘ I||

il

1.00|||

5208, 94| 20835.60

GRAND TOTAL:
Tota! Estimated Unduplicated Participants:
Factor D (Divide istal by number of parficipants):

Averaga Length of Stay om the Waiver:

34980375.36
327
106973.62

35|
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