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ABEYANCE:

April – June 2007  
What is abeyance and what are the requirements to place a person in abeyance?  A person may be placed in abeyance in three month increments (with status report every month) for up to 12 months when a person is in a licensed/certified treatment program for purposes of behavior, physical or health treatment or stabilization.  This is an option as long as the following conditions are met: 1) the need for absence must be for the purposes of treatment in a licensed/certified program for the purposes of behavior, physical or health treatment or stabilization, loss of home or primary non-paid caregiver;  2) the request must be in writing with supporting evidence included;  3) the request must be prior approved by DDS (request and approval may be verbal in the case of emergencies) to include applicable DDS professionals’ advisement such as if cause is behavior must be reviewed and recommended by DDS Psychological Team member; 4) a minimum of 1 contact monthly is required; 5) approval will be in 3-month increments with any/each request for continuance to be submitted in writing and supported by evidence of treatment status/progress.  Request for continuance must be in advance and timely to permit review and approval prior to abeyance expiration.  NOTE:  This procedure does not stop closure of the Medicaid case relative to Medicaid Income eligibility it simply holds a slot in abeyance for the person’s return.  Medicaid Income Eligibility will be closed on the 60th day.  If the person does not return to services within 60 days, Medicaid Income Eligibility will have to be re-determined once the person is released from treatment and ready to return to Waiver services.    All requests for abeyance are to be faxed to the Program Director for Adult and Waiver Services.   Monthly status reports are required to be submitted to DDS Waiver Administration as long as the person is in abeyance.  In order for the individual to continue to be eligible for waiver services while they are in abeyance the following two requirements must be met:  1) it must be demonstrated that an individual needs at least one service as documented in their MAPS Plan of Care; and 2) individuals must receive at least one service per month or monthly monitoring.  As per the Medicaid Service Manual, Section 1348, an individual living in a public institution is not eligible for Medicaid.   Public institutions include county jails, state and federal penitentiaries, juvenile detention centers, and other correctional or holding facilities.    Wilderness camps and boot camps are considered a public institution if a governmental unit has any degree of administrative control.   Federal regulations (42 CFR 435.1009) defines an inmate as an individual living in a public institution, having full responsibility for the inmates care, and inmate status continues until the indictment against the individual is dismissed or until he/she is released from custody either as “not guilty” or for some other reason (bail, parole, pardon, suspended sentence, home release program, probation, etc.  A person who is living in a public institution as defined above would be closed under Medicaid and also under the waiver program.  If a person is receiving one waiver service, such as case management, they will not be placed in abeyance.   Abeyance is for someone who will not be receiving a waiver service due to meeting requirements for abeyance as listed above.  
April – June 2007
How is the Medicaid Annual Review handled for someone that is in abeyance? Medicaid annual review is handled in the same manner as if the person was active on the waiver.  The Medicaid Income Eligibility Unit is responsible to send advance notice that the case will be closed within 10 days if annual documents (whole or in-part) are not received.   If there is no response or information (in whole or part) is not received, notices that case is closed and appeal rights are given in accordance with DCO policies.  The DDS Specialist assists providers and vice versa obtaining needed documents/information.  All in turn assist the individual even when the provider cannot be reimbursed for assisting.  In no event can the individual return from abeyance without approved Medicaid Income Eligibility.
ABEYANCE (continued):

April – June 2007
If someone is put in jail for a few days but  they are not charged with anything that may lead to them being incarcerated as an inmate, person is in respite at a HDC or person is hospitalized and private insurance is paying can the case manager continue to provide the minimum of one monthly service required for that person to retain their Waiver and not need to be placed in abeyance?  Yes.  
ADAPTIVE EQUIPMENT:
August 2006

Can a swimming pool be requested using Waiver funds?  There would have to be therapist assessments and recommendations certifying that there is no other form of therapy available and there is not facility available where the individual can obtain the service without the purchase and installation of a swimming pool. Justification will have to include what happens to the therapy during cold or bad weather days…do you just have therapy during the summer, weather permitting. More than likely, the request for a swimming pool when other options for therapy exist would be denied.  In addition, any adaptive equipment or environmental modifications including pool or water therapy is solely for the use of the waiver individual and cannot be used by any other family members or persons.   
October-December 2006
Can a stroller be approved for waiver funding without first obtaining a Medicaid denial?  Medicaid Waiver is always payer of last resort.  You would need to access regular state plan Medicaid services first and if the stroller is denied under state plan services, you would submit denial with request for waiver funding.   Update January – March 2007  DMS has clarified that they no longer cover strollers.   Thus a Medicaid denial is no longer required for strollers.  
October- December 2006
 When requesting adaptive equipment for individuals under the age of 21 must we use EPSDT first?  Yes, if the person is under the age 21, then services should first try to be accessed through ESPDT. State Plans must always be used first and documentation of denial is required for waiver services. 
January – March 2007
If the following items are prescribed by a physician and denied by Medicaid state plan services, can they be covered under waiver adaptive equipment for a person who is school age but is being home schooled:  language builder cards, word comprehension test, pronoun games, verb building game, first 100 sight words card, early reading audio card readers, and 200 more sight words?    No, this would be supplanting the responsibility of the Department of Education.   These items must first be requested through the Department of Education and appeal filed if they deny.   Even if waiver could pay, the Department of Education would have to certify their necessity to the education being taught.   The doctor’s prescription does not apply in this situation as these are educational materials that should be available through the school.
January – March 2007
Do all adaptive equipment requests require a DDS Specialist visit?  Adaptive equipment does not ordinarily require a home visit.   Specialists do retain the right to do home visits for adaptive equipment if/when there are questions we have that are not answered.

ADAPTIVE EQUIPMENT (continued):
January – March 2007
Specifically what can be approved under ACS Waiver for adaptive equipment?   All adaptive equipment must be based on assessment, prescribed by the appropriate therapist, and must be medically necessary.  There must be goals and objectives showing what the adaptive equipment is needed for and there must be a schedule of activities.   The adaptive equipment can only be used by the waiver individual it is approved for.
January – March 2007
It was our understanding from the July-September 2006 Waiver Update that Medicaid denials are no longer required on a number of items.  Would you please verify this procedure and tell me if we do or do not have to have a denial?  As directed, we are to use only the current ACS Waiver and ACS Medicaid Provider Manual to make waiver decisions.   The previous interpretation dated July 1, 2004 of items not requiring Medicaid denial will be rescinded as it was DDS staff’s interpretation of items that would not require a Medicaid denial.   DMS staff have clarified that there is not a list of items that they will not pay for other than strollers.  Thus, all requests for adaptive equipment with the exception of strollers do require a Medicaid denial.  Medicaid no longer covers strollers due to their limited use and the consumer generally outgrowing them.    Instead of strollers, Medicaid covers "growable" wheelchairs that pieces and parts of the wheelchair can be discarded and added as a child grows.  The requirements for medical equipment in the prosthetics manual says that "services must be medically necessary and prescribed by the beneficiary's primary care physician unless the patient is exempt from the PCP requirements".   

January – March 2007
If a provider is doing adaptive equipment under center staff or Organized Health Care Delivery system, do they need three bids?   The promulgated DDS Service Definitions require that adaptive equipment purchases costing less than $500.00 have at least one bid/estimate of cost and for items costing $500.00 and over three actual bids.   If for some reason, three actual bids cannot be obtained, then the provider would need to document and explain. Since this is a promulgated document for DDS, it would apply to waiver also.
April – June 2007  
If a used van can be purchased for less cost than making repairs to a consumer’s present van, can waiver funds be used?   Waiver funding cannot be used to purchase a van regardless of cost.
April – June 2007
If there is only one Medicaid approved provider serving a county, do we accept their one bid for adaptive equipment rather than obtaining two other bids elsewhere? If bids for adaptive equipment are obtained from a non-approved Medicaid provider and are less than the bid from the Medicaid approved provider, are we obligated to use the Medicaid approved provider anyway? Can we only use a Medicaid approved provider for adaptive equipment since there are approved providers for every county. Does that mean that providers cannot submit bids to order items off the computer or from non-approved providers? The promulgated DDS Service Definitions require that adaptive equipment purchases costing less than $500.00 have at least one bid/estimate of cost and for items costing $500.00 and over three actual bids.   If for some reason, three actual bids cannot be obtained, then the provider would need to document and explain. Since this is a promulgated document for DDS, it would apply to waiver also. As to only one provider in a county, the provider list shows several statewide providers for adaptive equipment as well as other providers listed who are not statewide and some who are able to use OHCDS and subcontract service.    If due to type of equipment request, none of the other providers would provide a bid, the providers are to document this fact so that you can submit it with the request for the equipment. If a bid is obtained from non-Medicaid provider, then would have to be billed through OHCDS and that should be clear up front.   Lowest bid should always be used unless it is documented and justified why a higher bid was used.  If one of the existing providers of adaptive equipment can provide item needed, then you should use existing adaptive equipment provider.   If the item needed, cannot be provided by an existing provider, then OHCDS could be used.   
ADAPTIVE EQUIPMENT (continued):
April – June 2007
Since it takes so long for a revision to be submitted and approved, can we include van/lift repairs for zero dollars in a plan so is approved in case it is needed?   There would not be an advantage to doing this as would still require bids to approve dollars and require a pa to be issued.  If the lift needs repairs that are critical for the person to get around, then request a revision and let DDS know to work it as an emergency.   If everyone does their job when the need arises, timeliness should not be an issue.

