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H09- 075 – Procedure
November 18, 2009
	TO: 
	Home and Community Services (HCS) Division Regional Administrators
Area Agency on Aging (AAA) Directors

	FROM:
	Bill Moss, Director, Home and Community Services Division

	SUBJECT: 
	New Long-term Care (LTC) Manual Section of Roads to Community Living (RCL)/WA Roads Chapter - Washington Roads (WA Roads) Project 

	Purpose:
	To comment on the new Washington Roads section of the LTC Manual, RCL/WA Roads chapter

	Background:
	In 2007, DSHS was awarded a five-year “Money Follows the Person” grant from the federal Centers for Medicare and Medicaid Services (CMS) for the “Roads to Community Living” (RCL) demonstration project. The purpose of the RCL project is to examine how best to successfully help people with complex long-term care needs transition from institutional to community settings. 

The lessons learned and cost savings seen through the first year of the RCL project helped the 2009 Washington State legislature approve additional funding to relocate adults from nursing facilities and hospitals in the upcoming biennium. This funding is for an additional package of services named Washington Roads. 

	What’s new, changed, or

Clarified
	This new section of the RCL/WA Roads chapter will be used to assist staff in enrolling clients into the WA Roads project.   

	ACTION:
	1. Use the WA Roads section of the Roads to Community Living/WA Roads Chapter effective immediately by going online to: http://adsaweb.dshs.wa.gov/docufind/LTCManual/roads/#
2. This is a living document and may be updated as the project evolves.  Staff will be informed via MB if and when updates occur and will have opportunities to review and comment.
3. The Roads to Community Living/WA Roads SharePoint website is also available for staff to access information about this project (see link below).

	Related 
REFERENCES:
	Roads to Community Living SharePoint website

	ATTACHMENT(S):   
	Washington Roads section of RCL/WA Roads Chapter:
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	CONTACT(S):
	Liz Prince, Program Manager
(360) 725-2561
Prince@dshs.wa.gov
Debbie Bennett, Program Manager

(360) 725-2557
Benned@dshs.wa.gov
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Roads to Community Living (RCL)



Roads to Community Living (RCL) – (Washington State’s Money Follows the Person Demonstration Project) and Washington Roads Chapter.

Purpose


The purpose of this chapter is to educate staff about RCL/WA Roads and what benefits the programs offer to participants as well as to provide instruction on how to use the services in each.

RCL Section Summary


· What is RCL? 




· What services are offered under RCL?

· Where can individuals receive services under RCL – Learn more about Qualified Community Settings under RCL

· Who is eligible for the RCL project?  

· How do I authorize RCL services?




· How much can I spend on RCL services? 




· Who is on the RCL transition team?

· What are the case management responsibilities for RCL participants?  

· Can HCS or the AAA contract to provide RCL demonstration services?

· What are the RCL provider requirements/responsibilities?




· Can RCL participants disenroll?   

· How is the project evaluated?

WA Roads Section Summary


· What is WA Roads? 





· Who is eligible for the WA Roads project?

· What services are offered under WA Roads?

· How do I authorize WA Roads services?




· What are the potential authorization levels in WA Roads?





· How do I move a WA Roads client to RCL or an RCL client to WA Roads?

· Contracting for WA Roads services

Resources


Information about the RCL Demonstration Project – Internal: (HCS/AAA/DDD) RCL/WA ROADS SharePoint site

There is also a public website available: http://www.adsa.dshs.wa.gov/professional/roads/

WA Roads Contacts




FAQs



 


Ask the Project Director  



You can contact:


· Liz Prince at (360) 725-2561 or prince@dshs.wa.gov.


· Debbie Bennett at (360) 725-2557 or benned@dshs.wa.gov 


What is RCL?

RCL is a statewide, demonstration project funded by a five-year “Money Follows the Person” grant. The grant was received by Washington State from the federal Centers for Medicare and Medicaid Services (CMS). The purpose of the RCL demonstration project is to investigate what services and supports will successfully help people with complex, long-term care needs transition from institutional to community settings. 


Services and supports from the RCL demonstration project that prove successful will be used to help shape recommended changes to Washington State’s long-term care system. This will result in more people with complex long-term care needs being able to remain independent or transition from institutional into community settings in Washington State. 


What services are offered under RCL?  

Participants enrolled in this project have access to:


· All services currently available under the HCS and the DDD waivers, and State Plan; AND

· New RCL demonstration project services.