April – June 2007 
Can waiver funding be requested to cover co-pay (deductible) on equipment when insurance covers part of the cost and if so can waiver funds be paid in advance?   Yes waiver funds can be requested to cover the co-pay.  However, waiver funding cannot be paid prior to services being delivered.       
ADDING OR DELETING SERVICES OR COUNTIES:

January – March 2007
Is there open enrollment for waiver such that you can add new services?  Please contact DDS Grants Administration (Steve Sullivan) and DDS Licensure Section to get information needed to add new services.    
January – March 2007
How can a provider add a waiver service?
In order to enroll for other waiver services, a new service/county form would have to be filled out. The ACS Waiver Service/County form can be obtained from DDS Grants Administration Section at 501-682-7845. Once the service/county form is returned to DDS Grants Administration, Licensure will review and approve/disapprove, provider would be notified of decision and appropriate changes would be made on ACS Provider List (list updated quarterly). After DDS approval, you will have to enroll with Medicaid as an ACS provider. Contact EDS to obtain the appropriate Medicaid enrollment packet.  Please note that even though DDS has approved a provider, they cannot bill or provide service until such time as they are enrolled with Medicaid. When a provider adds a new Medicaid service, they have to enroll through EDS to get their Medicaid provider number for billing. They would contact EDS who will send them or provide them with an enrollment packet. They have to complete the packet which includes attaching proof of licensure/certification by DDS. Once their enrollment packet is approved by EDS, they should notify provider of the new provider number.






 APPEALS:
October- December 2006
When DDS determines a person is no longer ICF/MR eligible, can we continue to provide services during the appeal process?   If the person files an appeal within the time frames in the appeal policy, services can continue during the appeal process which includes the fair hearing process.

APPEALS (continued):
October- December 2006
If the hearing determines that the person is not ICF/MR eligible, will we have to pay the money back?   CMMS does not require that the money be paid back it is up to the state to determine if money is to be paid back.  Recoupment from recipients who appeal is permissive but not mandatory.  DMS is drafting and will promulgate a policy related to this issue.  At this time, DMS will not seek recoupment for waiver services delivered during the fair hearing process for appeals that are lost.  Note:  This response does not apply to Medicaid Income denials.   That process allows for reimbursement for services only if the individual wins the issue and Medicaid Income Eligibility is restored.

BILLING:

 September 2006
Do I need a separate provider number to bill Specialized Medical Supplies and Consultation?   Yes you would have to be approved by DDS Licensure, enrolled with DDS and enrolled with DMS to provide the services.
January – March 2007

If a prior authorization and plan is approved for days, can I document and bill for hours?   You really should bill based on how the plan is submitted and approved.   If you set the plan up with a daily rate, then you should bill using a daily rate.  If you set the plan up using hours, then you really should bill using an hourly rate.   The current billing system is set up with annual unit for supportive living in order to give providers the ability to submit plans and bill either way as long as the service is prior approved, services have been delivered and services are documented.   At the end of each plan of care year, the DDS Specialist has to do a review of all billing and compare to what was approved in the plan.   If you bill hours and the plan is approved for days, it will be difficult for the DDS Specialist or an auditor to verify that the required services were provided based on what was approved.   There is a committee working on revising the billing system for ACS Waiver and it looks like the unit will be changed to hours or days.
January – March 2007
Can you direct me to the manual section, or some other resource, that lists the allowed billing rates for each service.  Is there some specific resource that addresses questions about each specific service from the billing perspective?  For contract services, refer to your contract.   For Medicaid services, refer to the appropriate Medicaid Provider Manual.   For waiver, you can also refer to the MAPS form which has the maximum rates listed.   
January – March 2007
When I do the MAPS budget sheets…I separate the Community Experience hours from the Supportive Living hours…but when the billing dept. receives the PA’s back…everything is added together making it one lump sum…is this correct?  You will get one pa for SCD01 that will include the total dollar amount approved on the supported living array work sheet.  However, you are required to separate services on the maps and to bill using the individual procedure codes as shown on the maps.       You will bill using the pa number but must use the specific procedure code off the maps form for the specific service being billed.
CASE MANAGEMENT:
April – June 2007
In the Waiver regulations section 223.000, Case Management requirements state that on pervasive level-Minimum of one personal visit AND one other contact monthly, for Extensive-Minimum of one personal visit OR one other contact monthly, and for Limited-Minimum of one personal visit each quarter.  When licensure came last year they had stated that their standards have not changed for them as of yet.  I would like to make sure before I initiate the change with my Case Managers that this is not out of compliance. Also, can the contact that is required be in the form of a case note in the master file?
You must comply and follow the ACS Waiver program manual.   A case note is sufficient to document visit or contact.  CMMS has been clear that there must be one service monthly or the person is to be closed under waiver.  When a person is placed in abeyance or there is a 30 day gap in service, case management will serve the purpose of one service.

April – June 2007 
Can a parent/legal guardian provide case management?  The ACS Waiver states parents/legal guardian have the option of providing their own case management in lieu of waiver case management.   When this occurs, there is no reimbursement for this service.  
CHOICE: 

April – June 2007
Can a person choose both ACS Waiver and ICF/MR placement on a choice form?   Yes, when they choose both the packet is processed for both services.    
COMMUNITY EXPERIENCE SERVICES:
August 2006

What is the difference between Community Experience and Supportive Living?  Community Experience Services is services that are preventive, therapeutic, diagnostic and habilitative that teaches developmental and living skills in the natural environment or clinic setting. The activities include such things as community based time management, home safety, etiquette/manners, physical exercise, literacy, job interviewing skills, inter-personal skills, self improvement, mental health support groups, adapted curriculum AA groups, understanding medications and disability support groups. The key to understanding community experiences is that it is based on activities to instruct the individual in daily living and community living skills in integrated settings.  Community Integration Companion is the generic service under Integrated Supports definition for purpose of contracts and was used to define Community Experience Services as well as support for the pervasive level of care, “Community Integration Companion is activities to instruct the individual in daily living and community living skills in integrated settings. Included are such activities as shopping, sports, participation in clubs, etc. Such services are focused on training/mentoring and are not meant to be recreational.”  Supportive Living Services is the following: 1)Residential Habilitation Supports which includes self direction, money management, daily living skills, socialization, community integration, mobility, communication and behavior shaping and management. 2) Residential Habilitation Reinforcement Supports which includes reinforcement of therapeutic services and performance of tasks to assist or supervise the person in activities such as meal preparation, laundry, shopping. 3) Companion and Activities Therapy is the use of animals as modalities to motivate persons to meeting goals set in a persons plan.

COMMUNITY EXPERIENCE SERVICES (continued):
January – March 2007

Does community experience still need to be requested separate from supportive living?  Community experience is a different service from supportive living and must be kept separate.  CMMS required us to unbundle services so any current services must be kept separate on the maps and billing. 
CONSULTATION:
Sept 2006 
 Can a Physical Therapy Assistant provide consultation?   Must Consultation be on official agency letter head?    The ACS Waiver page 62 and the ACS Program Manual section 224.000 both state that consultation activities may be provided by professionals who are licensed as:

1.  Psychologist

2.  Psychological examiner

3.  Mastered social worker

4.  Professional counselor
5.  Speech Pathologist

6.  Occupational Therapist

7.  Physical Therapist

8.  Registered nurse

9.  Certified parent educator

10 .Certified communication and environmental control adaptive equipment/aids provider

Thus a Physical Therapist Assistant would not be allowed to provide consultation under the ACS Waiver.  As long as the consultation was signed by professional as listed above, it would not matter if is on official agency letter head.
April – June 2007
Is time and travel an allowable expense under Consultation?
Travel was built into consultation rate so we would not reimburse separately for it.   Your billing would show actual time for consultation excluding travel time.

April – June 2007  
Can a case management or supported living provider do consultation for writing a behavior management plan?  Yes a provider can be case manager, direct service provider and also provide consultation for a behavior management plan for the same person as long as the consultation is done by a totally different staff person who is qualified to develop the plan as per consultation requirements in the waiver.

April – June 2007
Will Medicaid allow a provider to bill for positive behavior programming completed by someone who is a board certified behavior analyst (BCBA)?  Would they have to bill under consultation, possibly as the Certified Parent Educator?
Consultation definition under waiver states that person must be licensed as a psychologist, psychological examiner, mastered social worker, professional counselor, speech pathologist, occupational therapist, physical therapist, registered nurse, certified parent educator or certified communication and environmental control adaptive equipment/aids.   A board certified behavior analyst is not specifically listed.   Neither, the Waiver or program manual addresses the qualifications for a certified parent educator.   Licensure requires that they must be certified by the provider as a QMRP.

April – June 2007

Can a report from a consumer’s primary care physician be considered as a professional consult for adaptive equipment (adult stroller)?    A physical therapist is to be consulted to assure that the equipment meets specifications for physical needs.   
CONTINUED STAY REVIEW (CSR):
January – March 2007
If a plan is submitted after the fixed CSR date and the current plan ended, will DDS approve the new plan retroactive to the date of the physician’s signature?   Example – current plan ended 12/4/6 new plan submitted 2/13/7 and physician page signed 10-17-06.  The waiver manual states that only the entity responsible for the delay in submitting required plan information is to be penalized.   The physician page only comes in to play if the date is AFTER THE EXPIRATION DATE.  When that happens no provider can be paid for the time between the expiration date and the date the physician certified the level of care and prescribed the services.
April – June 2007

Is it a violation of HIPAA to hold a MAP meeting in a public place at the request of the parent/guardian?
No.  HIPAA is specific to release of information and ensuring that PHI is maintained in a confidential file and is not released unless authorized by the guardian or the individual.  If the guardian authorizes the meeting to take place in a public area, there is no violation.  It is recommended to have a release from the guardian prior to the public meeting.   
April – June 2007

We are receiving CSR approval’s based on last years utilization of the prior authorization regardless of if there is a change in the clients situation.  We have 3 gentlemen that were receiving supported living services two to three days a week, they are now living in a group home because of parents getting older and not being able to care for them, we asked for 360 days of services but are being denied the increase because we did not utilize that much money last year.   We have another gentlemen who had a lot of services approved for last year, but ended up in Bridgeway for a while for attempted suicide and then was in a major depressed state and refused to leave his home, so a lot of his dollars were not billed out.  Now he is doing better, wants to have services, but since we did not utilize all his money last year we cannot get the money needed to serve him this year. We have explained all of this in his narrative but are being told that it doesn’t matter, that they can only approve what was utilized last year.  Also, CSR’s are turned in several months before the PA expires and there is still outstanding billing.   There should not be a problem in getting approval for funding above amount used in current year as long as the narrative clearly justifies and explains the need for increased level of service in the upcoming year.    As to the billing issue, you would need to document in the maps narrative that not all the billing has been submitted for the current year and that utilization will be partial years.  If you have explained in the narrative and are being told that it “does not matter”, an appeal is to be filed with the Assistant Director.   
April – June 2007

When a CSR is submitted to DDS and the client has an ICF/MR due within that plan year,  will DDS approve the full amount requested for integrated supports (provided the CSR contains all correct info) and only approve Case Management through the expiration date of the ICF/MR.   You are correct in that DDS is approving the direct services and only partially approving the case management.   DDS does not want to unduly harm the innocent clients when it is the case manager's responsibility to get the assessments done and submitted in a timely manner. Clearly CMMS has stated that when/if a person loses eligibility then we are to close that person which would mean they will have to re-apply and go to the bottom of the wait list.  It is very important for providers to understand the seriousness of lapse of eligibility and must be more responsible if the cause is their fault. The ICF/MR eligibility process is lenient in that adults expire only every 5 years; and then only an adaptive functioning assessment that is administered by the provider (Vineland) is required.  Children age 5 through adult is required only every three years (full assessment but the public school administers and furnishes copies of the reports) and ages birth to five years  are due annually but assessments from Early Intervention or VI B should be available.   Please note that the service “Integrated Support Services” has been changed to Supported Living Services. 

CRIMINAL BACKGROUND CHECKS:

January – March 2006     Are family members hired as staff required to have a criminal background check?     Waiver references DDS Licensure standards which do require a criminal background check for all paid staff.  
DOCUMENTATION OF SERVICES PROVIDED:

September 2006 
 Does the Case Manager and the Waiver Coordinator both have to do a quarterly review or do they do it together?  Does the waiver Coordinator have to do a monthly report?  There has to be documentation of all waiver services.   Section 202.200 in the DDS ACS Waiver Provider Manual addresses documentation that must be kept including specific services rendered, date and actual time of services, name and title of who provided service, relationship of service to MAPS, daily progress notes (or when services are delivered).   As per the ACS Waiver, pages 22-25, case management has different minimum requirements based on the category functionality/service level.  For pervasive, case management has a minimum of one visit and one other contact monthly.   For extensive, case management has a minimum of one visit or contact per month.    For limited, case management has a minimum of one visit per quarter.   Waiver Coordination does not have minimum requirement for contacts.  However, the Waiver Coordinator managers daily service delivery and must maintain regular oversight which is sufficient to assure health and safety and prove that services paid for are actually being delivered.  
EMERGENCY PREPARATION RESOURCES:

October – December 2006 – Where can I access information on emergency preparation?  Information on emergency preparedness for “transportation-dependent” individuals with disabilities was recently posted on the Quality Mall website. The site includes links to the U.S. Department of Transportation website with checklists and strategy papers to assist communities prepare for meeting the transportation needs of people with disabilities during an emergency. 
· http://www.qualitymall.org/products/prod1.asp?prodid=3531
· Strategy paper from the U.S. Department of Transportation-Civil Rights website
· Checklist from the U.S. Department of Transportation-Civil Rights website
· Home page of the US Department of Transportation. Home for initiatives regarding emergency 
preparedness and people with disabilities
ENVIRONMENTAL MODIFICATIONS:

January – March 2007  
Can a consumer who has had foot surgery, a stroke and is in a wheelchair most of the time, be approved under waiver for a cover over their porch area?   When they are leaving or entering the house and it is raining or snowing, the consumer could catch the flu or worse pneumonia which is a health concern.   Also, if it rains and the temperature drops the porch and ramp could freeze over and become slippery which would be dangerous and cause the staff to fall and/or lose control of the wheelchair and possibly injure the consumer.   The request for a cover for porch area could be submitted as waiver request under environmental modifications if the doctor prescribed it for health related issues and justification is well documented.    The waiver document page 44 states that those physical adaptations to the home that are required by an individuals plan of care and are necessary to ensure the health, welfare and safety of the individual … In relation to your justification, you would need the doctor to show the amount of time the person spends in the wheelchair and the expected duration.  You would also need to show the frequency of colds, etc caused by rain and or snow.  If the doctor says they are more susceptible to colds, include something from the doctor showing what makes her more susceptible than any other person such as a child at home.  Also you would need to explain why the person could not dress appropriately and carry umbrella to prevent problems.  If there have been past problems with the porch and ramp freezing over, you would need to include specifics as to when.  For this to be approved under waiver it would have to be something the person required and not just something that they want so your justification would have to be very detailed.  
January – March 2007
Do all home modifications require a DDS Specialist visit?   Any environmental modifications that relate to home modifications would generally require a home visit by the Specialist. 
April – June 2007  

Is a Medicaid denial letter needed for home modifications?  Home modifications are not covered under regular Medicaid State Plan services therefore a Medicaid denial is not needed.