RCL project services are only available to the participant while in the institutional setting and during the demonstration project year (365 days after leaving the facility).  


All RCL project services must be authorized by HCS, AAA, and DDD case managers.  


If the participant is a DDD client, contact the RCL liaison in the DDD region where the person would like to live to determine what services can be made available.


Click here for services available for HCS/AAA/DDD clients and look for the document under “General RCL Documents,” entitled RCL Demonstration Services List.  

Are all of these services available to me anywhere in the State of Washington?


Some services may be limited according to regional availability.  One of the goals of the demonstration is to help locate as many local resources as possible that fit the demonstration criteria.

What if a participant in the project needs mental health services?

If the participant needs mental health services these will be made available following standard regional protocols for this or by contacting the HCS or DDD RCL Coordinator RCL RSN coordinator for your region as necessary to determine whether services will be authorized by the RSN or through RCL demonstration services.  


Where can individuals receive services under RCL?


Places where individuals can receive services under RCL are called Qualified Community Settings. Qualified Community Settings under RCL include:


· The individual’s owned or leased home or apartment; 

· A home or apartment owned or leased by the participant’s family; or

· A community-based residential setting in which no more than 4 unrelated individuals reside.

Is Assisted Living (AL) a Qualified Community Setting?


Some AL facilities may be considered to be a qualified placement for RCL participants.  To determine this, review the resident agreement to ensure that it meets the intent of MFP to “honor personal choice and control of the MFP participant’s home and afford opportunities for indepependence and community integration”.


To ensure the AL is a Qualified Community Setting:


1. Obtain a copy of the resident agreement the AL uses with participants;


2. Send a copy of the agreement to the project director;


3. Review the agreement with the project director to see if it meets the intent of the MFP grant.  Some questions to ask include:


a. Does the unit have lockable access and egress?


b. Does the unit include living, sleeping, bathing and cooking areas over with the individual has control?


c. Is the resident able to choose their roommate, if they have one?


d. Can the resident have visitors any time?


If the answer to these questions is yes, this may be a Qualified Community Setting. If the answers are unclear, it may be necessary to ask further questions of the AL management.  An AL facility may be reviewed once and does not need to be repeated for every RCL participant seeking placement in the facility.


Who is eligible for the RCL project?


Individuals eligible for RCL are:


· People of any age with a continuous 6 months or longer stay in a qualified institutional setting (hospital, nursing home, or Residential Habilitation Center (RHC) for participants with developmental disabilities);

· Individuals in psychiatric hospitals who are 21 and younger, or 65 and older;

· Medicaid eligible for at least 30 days prior to discharge from an institutional setting;


· Interested in moving to a qualified community setting (home, apartment, licensed residential setting with 4 or less unrelated individuals at the time of placement); and


· Not able to move using available long-term care resources.

Individuals who are not eligible for RCL are:


· Clients who are receiving General Assistance – Unemployable (GAU).


How do I find people who are eligible for RCL?


Using Minimum Data Set (MDS) information, we have created a tool that you can use to find information about individuals in nursing homes statewide. 


The data in the MDS is highly confidential.  The RCL/MDS related information is maintained in SharePoint.  In order to maintain strict confidentiality rules which govern its use, access must be granted individually to you.  To request access, please contact your regional HCS RCL coordinator.


Within DDD RHC settings all persons who otherwise meet eligibility criteria are considered potential RCL participants.

What are Qualified Community Settings for RCL? 


Community living options under RCL include:


· An individual’s owned or leased home or apartment; 


· A home or apartment owned or leased by the participant’s family; or


· A community-based residential setting in which no more than 4 unrelated individuals reside.


It should be documented in the notes that a client has moved into a qualified community setting at discharge from the institution.  

How do I authorize RCL services?


Authorizing RCL services for HCS clients


For HCS clients, the following steps need to be taken while the client is in the nursing facility and as the client approaches discharge from the nursing facility.


While the client is in the nursing home, the SW/Nurse shall:

1. Use the RCL eligibility criteria to determine eligibility for RCL;

2. If a client is able to transition without demonstration services, proceed as you normally would and authorize existing services. 


3. If demonstration services are needed, offer RCL as an option for receiving services;


4. Document eligibility in CARE by completing the NFCM screen.  Note on the NFCM screen that client is “eligible and interested”; 


5. Complete the online enrollment form on SharePoint. This allows you to authorize initial services, including further discussion to determine interest in transition.  Be sure to complete all fields including the estimated discharge date to allow for scheduling of the required Quality of Life survey by the QA unit.