GENERAL QUESTIONS:

August 2006
Is a reunification plan still required when a child is living with an alternate family?
DDS does not have anything promulgated that requires a reunification plan.

August 2006
Is waiver funding a pot of money like DDTCS or is it necessary to keep books on a person by person bookkeeping system?    Waiver is by person.
October- December 2006
    If there has been no activity on a person, the provider has closed out their case, but their name is still showing as open for ACS Waiver on the WAIV Screen can their name be removed from the waiver database?  No, the fact that their name is on the WAIV Screen would indicate that their ACS Medicaid is still open. If they are not receiving any services, you would need to do a closure notice and send a copy to the Medicaid Unit.   
GENERAL QUESTIONS (continued):

April – June 2007
What do we do if a client, who is their own guardian, decides to move out of an apartment against the case manager/provider recommendations and then calls the next day insisting on help.
If a person is their own guardian and they want to move, that is decision we have to allow them to make.   If they later decide they want help and the person has not changed providers (meaning you are still the case manager/provider) you are to assist them.   If the move should jeopardize the person’s health and safety, then the move would need reported to the appropriate authority and also would need communicated to the waiver specialist

April- June 2007 

Can DCFS kids be placed in DDS approved facilities that are not licensed by the Child Welfare Agency Licensing Board? DDS facilities are exempt from licensing due to the fact that they are a government agency that adheres to federal standards and these standards substantially comply with the Child Welfare Licensing Standards.  DCFS kids can be placed in any of the DDS approved facilities. 

GUARDIANSHIP/LEGALLY RESPONSIBLE PERSON:

October – December 2006
If a person has been determined as incompetent through the court system and their guardian dies, do you have to go back through the court system to have a new guardian appointed and if so how would court costs be covered?   Yes, if a person has been determined as incompetent though the court system and their guardian dies, you would have to go back through the court system to determine if the person is legally competent or if needs assistance.  Other alternatives might be used such as power of attorney or limited guardianship.  Contact Adult Protective Services to report the situation and see if there is a way for them to cover the cost. Assistance may also be sought through advocacy groups such as ARC, Disability Rights, Arkansas Living Council and your local Legal Aide Organization. If court costs cannot be covered in any other way, then you could request approval to use supplemental support services under the waiver or use of special needs funds through the DDS Specialist.
January – March 2007
How much authority does a Power Of Attorney provide? Does it give the same authority as a guardianship?   You would have to read the power of attorney document to see what it specifically states.  However it is written is what the power of attorney covers and under what circumstances. If there is a power of attorney relative to a case, we need to submit a copy and have OCC review and give us an opinion as to what rights are conveyed.
January – March 2007
We have a woman whose guardian died.  She has no family.  The lowest price we can get on a guardianship is $2500 which seems awfully high.  We have requested supplemental supports and special needs and been denied on both. The woman can’t afford it and we had to beg the new guardian to do this.  Any ideas?  Supplemental Supports could be used based on death of a guardian meeting the definition “ancillary supports to assure health and safety in crisis situations caused by acts of nature or events beyond the person’s control.”  You can send in a revision for up to $1200 under Supplemental Supports as long as there is $1200 remaining when combining Supplemental Supports with Specialized Medical Supplies.

January – March 2007      Who will be eligible for reimbursement as a legally responsible person?       As per the ACS Waiver (page 58) Supportive Living Services definition, payments will not be made to the parent (or step-parent)/legal guardian of a person less than 18 years old.   Payments will not be made to a spouse.   The employment of eligible relatives shall require prior approval from DDS.
GUARDIANSHIP/LEGALLY RESPONSIBLE PERSON (continued):

 April – June 2007

I have a family with a daughter that is turning 18 and the parents are trying to get guardianship of her. If the papers are issued before her 18th birthday will the guardianship be null and void after she turns 18?
It would depend on wording that is used in the guardianship papers.   They need to work with their attorney.
 HOSPITALIZATION:
January – March 2007
We have a client who has Medicare as primary insurance and Medicaid as secondary.  He is being hospitalized and we are not sure if we can bill for services while he is in the hospital since staff needs to stay with him.  Is Medicare treated as a private insurance company?  Also who determines if the client needs personal staff to stay with him?  Is this an agency call or does his doctor or even the hospital need to request this service.  If Medicaid or Medicare is used to pay for the person’s hospitalization, you would not be able to bill for waiver services while the person is in the hospital.   As per the current waiver updates under hospitalization, the current waiver number 23 page 13 states waiver services will not be furnished to persons while they are inpatients of a hospital, nursing facility or ICF/MR unless payment is being made through private pay or private insurance.   Medicaid and Medicare are not considered as private pay or private insurance.   The reference to private pay or private insurance means that the person pays the bill themselves or they have private insurance that pays the bill.  If waiver services are being provided, then the doctor has to authorize and prescribe any services provided.   
April – June 2007

Can a person be billed for waiver on same day as they are admitted and discharged from a hospital?  Yes, you should be able to bill Waiver services that you provided on day person was admitted and discharged from the hospital.  Be sure to document time so is clear services occurred prior to admission to the hospital and after discharge from the hospital.

INDIRECT COSTS:

July 2006
Do I have to justify the 20% indirect charges (administration fee)?    Only if the file is selected for audit. It is not required to justify routinely although it is clear in the waiver that administration is for cost reimbursement and therefore providers should always be aware of the necessity to support billing with documentation as to costs.
MAPS (MULTI-AGENCY PLANS OF SERVICE)/PLAN OF CARE:

July 2006
If a person does not use all the approved hours for community experience can those hours be used for supported living since community experience and supported living are both under the supported living array pa?  No, the plan would need revised to reflect the program change. There would be no necessity to change the PA or the budget sheet but the narrative and activities should be revised to show the change in programming. 
MAPS (MULTI-AGENCY PLANS OF SERVICE)/PLAN OF CARE (Continued):

August 2006

On the demographic page of the maps, do we list everyone in the family or do we only list the number of people with disabilities in the household?  All you need to list is the number of persons with MR/DD that are residing in the home. This is required to ensure that person qualifies for waiver funding based on no more than 4 unrelated persons living in the home (other than group home/apartments). If there are more than 4 persons with MR/DD living in the home you need to note if part of the persons are related so we know that the person still meets the requirement of no more than 4 unrelated persons with MR/DD.

August 2006

 Do we still need to request that Providers breakout community experience on worksheet or wait for clarification?   CMMS required that all services be unbundled last year. If community experience is being provided, it must be separated out from other services. 
August 2006

A legal guardian who is the father and also a doctor where his adult child receives services wants to sign as the examining physician, is that ok?
If the father is a doctor, he can legally sign off on forms. The only concern/caution related to this would be the father is prescribing services and this could appear to be conflict of interest.  
August 2006
  Can a provider have a POC with community experience services without having supportive living? A provider has a submitted a plan at $18,000 to be implemented in September with all of their dollars in supportive living and transportation and that plan has been approved and now they want a revision to change all services to community experience line on worksheet and the dollar amount increased to $35,000 plus. The reason for the increased amount of time is that both parents work in their 3 businesses for 50-60 hours a week and mother has to see about her sick mother. The parents need their 16 year old to have increased days/hours of waiver to keep him out of the institution. Will they need a new doctor’s prescription?

A person can request whatever service they need. They could have only community experience or any other service if that is all they need. The question here is have they sufficiently justified the need for the amount of additional services requested. You would have to review the maps narrative and outcomes page in maps to identify if the additional services are justified. If you add new service, a new doctor’s prescription is required.
October- December 2006

Must every outcome on the Proposed Outcome, Immediate Needs & Long Term Goals page have a barrier listed?  No, there does not have to be a barrier for every outcome.  However, if there is a barrier for an outcome, it should be listed. 
October- December 2006
Must there be a general Outcome that the individual will use all state, generic and Medicaid resources?  
There should be an outcome for any resources/services that are being used including state, generic and Medicaid (example, doctor visits would use state plan Medicaid Services.)

October- December 2006

How should we document that the DDS Specialist was invited to the MAPS meeting?
The DDS Specialist should document in file if they were invited either by phone, e-mail or regular mail. The MAPS narrative should also address if the DDS Specialist was invited to the MAPS meeting.   DDS Specialists are monitored to assure they attend MAPS meetings for at least 10% of their assigned cases a year.

MAPS (MULTI-AGENCY PLANS OF SERVICE)/PLAN OF CARE (Continued):

October- December 2006

Do providers need a mechanism to track past utilization for services?  Yes, providers should definitely track the utilization of services, example- transportation would have to be documented based on miles for audit purposes and for the DDS Specialist retroactive billing review that is required prior to approving the next CSR.

October- December 2006

Once a provider has identified the cost of their shared staff, should they revise all of their Plans of Care for individuals at the facility at one time rather than waiting until their next CSR date?  No, DDS will not approve an increase in plan of care unless something has changed for the person. If they are in need of additional services or different services than are on their current plan, you can request a revision and explain what has changed and when. A revision can be requested any time that a person’s needs change.

October- December 2006

How is the Plan of Care/PA begin date determined? Effective August 2005, the Medicaid Income eligibility date sets the Plan of Care/CSR date. Providers can bill from that date if a service is being provided.
October- December 2006

What is the definition for an emergency revision?  An “emergency” would be something life threatening or that causes imminent danger such as, sudden loss of non-paid caregiver (parents); acts of nature resulting in loss of home, etc., medical complications; car accident; behavior issues where the person is a danger to themselves or others.

October- December 2006

How often should the MAPS Physician Sheet be updated by the physician?  The physician sheets serves as the level of care approving authority for each continued stay review year and should be dated after the MAPS meeting each year.    If new services are being requested during the year as a revision, a new MAPS Physician sheet would be required.    

October- December 2006

When the physician has not actually seen the consumer in the past 30 days  of signing the Physician page and states such on the Physician page, should the plan be approved?  No, the plan will be pended until physician has actually seen the consumer.
January – March 2007        What is the protocol for sending in plans?       All CSR’s go to the Waiver Program Manager for the area.    All new application packets for waiver services including the priority waiver application packets (conversion from ICF/MR, Nursing Facility, or Arkansas State Hospital) go to the Waiver Application Unit, Yvette Swift.  

January – March 2007
Why is DDS staff pending plans and asking us to rework them based on billing utilization?   One of our assurances to CMMS was that we would do a retrospective review of billing before approving a plan for the next year and that utilization would be used as one of the factors in determining the level of services for the following year.   Providers have up to a year to bill and billing is not always paid by time CSR is due and being worked.   In a case like this, the provider needs to document in their narrative the amount of billing that has not been paid yet and why the billing has not been submitted at this time.   Also, if the person did not use all the services the previous year due to something like hospitalization or if situation has changed and there is justification for increased level of services, these type of circumstances also need documented clearly in the MAPS narrative so Specialist can see it.  
MAPS (MULTI-AGENCY PLANS OF SERVICE)/PLAN OF CARE (Continued):

January – March 2007
Can we request a revision to accommodate a staff change which included health insurance in the staff salary?  Are we to not offer that particular staff person insurance because the waiver program denied the revision?  Is there a policy that allows the waiver program to deny such a revision?   I understood at the last training session that if we had a staff change during the plan year all we had to do was send a revision with the changes and a justification stating the need for the increase as long as it was within the 25% to 32% range set by DDS.  Is there an appeal process that we may take to pursue this needed change in our staff salary for this new employee?    Any waiver decision can be appealed.  The appeal process is included in the ACS Waiver, Policy 1076, Page 26 – 30 with section C page 29 and 30 dealing with waiver services.    The appeal would go to Carole Cromer, Assistant Director of Adult and Waiver Services.  If you have an approved plan based on current staff that does not have health insurance, they leave and you hire a new staff person who does want health insurance, you would submit a revision with the revised costs which would include health insurance.   Your narrative would need to explain situation and increase in plan of care costs based on this change. Please remember that any plan that exceeds $160.00 a day for the supported living array has additional and different approval process requirements and must be approved for pervasive level of care. 
 April – June 2007
Does ACS Waiver require a Primary Care Physician (PCP) to be used that is listed on the Medicaid website to sign off on the MAPS?  Although the person’s physician is required to sign off on the maps plan prescribing the services and level of care, the ACS Program Manual, section 172.100 ACS waiver does not require a primary care physician referral so you would not have to use the PCP list.  
MEDICAID:
September 2006 Is there any change in the Social Security Card requirement?  The requirement has not changed a social security number card is required. However, if the social security card cannot be provided the social security number will suffice with the understanding that if the MIEU receives a notification the social security number is invalid the case will be pended until the matter has been resolved.   Also, the completion of the Social Security Number Form is mandatory.  
September 2006 Does the Medicaid Income Eligibility Unit (MIEU) still require a birth certificate?  The MIEU are holding various workshops throughout the State for the providers surrounding Medicaid policies and procedures.  The MIEU will still require the birth certificate; however if there is a problem obtaining the birth certificate and the individual resides in AR, note in the application packet that the birth certificate cannot be obtained and the person resides in AR.  DDS Application Unit Manager will route this documentation to the MIEU along with the Medicaid application packet.  At this point, the MIEU will attempt to access the DOH system to verify the information.  If this information cannot be verified, the case will be pended and DMS policies followed.
January – March 2007  
If a person is approved for waiver while on TEFRA, do they have to apply for SSI when they turn 18 to keep waiver eligibility?    It is not required but it would be a good idea, as they may be eligible for SSI due to parent’s income and resources no longer counting when a person turns 18.

MEDICAID (Continued):

January – March 2007
If a person is closed by the Medicaid Income Eligibility Unit and they are later reopened, will the approval be retroactive back to the closure date so there is not a break in service?  If a persons Medicaid is closed under waiver due to failing to return paperwork in a timely manner, they will be closed.  If they later submit the required paperwork and are reopened, it would not be retroactive.  
April – June 2007
Who is responsible for submission of the annual Medicaid paperwork?  Can a consumer pick the agency of choice for the paperwork to be sent to complete?  As stated in the ACS Waiver Case Management definition page 55,   items h and j, the Case Manager is responsible for providing assistance relative to the obtaining of waiver Medicaid eligibility and ICF/MR level of care eligibility determinations; as well as, assuring submission of timely (advance) and comprehensive behavior/assessment reports, continued plans of care, revisions as needs change and information and documents required for ICF/MR level of care and waiver Medicaid eligibility determinations. The Waiver Coordination definition, page 68, items 5 and 9, shows that the Waiver Coordinator has the same responsibilities. While there is shared responsibility, it remains the primary responsibility of the Case Manager to assure that submission is timely. If the individual wants notices, etc sent to anyone other than the person who signed the Medicaid application or release form, the legally responsible person (individual, parent, guardian, etc) must sign a DHHS release form and provide the release to the DDS Medicaid Income Eligibility Unit.    Please be aware that when Medicaid dis-enrolls a person, waiver staff have no choice but to close the waiver case.   
MEDICATION ADMINISTRATION:

October- December 2006

What is appropriate (or required) restrictive measures as listed in the ACS Program Manual section 217.000.K.6 be as discussed in this regulation?  Appropriate restrictive measures are such things as proper storage of medications, proper tracking of dosages/times, observations at dosage (and other) times of diminished effectiveness of the medication, side effects, action plan if side effects are observed?  The medication management plan that is required any time a person is taking medications could include restrictive measures, be addressed as an outcome, or be a totally separate document.    
October- December 2006

Is a Medication Management Plan required for all medications whether they are psychotropic or not?  Yes, the Medication Management Plan is required for all prescription medications. The issue has been whether or not a positive behavior plan is also required. When a psychotropic is prescribed for behavior a positive behavior program must also be included. Please note that psychotropic drugs may be prescribed as sleep aid, to control seizures, etc. If prescribed for conditions other than behavior then a positive behavior program plan is not required. You must however provide documentation as to what condition the psychotropic is being used.
October- December 2006

Is a medication management plan required and if so, who is responsible for the completion of the medication management plan?

As per page 68 #10 in the ACS waiver, if the physician page lists medications, then the waiver coordinator is responsible for seeing that a medication management plan is submitted as a part of the MAPS. The medication management plan must meet the requirements as listed in the waiver coordination service definition in the waiver.   The use of a form is acceptable rather than repeating everything in the narrative.