6. Have the client or their representative complete the Consent for Services (DSHS 14-012) form, assisting as necessary;


7. If utilizing a Consumer Choice Guide or other RCL services in the nursing home, assign the appropriate SSPS codes in the 5800 series; and

8. Determine whether the client has income at or below the COPES standard. If income is above the COPES/DDD waiver standard, notify the Project Director to request a staffing BEFORE moving forward with discharge plans or authorization of any services.  


Note: Clients with developmental disabilities residing in Nursing Facilities may only be included in the RCL Demonstration if they can be placed on State Plan or HCS waiver services following the end of the demonstration year.  They are not guaranteed placement on a DDD waiver.   


When the participant is approaching discharge from the nursing home:


1. If the participant decides to move forward with discharge plans, have the participant or their guardian complete the Participant Consent Form assisting as necessary;


2. Fax the Participant Information Form to (360) 438-8633 attn: RCL Project Director;


3. Complete the CARE assessment;


4. Send the participant, and members of the RCL transition team as necessary, a copy of the CARE Assessment Details and the Service Summary;


5. Send the participant a Planned Action Notice (DSHS 14-405);


6. Notify the financial worker of the discharge date from the nursing home and also note that RCL is the program at discharge;


7. Assign the appropriate SSPS codes in the 5800 series;


8. A joint case staffing between the SW/Nurse and AAA/Residential Care Case Manager is highly recommended to facilitate a smooth transition. 


9. Transfer the case to the AAA or Residential Care Case Manager per local policy.  Refer to existing Case Transfer Protocol in the LTC Manual, Chapter 2 for guidelines. 

Note: Any RCL demonstration service provided in the Nursing Facility must be provided to the participant at least once in the community.


HCS Financial: 


For information on the role of the HCS Financial worker, see the EAZ manual, RCL section.

Note: The SW/CM/Nurse should closely monitor all financial letters during the demonstration period.  If the participant receives a termination letter, contact the financial worker immediately.  Eligibility should not be terminated because participants are eligible for Medicaid until the end of the demonstration.


Authorizing RCL services for DDD clients 

While the client is still in the DDD facility, the SW/CRM shall:


1. Determine eligibility for RCL (see the eligibility requirements)


2. If the client is eligible for RCL, offer RCL as an option for receiving services.


3. Have the client complete the Participant Consent Form, assisting the client as necessary, and fax it to (360) 438-8633, attn: RCL Project Director.


4. DDD staff at the RHC and in the regional offices will work together with the client/guardian to produce a budget and plan.


When the participant is approaching discharge from the facility, the DDD SW/CRM shall:

1. Complete the DDD assessment.

2. Send the participant a Planned Action Notice (PAN) (DSHS 14-472) and a copy of the CARE results.  (The transition team also gets a copy of the DDD assessment.)


3. Notify the financial worker that the client is an RCL participant on the RCL version of the DSHS 15-345 and include the following:


a. The date of discharge from the institutional setting to RCL services;


b. The setting that RCL services will take place (in-home, AFH, etc.);


c. The new address;


d. A request to complete the Authorized Representative (AREP) screen in ACES per normal procedures so the SW/CRM can receive the financial letters.


e. A request that the financial worker open a waiver program in ACES.


Note: Any RCL demonstration service provided in the RHC must be provided to the participant at least once in the community.


DDD Financial Information: 


For information on the role/duties of the DDD (CSO) Financial worker, see the EAZ manual, RCL section.

Note: The SW/CRM should closely monitor all financial letters during the demonstration period.  If the participant receives a termination letter, contact the financial worker immediately.  Eligibility should not be terminated because participants are eligible for Medicaid until the end of the demonstration.


Actions for HCS, AAA and DDD prior to the end of the demonstration period and at the end of the demonstration period   

Prior to conclusion of the participant’s one-year demonstration period the SW/CM/CRM/Nurse shall:

1. At approximately 10 months after the start of the demonstration, complete an assessment if applicable (this could be used as your annual assessment).  Ensure that any necessary steps are taken in order for the participant to maintain life in the community, including an evaluation of program eligibility (functional and financial) for current services after the participant’s demonstration period (365 days) has expired.