MEDICATION ADMINISTRATION (continued) :

January – March 2007

Must the Waiver Coordinator sign off on the Medication Management Plan?   If so, when did this start and where is it written?   Why does the Waiver Coordinator have to sign off when this form is the Case Manager’s responsibility to get completed or has this changed too?   The waiver page 68 item 10 states that the Medication Management Plan is the responsibility of the Waiver Coordinator.   The Case Manager has the responsibility to assure submission of all necessary forms but it is not their responsibility to complete the forms or do the day to day monitoring. 
 April – June 2007

Is it allowed by the current laws and Nursing Board Position statements  for the administration of insulin using the newer delivery method (pre-loaded pen) be delegated to unlicensed persons?  The administration of medication by any method is considered the practice of nursing and requires a nursing license.  Exceptions would be under the School Nurse Practice Guidelines and Consumer Directed Care Act (web site www.arsbn.org) under position statements and Rules chapter 5.  Both exceptions still do not allow injectable medication to be delegated or assigned to an unlicensed person.  Insulin administration can not be performed by unlicensed personnel.

April – June 2007

One of the components of the medication management plan states that the person and/or guardian are informed about the nature and effect of medications being consumed and consent to the consumption of those medications. Does the guardian or individual need to sign the plan to confirm they are aware and consent or can the provider check the “yes box” on the form indicating the person or guardian is aware and consent to taking the medications?
Either way is acceptable to DDS.   Some providers have a form that they have person/guardian/legally responsible person sign off on and other providers have form that they fill out themselves or document in narrative form.
NURSING:

October – December 2006

How do you access private duty nursing services in a group home setting?  It is not likely that anyone in a group home setting would qualify for private duty nursing. The Medicaid Manual on private duty nursing lists the following criteria as a requirement to receive private duty nursing. DMS staff explained that this service is high tech and is really for persons who require around the clock nursing care.  If a person is over age 21, they would have to be ventilator dependent or have a functioning trach requiring suctioning and oxygen supplementation and receiving Nebulizer treatments or require Cough Assist/inexsufflator devices and have one of the following:  receive medication via gastrostomy type (G-tube); have a Peripherally Inserted Central Catheter (PICC) line or central port; nutrition via a permanent access such as G-tube, Mickey Button, Gatrojejunostomy tube (G-J tube) feedings are either bolus or continuous; or parenteral nutrition (total parenteral nutrition).  If the person is under age 21, the person would have to be in EPSDT program and high technology non-ventilator dependent requiring at least two of the following services, unless they require an extremely high level of one service making a home care plan impossible without private duty nursing services:   intravenous drugs; respiratory – tracheostomy or oxygen supplementation; total care support for ADLs and close patient monitoring; hyperalimentation – parenteral or enteral.   
NURSING (continued):

January – March 2007
Under the Consumer Directed Care Act, what activities can be performed by a paid waiver worker, specifically can a parent delegate suctioning?

The Consumer Directed Care Act was implemented last year.  It is our understanding that competent adults or parents, guardians or caretaker (as defined in the Act) of a minor or incompetent adult "may" now delegate all health maintenance activities in a home to a paid caregiver, e.g. waiver staff, except         

a. Physical, psychological, and social assessment which requires nursing judgment, intervention, referral, or follow-up;

b. Formulation of the plan of nursing care and evaluation of the client’s response to the care rendered;

c. Tasks that require nursing judgment or intervention;

d. Teaching and health counseling;

e. Administration of any injectable medications (intradermal, subcutaneous, intramuscular, intravenous, intraosseous, or any other form of injection) or intravenous therapy.

f.   Receiving or transmitting verbal or telephone orders.

Nurse delegation is not required, however a physician, Advanced Practice Nurse or Registered Nurse must determine a designated care aide under the direction of a competent adult or caretaker can safely perform the activity in the minor child’s or adult’s home.  This may include the ability for waiver staff to do, for example:  1. Enteral feeding via G-tube/J-Tube; 2. Give medications, except by injection/IV to include monitoring an IV; 3. Suctioning; 4. Trach care; 5. Catherization; 6. Oxygen supplementation

 

The following five requirements are the only requirements that must be

met (all five must be met): 

1. The task is being performed in the client’s home, and. 

2.  A competent adult, or caretaker of a child or incompetent adult, has authorized the aide to perform the task, and  

3.  The aide has adequately demonstrated to the competent adult or caretaker that he/she can safely perform the task; and 

4.  The attending physician, advanced practice nurse or registered nurse has determined a designated care aide under the direction of a competent adult or caretaker can safely perform the activity in the child's or adult's home, and 

5. The task is not on the above exception list.

ORGANIZED HEALTH CARE DELIVERY SYSTEM (OHCDS):

August 2006
Can a current waiver provider be used as an organized health care delivery service provider?
OHCDS cannot be used for a provider who is enrolled to do the service. 
October- December 2006
When do we use Organized Health Care Delivery Services (OHCDS) instead of center staff?   Center staff is used when there is an employee/employer relationship between the provider and who is delivering the services. OHCDS is used when there is a sub-contract relationship rather than an employee/employer relationship between the provider and the person who is delivering the service.   OHCDS cannot be used to subcontract with another current waiver provider.  
ORGANIZED HEALTH CARE DELIVERY SYSTEM (OHCDS) (continued):
October- December 2006
Can we do any service if we are signed up as an OHCDS provider?   No, you can only do the services that are shown under OHCDS on your service and county form for ACS Waiver.   If you are not already enrolled as an ACS Provider for a particular service under OHCDS that you want to deliver, you would need to revise your ACS enrollment form with DDS by contacting DDS Grants Administration at 501-682-7845.  

October- December 2006

Can a provider number that ends in 82 be used for adaptive equipment?
A provider number ending in 82 is for Organized Health Care Delivery System (OHCDS) under ACS Waiver. You can only bill using it if you have an approved Plan of Care for waiver that includes OHCDS for the person. If the person is on waiver and needs adaptive equipment, you would submit a MAP plan requesting approval for the services.  If the services are approved, you will receive a prior authorization for the service.  
January – March 2007
 Can we charge a 20% administration fee for services provided under Organized Health Care Delivery system?   Anything that is done under Organized Health Care Delivery (OHCD) system, you can have up to 20% administrative fee to cover your indirect costs for such things as billing, etc.   Please note that for any services provided under OHCD you must have a sub contract in place with the provider or you will be in violation of the rules.
POSITIVE BEHAVIOR PROGRAM PLAN:

October- December 2006

What is a positive behavior program plan and when is it required?   The positive behavior program is basically a plan that shows a system of rewards that is used to encourage or improve the living situation/condition of an individual.  A positive behavior program plan is required when psychotropics are taken for behavior.  If it is not a separate document, then at a minimum, it must be identified as an outcome and explain how it will be brought about.  A positive behavior program plan includes information about a functional analysis of the behaviors in question (what purpose do they serve for the individual), provides guidelines for intervention used to address the behaviors in a progression from least to most restrictive (step by step how to for staff providing assistance and support to the individual), provides a means of monitoring for effectiveness (accountability), includes information about any psychotropics used (potential side effects and expected benefits), provides for monitoring of the psychotropic use, and includes teaching a replacement behavior that will serve the same purpose as the maladaptive behavior but is socially acceptable.  The positive behavior program could be addressed as an outcome (identifying the counselor/psychiatrist, etc that is providing guidance towards the outcome) but may also be a separate document.  
January – March 2007
Who can write a positive behavior program?  The need for behavior management plans are to be addressed through consultation with psychiatric or psychological experts.  A licensed person who has the authority under their professional license to write a positive behavior program.   Please refer to arkansas.gov Boards to see what type of staff has approval as part of their license to write a positive behavior program.   Refer to ACS Waiver Program Manual Section 224 (B) (11) and (12.a.). 
POSITIVE BEHAVIOR PROGRAM PLAN (continued):
January – March 2007
What has to be included in a positive behavior program?   1) description of the behavior to be addressed; 2) information about functional analysis - what is the purpose of the behavior; 3) step by step guidelines for intervention from least restrictive to most restrictive; 4) medication information including side effects; 5) replacement behavior to take the place of the maladaptive behavior; and 6) licensed professional responsible for developing and monitoring the positive behavior plan.  Once a positive behavior program is in place, there must also be evidence that it is used by staff.   
January – March 2007
Is it ok for the Provider to set up and submit a positive behavior program plan when it is requested by DDS or does it need to be some other Professional. Some of our individuals that DDS has requested we do one on, does not see a counselor/therapists/psychiatrist- they are not on any Psychotropics. Can the Provider or Case Manager put the PBP in place and submit it or do we need to find someone like maybe their PCP to submit it.
The provider Executive Directors are responsible to assure that all applicable staff members are aware of this interpretation.  Medicaid guidelines do not require that a person be monitored by a psychiatrist even if they have behavioral challenges. They do however require that a behavior management plan be developed by a licensed professional qualified to provide that service.  Each individual served through Medicaid waiver has the option of choosing the licensed professional providing their services.  Medicaid identifies which licensed professionals may provide the type of service in question.  The community providers are responsible for including in their plan of care the behavior management program that is developed by the licensed professional.  Generic services may be used or consultation hours included in the plan.  DDS does not designate how the community providers access these services only that they do comply with federal Medicaid waiver guidelines.  Please refer to the ACS Program Manual section 217.000 for behavior management requirement.  The absolute minimum information needed to be considered behavior management, according to Medicaid waiver guidelines, is an outcome addressing behavior management and psychotropic use.  If this information is not a separate document the components must be addressed in the individual plan along with the discussion of the outcome.  A positive behavior management plan at a minimum includes a functional analysis of the behavior, step by step guidelines for interventions, information about medications, replacement behavior, and the name of the licensed professional responsible for developing the program with the interdisciplinary team.  The purpose of the Medicaid waiver guidelines is to ensure that persons served are receiving quality care that results in community inclusion in the least restrictive manner possible.  This implies that we should all strive to have the most qualified professionals providing any needed services to ensure that there will be some quantifiable differences in the individual’s quality of life.  Community providers in different areas of the state might want to consider developing a cooperative of professionals that would provide needed services.  This is what small school districts do to allow them to have the necessary professionals available when one district alone is unable to fund all of the needed professionals.  This is just one idea of a way to provide the necessary services.  Each program should continue to explore any and all possible solutions.  This is not a new guideline that Medicaid waiver has implemented but rather has been required for many years.  Even if DDS staff have not pointed out a deficit in complying with Medicaid waiver guidelines it does not relieve the community provider from the responsibility of knowing and responding to all of the guidelines.  Every time they accept payment from Medicaid waiver they are in essence saying that they agree to comply with the standards as written.    Also, please be aware that the Licensure Standards Committee will be addressing the issue of behavior treatment plans and this current interpretation may change.  Any new standards will be promulgated. 
POSITIVE BEHAVIOR PROGRAM PLAN (continued):
January – March 2007
If a psychotropic drug is used for something other than behavior, is a behavior management plan still required?   Psychotropics can be used for conditions such as seizures instead of for behavior management and would not require a behavior management plan.  In the case of psychotropics being used for other uses, use would need documented on the physician page, medication management plan and/or in the MAPS narrative so it is clear that the psychotropic is not being used for behavior. 
January – March 2007
We have taken a couple of consumers to have plans written and the therapist has refused to write one. If the medication in the plan is for managing the behavior (i.e. psychosis, hearing voices etc) what should we do?  Try and obtain documentation through consultation with psychiatric or psychological experts that shows that the psychotropics is being used for managing the behavior (i.e. psychosis, hearing voices etc) and what steps you should be following in working with the person.   If you can not obtain a separate document, then at a minimum, it must be identified as an outcome and explain how it will be brought about.  A positive behavior program plan includes information about a functional analysis of the behaviors in question (what purpose do they serve for the individual), provides guidelines for intervention used to address the behaviors in a progression from least to most restrictive (step by step how to for staff providing assistance and support to the individual), provides a means of monitoring for effectiveness (accountability), includes information about any psychotropics used (potential side effects and expected benefits), provides for monitoring of the psychotropic use, and includes teaching a replacement behavior that will serve the same purpose as the maladaptive behavior but is socially acceptable.  The positive behavior program could be addressed as an outcome (identifying the counselor/psychiatrist, etc that is providing guidance towards the outcome) but may also be a separate document. DDS Quality Assurance Section is planning to provide some training in this area so you may want to check with Traci Harris, the new Assistant Director, to see when training might be available.   

January – March 2007
If an individual has attended the Institute for Applied Behavior Analysis and received certification is a positive behavior plan that they write acceptable?  A one time class is not a certification to do behavior management plans.   Certification occurs when there is an ongoing requirement for continuing education to maintain the certified status.  Attending the class once does not ensure that someone is current with changing practices and procedures.   A person must look at their own credentials and certification and also look at their licensing board regulations to see if they are qualified to do behavior management plans.

January – March 2007
Do providers need to do these plans on individuals that one has not been developed on when they are submitting a revision or just when the CSR is due?  Any time that we do work on a person and there is something that is incorrect or missing, we need to go ahead and correct the problem at that time.   If the person is on psychotropic medication for behavior problems, then a positive behavior plan is needed and one should be requested as a part of the revision. 

January – March 2007
If a consumer is on psychotropic meds but the behavior is minimal and controlled by the medication, are we in compliance with identifying the behavior and medication in the plan and including redirection, etc. as an outcome without including a licensed professional?  At what point do we draw the line regarding the degree of behavior and the need for a behavior mod plan?  The language in the Waiver is clear that if a person is on psychotropic medication for behavior, a positive behavior program is required.   The waiver does not differentiate based on degree of behavior.  The requirement for a positive behavior program is related to quality of care and health and safety.     
POSITIVE BEHAVIOR PROGRAM PLAN (continued):

January – March 2007
If the positive behavior program is an outcome that the staff works on with the consumer, does a licensed professional need to be involved in any manner other than prescribing the medication and providing a medication management plan?  The licensed professional should be involved in prescribing medications, developing the positive behavior plan, have input into the service plan process, and monitoring of the individual to make sure that the positive behavior plan is meeting the persons needs.   Section 217.000 in the ACS Waiver Medicaid Manual and page 68 in the ACS Waiver address the requirement for the positive behavior plan.   If you have questions related to what a licensed staff person is qualified to do, you can go to Arkansas.gov and look under licensing boards and check the different boards for each type of staff person

January – March 2007
  If psychotropics are being used to treat psychosis and a Psychologist refuses to write a plan what do we do?  The need for behavior management plans are to be addressed through consultation with psychiatric or psychological experts.  Psychotropics can be used for conditions such as seizures instead of for behavior management and would not require a behavior management plan.  In the case of psychotropics being used for other uses, use would need documented on the physician page, medication management plan and/or in the MAPS narrative so it is clear that the psychotropic is not being used for behavior.  The positive behavior program is basically a plan that shows a system of rewards that is used to encourage or improve the living situation/condition of an individual.  A positive behavior program plan is required when psychotropics are taken for behavior.  If it is not a separate document, then at a minimum, it must be identified as an outcome and explain how it will be brought about.  A positive behavior program plan includes information about a functional analysis of the behaviors in question (what purpose do they serve for the individual), provides guidelines for intervention used to address the behaviors in a progression from least to most restrictive (step by step how to for staff providing assistance and support to the individual), provides a means of monitoring for effectiveness (accountability), includes information about any psychotropics used (potential side effects and expected benefits), provides for monitoring of the psychotropic use, and includes teaching a replacement behavior that will serve the same purpose as the maladaptive behavior but is socially acceptable.  The positive behavior program could be addressed as an outcome (identifying the counselor/psychiatrist, etc that is providing guidance towards the outcome) but may also be a separate document. 
January – March 2007
Who is responsible for the development of the positive behavior plan.  It is mentioned briefly under the medication management requirement for coordinators (217.000 K. 6.) but only that "appropriate restrictive measures and positive behavior programming are present and in use".  It does not indicate who is to develop this plan. The case manager is the one that obtains consultative services (under 223.000).  The references to the locating and coordination of needed medical, social services.... arranging for the provision of services and additional supports, needs assessment and referral for resources, etc. are scattered through the decryption of the CM responsibilities. Coordinators have never been required to arrange services with a consultative or generic service.  This would be outside what their typical responsibilities are currently.   The case manager is responsible for provision of services and submission of plans for DDS review.   If a person is on psychotropic medication for behavior problems, the MAPS team should include consultation as part of the MAPS such that a positive behavior program can be developed and used to deal with the behavior problems.   The Waiver Coordinator is clearly responsible for items listed under management of medication.   Thus the Waiver Coordinator and Case Manager should work together to obtain and submit the positive behavior program when a person is taking psychotropic medication for a behavior problem.   In that the positive behavior program is not a direct care service, the final responsibility falls on the Case Manager to assure services are provided but clearly this should be a joint effort.   
POSITIVE BEHAVIOR PROGRAM PLAN (continued):
April  - June 2007
If a prescribing physician indicates that a prescribed psychotropic medication is not be behavior is a positive behavior management plan required?   No , if the psychotropic is not being used for “behavior” then a positive behavior management plan is not required.