2. Consider:

a.  An ETR, if applicable, for participants that may need services in addition to those authorized at the end of the demonstration. Please make sure to document that the participant is on RCL services.  

b. Whether the services are available under traditional MPC or waivers. MPC is the priority program if it will meet the participant’s needs and the participant is financially eligible;

c. Whether any RCL contractors need to have MPC or waiver contracts.  


At the conclusion of the participant’s one-year demonstration period, the SW/CM/CRM/Nurse shall:


1. At 12 months, disenroll the participant by using the online client disenrollment form;  

2. Close all RCL SSPS authorizations and open applicable MPC or waiver services depending on functional and financial requirements per normal procedures.


3. Send the participant a Planned Action Notice (PAN) (DSHS 14-472 for DDD) (DSHS 14-405 for HCS/AAA) and a copy of the CARE results. If the services and/or the providers have changed distribute the necessary CARE forms.  


4. Notify the financial worker on a DSHS 14-443 (for HCS/AAA) and a DSHS 15-345 (for DDD) and include:  

a. The date of the disenrollment from RCL services;


b. The list of services the participant will be receiving (MPC/waiver);


c. The setting of the services (in-home, AFH, etc.); and


d. The new address, if applicable.


Financial workers shall follow instructions as outlined in the RCL section of the EAZ Manual.

How much can I spend on demonstration services?

Since one of the goals of the project is to promote flexibility and develop individualized and person-centered transition plans, some spending guidelines are dependent on the participant’s circumstances and needs.   

As a general rule, it is important to remember:


· Cost effectiveness is still essential.  Use your expertise and experience to choose wisely and think through the package of services you authorize.  Discuss service plans with the RCL Coordinator in your region or the RCL Project Director if you have any questions.

· Services or supports must be of direct benefit to the participant’s rehabilitation or successful transition. 

· If asked, you are confident you could provide a logical, thoughtful, rationale for why the service or support is necessary for that participant.  

· The DDD Assessment and rates calculator will be used to determine the funding available for the individual.  

· Costs during the first few months the participant moves to the community may be greater than the remainder of the demonstration year as the need for transition services taper off.  This is based on CMS theory for the Money Follows the Person project that:

· For individuals to successfully transition, intensive support may be provided early in the transition.


· The transition to existing community services after the first year may be made easier by helping participants through the first few difficult months in the community.

Note: All RCL HCS demonstration service rates must be approved by the RCL HCS Regional Coordinator.  


In the institution:

Demonstration services provided in the institution will only be matched by RCL federal grant funds if:


· The participant transitions to the community; AND 

· Any RCL demonstration service provided is also provided at least once after the participant moves to the community.  


If these conditions are not met, the service will be funded entirely with state funds.  Therefore, limit authorization of RCL demonstration services in the institution unless there is a high probability that the participate will or can receive it at least once after they move back to the community.


ETR Considerations


Each region will:


· Utilize your own local ETR process for RCL services.


· Establish consistent local rates for demonstration services. These rates must be approved by the RCL Regional Coordinator.


HQ ETRs will only be used:


· For additional, necessary personal care hours;


· At the 10-month reassessment at the end of the demonstration year, if additional personal care hours are necessary.


Field and headquarters staff will re-assess spending guidelines together after data about actual expenditures becomes available.


Who is the RCL transition team?


Any of the following:  The participant, case manager, facility staff, financial worker, RCL regional coordinator, contracted providers, physicians, family, and informal supports are all important members of the team.  


What are the SW/CM/CRM/Nurse responsibilities for the RCL program?

HCS/AAA: Once a participant is enrolled in the RCL program, the SW/CM/Nurse provides primary case management, including the authorization of additional contracted RCL services.  The SW/CM/Nurse is required to continue to verify functional eligibility annually or sooner if there is a significant change.  

DDD: The designated CRM and regional RCL liaison will continue to work collaboratively throughout the duration of the grant process.  The assigned CRM will assume primary responsibility for requesting waiver approval and authorizing waiver services for eligible individuals at the end of the first year of grant participation.


How often do I need to have contact with the participant?

HCS/AAA: The SW/CM/Nurse should have contact with the participant and/or the Community Choice Guide at least quarterly.  Contact may include a face-to-face visit/assessment, phone, or e-mail as appropriate to the participant’s situation.    

DDD: The CRM/SW should have contact with the participant when a significant change occurs, at the 10 month assessment, or when the person contacts the CRM/SW with any concerns.


How often do I need to assess the participant?

Initially, with a significant change, and at the10 month assessment, to determine readiness to move onto the current waiver or state plan without demonstration services being part of the service package.

It is important to track the participant’s eligibility and functional needs during the demonstration because at the end of the year you must be able to ensure that he/she can continue receiving the services needed to maintain in his/her community setting.  At the end of 365 days, the participant must transfer from demonstration to HCS/DDD waiver or State Plan services.

10-month assessment:

RCL demonstration and supplemental services may only be authorized for a MAXIMUM of 365 days following discharge from an institutional setting.  Services are intended to be intensive, if needed, at the beginning of transition, and to taper off from there.  Case managers must also ensure that services which are necessary for maintenance after the 365-day period are planned for.  


At approximately 10 months after the start of the demonstration, complete an assessment if applicable (this could be used as your annual assessment).  


Significant Change assessment:

If there is a significant change for better or worse, in the client’s cognition, mood/behavior, ADLs, or medical condition, you must complete a significant change assessment and notify any participants in the RCL transition team of the change.  


If a participant needs to be re-admitted into the institutional setting:


For an institutional stay less than 30 days, you would not dis-enroll the participant.

For an institutional stay greater than 30 days, the participant must be dis-enrolled from RCL.  They may later re-enroll for the remaining period of the demonstration.  

What happens at the end of the year?


After 365 days in the demonstration project, all participants must be transitioned to available waiver and state plan services.


To ensure that the participant will continue to be financially eligible after the demonstration period, send the appropriate communication form to the financial worker asking if the participant will be eligible for long-term care services including which program he/she will be eligible for (waivers, MPC, etc.)


Can HCS or the AAA contract to provide RCL demonstration services?

Either HCS or the AAAs can contract for additional demonstration services if needed.  See the RCL Contracting and Monitoring Guidelines for more information about this process.  All contracts and rates must be approved by the HCS or AAA RCL Coordinator.


A sample RCL master contract is on SharePoint to view.  The contract itself must be created on the Enterprise Agency Contract Database (EACD) using Contract Code 1010. 


What are the RCL Contracted Provider Requirements/Responsibilities?

Contracted providers who provide current waiver or state plan services do not need to complete a new contract when providing the same services for RCL clients.  Contractors wishing to provide new RCL Demonstration Services must sign a new RCL contract and meet all other contractual obligations associated with it, including insurance requirements, provider safety checks, etc.

Please see the complete list of demonstration services (under “General RCL Documents”, click on the RCL Demonstration Services List) for descriptions of allowable services.


Note: In addition to specific contracted duties, each provider is responsible for reporting any instances of abuse, neglect, or exploitation of a vulnerable adult or child.


Note: All IPs must have a current contract with DSHS before becoming a paid provider for a participant who is being served in the RCL demonstration project.  


Please see the contractor Intake instructions on the RCL website listed under the Contract Links for additional information for contractors.


Can RCL participants disenroll from the demonstration?


HCS/AAA: Yes. When you have a participant or his/her representative who wants to withdraw from the RCL demonstration project, work with the participant and the RCL Transition team to resolve issues, if possible.  If the participant still wishes to disenroll, a CARE assessment and financial eligibility determination must be completed to establish the participant’s eligibility for the appropriate waiver services.  


DDD: Yes. If a participant wishes to withdraw from the project, he/she may return to an RHC that has a vacancy.  The participant may request return to the same apartment if it is available.


Demonstration services for all participants end after 365 days.  At that time, they must be transitioned to the waiver or state plan services available to them based on their financial and functional eligibility.  

How is the project evaluated?


The Centers for Medicare and Medicaid Services (CMS) requires quarterly reports from the Project Director to let them know whether the state is meeting its benchmarks or not.


In addition, Mathematica Policy Research, Inc. has designed a Quality Assurance tool that should be administered before the person discharges from the institution or nursing home, at one year after discharge and at two years after discharge.  


DDD will work with the Developmental Disabilities Council, who will administer and enter the surveys.  In addition, DDD will conduct its own independent QA process by visiting the person in their new home within 30 days, 90 days, and one year following their move.

HCS surveys will be completed by the QA unit.  The survey to be completed in the nursing home will be scheduled according to the estimated discharge date entered onto the SharePoint enrollment form.  Click here for a copy of the survey

What is WA Roads?


In 2007, DSHS was awarded a five-year “Money Follows the Person” grant from the federal Centers for Medicare and Medicaid Services (CMS) for the “Roads to Community Living” (RCL) demonstration project.  The purpose of the RCL project is to examine how best to successfully help people with complex long-term care needs transition from institutional to community settings. 


The lessons learned and cost savings seen through the first year of the RCL project helped convince the 2009 Washington State legislature to approve additional funding to relocate adults from institutions in the upcoming biennium.  It is not intended to be an avenue for existing HCS clients in the community seeking additional services.  This funding is for an additional package of services being named Washington Roads. The WA Roads and RCL projects are the next steps in Washington State’s rebalancing efforts.


Who is eligible for the WA Roads project?


Individuals eligible for WA Roads are:


· People of any age with a continuous 30-day or longer stay in a hospital or nursing facility.  This does not include clients in psychiatric hospitals (Eastern or Western State Hospitals).


· Medicaid recipients in the facility for at least one day or those who are Fast Track eligible.


· People functionally eligible for the waiver they will be on when they exit the facility.


· Not required to receive home and community based services (HCBS) after nursing facility discharge.


Individuals who are not eligible for WA Roads are:


· Clients in psychiatric hospitals.


· Clients residing in Intermediate Care Facilities for the Mentally Retarded (ICFMRs) or Residential Habilitation Centers (RHC)


How do I find people who are eligible for WA Roads?


Individuals may be identified through many means:  self referral, referrals generated by NF staff, and DSHS case managers having contact with the facilities.  Also available is a tool that has been created using the Minimum Data Set (MDS) for use in finding information about individuals in nursing homes statewide. 


The data in the MDS is highly confidential.  The MDS related information is maintained in SharePoint.  In order to maintain strict confidentiality rules which govern its use, access must be granted individually to you.  To request access, please contact your regional HCS RCL/WA Roads coordinator.


What services are offered under WA Roads?


Participants enrolled in this project have access to:


· All services currently available under HCS waivers and the State Plan; and


· WA Roads services, which include:


· Locating and arranging for appropriate, accessible housing. 
 


· Setting up the participant’s new home including services such as arranging utility hook-ups and the acquisition of furnishings and household goods.*

· Arrangement of the participant’s physical move from the institutional setting.*

· Working in partnership with local housing authorities and other community resources regarding housing availability, subsidies and voucher capacity.*


· Conducting a pre-transition consultation with potential participants.  This does not include conducting the CARE assessment or completing the NFCM screen.*


· Provision of assistance and support to ensure the participant’s successful transition from the institutional setting as authorized by HCS and/or AAA staff and as specified in the contract.


· Training the participant to learn and maintain good tenant skills and develop positive relationships with the property owner and/or housing authority, including completion of necessary paperwork.


· Training or education about the ability to access community settings, or health services designed to help facilitate inclusion in the community.  This may occur in home or in common community settings that the person needs to navigate (i.e. stores, offices, parks etc.).


· Personal skill development for the client and/or caregivers related to the individual’s care plan. 


· Training in exercise or fitness activities to maintain or restore physical functioning.


· Training for participants transitioning from institutional to community settings to acquire skills to adapt to the new setting, such as someone experiencing mild depression or anxiety related to their transition, in those instances where the authorized Medicaid benefit amount, duration or scope of service does not meet the individual’s needs. 


· Services may include training, behavior support plans, and specialized cognitive counseling.


Services are performed within the scope of practice of the contractor’s license and in compliance with professional rules, as defined by law or regulation; and are provided in a manner consistent with protecting and promoting the client’s health and welfare, and appropriate to the client’s physical and psychological needs.


More than one transition consultant may be authorized if necessary for a particular participant, depending on the specialization of the needs detailed in the plan of care and the particular expertise of the provider contracted to perform the service.  For example, both a Community Choice Guide and a Housing Specialist may be authorized to provide services to a participant if both of those services are needed as part of the transition plan.  Documentation in the plan of care is required to ensure that these consultants are not duplicating services.


Assistive Technology:  Purchase of assistive technology that is used to increase, maintain, or improve the functional capabilities of participants. 

Items reimbursed with these funds shall be in addition to any medical equipment and supplies furnished under the State Plan, Medicare, or other insurance and shall exclude those items which are not of direct medical or remedial benefit to the individual.


Other services available under RCL that are NOT available through WA Roads include:


· Service Animals


· Adult Day Trial Services


· Respite Services


· Substance Abuse Services not available in the State Plan


All WA Roads project services are authorized by HCS and/or AAA case managers based on individual client circumstances.


Are all of these services available to me anywhere in the state of Washington?


The project is available state-wide.  Some services may be limited according to regional availability and individual assessed need.  


What if a participant in the project needs mental health services?

If the participant needs mental health services, follow existing regional protocols to determine eligibility. 


Can a DDD client enroll in WA Roads?


A DDD client who meets all other eligibility criteria and is able to exit the NF on an HCS waiver is eligible for WA Roads.


How do I authorize WA Roads services?


Follow all standard procedures for assessing clients with the addition of the following steps:


1. Use the WA Roads eligibility criteria to determine eligibility for WA Roads.


2. Complete the online enrollment form on SharePoint and choose WA Roads from the Program dropdown.  This allows you to authorize initial services, including further discussion to determine interest in transition.  This is the only way WA Roads participants will be identified, so be sure to complete all required fields.

3. The client approves the plan of care giving consent for HCB services and signs the 14-225.  The RCL participant consent form is not required when authorizing WA Roads services.

4. New SSPS Codes have been created specifically for the WA Roads project.  To bill WA Roads services, use the following SSPS codes (these codes are unpublished):

A. 5602:  Washington Roads Transition Services 


I. For participants exiting the NF on COPES: 


· Use 5602 for transition services provided while the WA Roads participant is in the nursing facility.


· Upon discharge, follow the procedures outlined in Chapter 7 of the Long-term Care Manual to enroll the client on the COPES waiver.


· Once the participant has transitioned from the NF and is enrolled on the COPES waiver, code 5602 is terminated.


· COPES services are authorized using regular COPES program SSPS codes.


II. For participants exiting the NF on another waiver besides COPES or without HCBS:


Use 5602 for transition services provided only while the participant is in the nursing facility.  This is a pre-transition service only.


For all other services provided through WA Roads, use COPES/waiver codes after the participant has enrolled in the waiver.


B. 5603:  Assistive Technology


5603, Assistive Technology, may be used both in the nursing facility and in the community.  These services are limited to six months post transition.


5. Document in the SER the logical and thoughtful rationale for why the service or support is necessary for that participant.

What are the authorization levels?


Pre-Transition:


5602 is paid from state only funding, therefore, there is a maximum number of 10 hours authorized.  Each region is expected to develop their own protocol to ensure that staff using WA Roads have a streamlined process to expedite authorizing additional hours as needed.


Post-Transition:


For the services listed below, WA Roads spending limits are intended to be equivalent to the enhanced RCL service limits:


· RCL Specialized Medical Equipment and Supplies-maximum:  $5,000

· RCL Environmental Modifications-maximum: $4,000

· RCL Transition Services and Goods: $2,500 each


Each region, if they choose to use the enhanced RCL service limits, is expected to develop their own protocol to ensure that staff using WA Roads have a streamlined process to expedite authorizing the enhanced limits.


The goal of the program is to provide intensive transition services to support the highest possible level of independence for the participant.  All plans must be reviewed at six months to ensure that the plan continues to meet but not exceed the needs of participants after transition.


Since one of the goals of the project is to promote flexibility and develop individualized and person-centered transition plans, some spending guidelines are dependent on the participant’s circumstances and needs.


As a general rule, it is important to remember:


· Cost effectiveness is always essential.  Use your expertise and experience to choose wisely and think through the package of services you authorize.  Discuss service plans with the RCL/WA Roads Coordinator in your region or the RCL/WA Roads Project Director if you have any questions.


· Services or supports must be of direct benefit to the participant’s successful transition.


· Costs during the first few months the participant moves to the community may be great, this should taper off as the need for training lessens. This is based on CMS’ theory for the Money Follows the Person project that:

· For individuals to successfully transition, intensive support may be needed early in the transition.


· The transition to existing community services may be made easier by helping participants through the first month in the community.

ETR Considerations


Each region will:


· Utilize your own local ETR process for WA Roads services, including 5247 COPES In-home Caregiver/Recipient training services.


· Based on regional preference, use RCL spending limits as the guide for local ETR limits.


HQ ETRs will be used for:


· Additional, necessary personal care hours

· Requests for higher residential rates 

· WA Roads Assistive Technology services (SSPS 5603) beyond the RCL $2500 spending limit

Note:  Prior to February 2010, choose “Other” on the ETR CARE screen.

How do I move a WA Roads client to RCL or an RCL client to WA Roads?


1. Change program on Sharepoint using the dropdown menu


2. Change the SSPS authorizations to the new program


3. Notify ADSA HQ that the change has occurred and include the start and end dates


4. ADSA HQ will change any prior payment authorizations, if necessary.


Contracting for WA Roads services


As with RCL services, either HCS or the AAAs can contract for additional WA Roads service providers if needed.  


When a service contract is being considered for WA Roads, the HCS and AAA RCL/WA Roads Coordinators are conjointly responsible for determining the scope of service, qualifications, insurance requirements, and payment rate with the contractor. 


a.
When these factors are agreed upon, the AAA or the HCS RCL/WA Roads Coordinator may proceed with contract negotiations.


b. If there is not agreement on contracting with the provider, the RA and AAA Director shall discuss and come to agreement.  If there is still disagreement, the decision shall be made by Headquarters.  


c. When all contracting is complete, a copy of the HCS contracting file will be provided to the AAA.


AAAs are responsible for monitoring WA Roads services contractors to ensure they are providing services in accordance with contract requirements and clients’ service plans.


Contractor requirements


WA Roads contractors must meet waiver contract requirements for both liability insurance and provider qualifications.  RCL contractors do not necessarily meet these requirements and must be reviewed for waiver contract eligibility.


More specifically, all providers must have:


General Liability Insurance as defined in the DSHS contract:


The Contractor shall maintain Commercial General Liability Insurance, or Business Liability Insurance, including coverage for bodily injury, property damage, and contractual liability, with the following minimum limits: Each Occurrence - $1,000,000; General Aggregate - $2,000,000.  The policy shall include liability arising out of premises, operations, independent contractors, products-completed operations, personal injury, advertising injury, and liability assumed under an insured contract.  The State of Washington, Department of Social & Health Services (DSHS), and elected and appointed officials, agents, and employees of the state, shall be named as additional insured’s.   


In lieu of general liability insurance mentioned above, if the contractor is a sole proprietor with less than three contracts, the contractor may choose one of the following three general liability policies but only if attached to a professional liability policy, and if selected the policy shall be maintained for the life of the contract:


Supplemental Liability Insurance, including coverage for bodily injury and property damage that will cover the contractor wherever the service is performed with the following minimum limits: Each Occurrence - $1,000,000; General Aggregate - $2,000,000.  The State of Washington, Department of Social & Health Services (DSHS), its elected and appointed officials, agents, and employees shall be named as additional insured’s.


                                                           or


Workplace Liability Insurance, including coverage for bodily injury and property damage that provides coverage wherever the service is performed with the following minimum limits: Each Occurrence - $1,000,000; General Aggregate - $2,000,000.  The State of Washington, Department of Social & Health Services (DSHS), and elected and appointed officials, agents, and employees of the state, shall be named as additional insured’s. 


                                                           or


Premises Liability Insurance and provide services only at their recognized place of business, including coverage for bodily injury, property damage with the following minimum limits: Each Occurrence - $1,000,000; General Aggregate - $2,000,000.  The State of Washington, Department of Social & Health Services (DSHS), and elected and appointed officials, agents, and employees of the state, shall be named as Additional Insured.


 


AND meet the minimum qualifications for COPES client training:


Independent Living Providers meeting these qualifications:  bachelor’s degree in social work or psychology with two years experience in the coordination or provision of Independent Living Services (ILS); or two years experience in the coordination of ILS in a social service setting under qualified supervision; or, four years personal experience with a disability, and two years experience in the coordination or provision of ILS in a social service setting under qualified supervision;


Note: All providers must have a current contract with DSHS before becoming a paid provider for a participant who is being served in the WA Roads project.  


Note: In addition to specific contracted duties, each provider is a mandated reporter and must report any instances of abuse, neglect, or exploitation of a vulnerable adult or child.
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Washington Roads Transition Services and Assistive Technology are provided through state-only funding obtained through the RCL demonstration project and WA Roads.  Therefore, use discretion when authorizing services using these codes.  







Transition Services received in the nursing facility might include the following:







Community Choice Guide



Housing specialist



Challenging Behavior Consultation



Life Skills Consultation







Once a participant exits the facility on COPES, these same services should be coded to 5247.







Assistive Technology:  To receive matching funds, when possible use existing SSPS COPES codes (i.e., COPES Environmental Modification-5221, Community Transition Items-5231, COPES Specialized Medical Equipment and Supplies-5250).  







Use WA Roads Assistive Technology if the service doesn’t fit existing COPES codes.















� These services are provided in the nursing facility.
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