April – June 2007 
What are the qualifications of licensed professionals who can write a positive behavior management plan?  The only qualifications are those contained in the Waiver under consultation and in the chart that  cites statutes of authority beginning page 72.  
 

April – June 2007   Does section 217 of the ACS Program Manual mean that the Waiver Coordinator is determined to be qualified to develop/monitor behavior plans?  No, it means they are responsible to assure staff monitor and use the plans.
April – June 2007 
If a client has been on a psychotropic medication for years to address a behavior and therefore there are no longer any symptoms of the behavior, do they still need a Positive Behavior Program Plan?
If a person no longer has any signs or symptoms of a behavioral health condition they are receiving treatment for (medication), the positive behavior plan is used to help them maintain the behavior until they can either discontinue the medication or reduce it to the least amount necessary to maintain their current level of wellness.  Positive behavior programming in this case could just be continuance/renewal of the plan that was last developed and implemented.   
            

April – June 2007

Is a positive behavior program plan required when a person takes psychotropic medication for depression only?  If the doctor has stated in writing that the psychotropic is not for behavior, then a positive behavior program plan is not required.    Depression is not to be automatically considered as behavior.
PRIOR AUTHORIZATIONS (PA’S):

August 2006
If we voided billing and cannot bill due to the prior authorization (pa) being paid out, how do we request that the pa balance be adjusted?   If you have voided billing and cannot do corrected billing due to your pa being paid out, you need to send Judy Routon a list showing name of person, Medicaid number, pa number and total amount of voids on the pa.   Judy’s staff will verify information on MMIS and notify EDS of the pa adjustment that is needed.  The adjustment process takes at minimum a week.  It usually takes DDS staff 1-2 days (has to be first part of week) and EDS needs 3 days to do PA adjustments. 

September 2006  
If a person gets a new provider number, and the pa has the old provider number on it, what needs done?   You would need to submit a copy of the pa with the new provider number to your Specialist and ask that they have the provider number corrected on the pa. 
October- December 2006

If a provider miscalculated supported living array costs during the unbundling process, can we do a revision and add money to the existing prior authorization?   DDS will either cancel or end date the current prior authorization and issue a new prior authorization when the revision is approved.





ROOM AND BOARD COSTS:

October- December 2006

Does DDS have guidelines regarding what a provider can charge consumers for room and board costs? 

DDS does not pay for room and board costs. It is up to the provider to figure out what their fees will be for room and board costs that the consumer pays. Documentation should be maintained to show how the room and board cost is figured so that the consumer knows what they are paying for.
SALARIES:
July 2006
If a waiver worker is paid minimum wage, would we have to revise all plans when the minimum wage increased?  If you have a plan that will be affected due to the change in the minimum wage requirement, you would need to do a revision and submit for DDS approval to be effective by the time the change takes place.  You must comply with minimum wage laws as established by the Department of Labor.
August 2006
What does DDS advise providers regarding use of the companion rule which allows paying less than minimum wage for a 24 hour period (must pay for 8 hours). The state office is not aware of any companion regulation in Arkansas even though federal law does allow it.  DDS does not advise providers related to payment of staff. Providers must comply with all state and federal regulations which would include wage and hour regulations. As an agency, you must make the decisions that you are comfortable with related to the state and federal regulations. 

September 2006 How would you figure staff costs when same staff does supported living and community experiences?   You would calculate costs based on amount/percent of time spent in supported living services as opposed to amount/percent of time spent in community experiences.    If person's needs change from amount of time needed for supported living and community experiences, you would need to submit a revision to the plan. 

April – June 2007  
What is the policy on paying daily rate versus hourly rate?   DDS does not have any policy related to how waiver staff are paid.    We do require that providers meet wage and hour requirements.  The provider, participant/guardian and wage and hour requirements determine if staff are hired at a daily or hourly rate.

April – June 2007
Can we get DDS approval for staff before they are hired.  Yes as long as you know what the starting salary and fringe will be, the provider does in fact follow through and does not change the salary.  If the salary and fringe change once the person is hired, the provider must complete a revision (now double work).  If the provider bills at a higher rate than they pay a person that will be handled as fraud.  DDS does not want to impede or cause a delay in services for people but at the same time we must insure financial integrity.  If DDS prior approves and the staff are not hired on the date expected, then the provider requesting a continued stay review will have to explain under-utilization or risk non-approval of sums equal to or greater than what was approved the prior year.   
SERVICE LEVEL:

August 2006
If a person receives both individual and group services, what would their Level of Care indicator be?    If the person is receiving group services, they need coded to group level of care. The may also be receiving some individual services but their coding would be group based on their receiving part of the services in a group situation.

September 2006   If a person is on pervasive rate, do we have to submit ICAP and other documentation annually for the CSR or just for initial eligibility determination?   You only have to submit the ICAP at the time of initial request for pervasive level of care.    Once person has been determined as eligible for pervasive level of care, you do not have to resubmit ICAP and documentation on annual basis with the CSR.  The MAPS narrative needs to identify if persons needs have increased/decreased.   If there are any significant changes, it would be appropriate to have a re-assessment to determine if the person still meets requirements for pervasive level of care.
October- December 2006 Is the Pervasive level of care based only on the annual plan amount exceeding $58,400.00?  No, any plan where the supported living array of services is over $160.00 a day is pervasive and must have pervasive level of care approval.  Further, money is not the issue.   The issue is whether or not the person meets the definition for the Pervasive level of care based on the person’s needs.  For guidelines on what is required for pervasive level, please refer to the ACS Program Manual section 230.211.  
October- December 2006

Does the pervasive level of care require that the consumer be in need of Waiver supports 24 hours a day, 7 days a week for 365 days a year?  No, The ACS Provider’s manual section 230.211, and the ACS Waiver on page 22 states that supports are intrusive and long term and includes a combination of any available waiver supports provided 24 hours a day, 7 days a week for 365 days a year. The key operative word is “supports” versus waiver “services”. In the Waiver document it is clear that Pervasive means “Needs that require constant supports provided across environments that are potentially life sustaining in nature”… It goes on to read that “supports … include a combination of any available waiver supports… The operative word is “includes”, which means there can be other supports besides Waiver. 
April – June 2007
If a plan has 366 days rather than the usual 365-days due to February having an additional day next year, can we approve a maximum of $58,560 for the plan year (based on $160/day  for 366 days) and person remain at the extensive level?    Yes, due to there being one extra day during leap year, the amount would be okay and it would still be extensive based on $160.00 rate for the 366 days in the year.  
April – June 2007 
Can a person be in extensive level and go over the $160 daily rate if the plan does not exceed $58, 400?  For example, 328 days at a daily rate of $162.90 for a total cost of $53, 430. 20.  No, if the rate exceeds $160.00 a day, the person would have to meet the requirements and be approved for pervasive level of care.  

April – June 2007 
If a person has a plan for $16,000.00 for 98 days at a daily rate of $163.26 will they have to meet the pervasive level requirements?  If they only need 98 days of service, then they cannot be pervasive unless the criteria of 24/7 is being met through some other non-waiver support.  It is not the money that drives pervasive level of care but whether or not the individual meets the definition and protocol for pervasive level of care. However, if a person does not meet the pervasive level of care, they would not be able to have funding over $160.00 maximum per day.    

SHARED STAFF FORMS:  
January – March 2007
Which of the shared staff forms need submitted with a CSR or revision?    The first sheet needs submitted with the maps plan when shared staff is used.   The other sheets are worksheets that you maintain as long as the staff is shared equally among all clients.   However, if the staff is not shared equally among all clients, then additional information would be required to show how the staff is allocated among the clients.  If there is any plan that a Specialist questions during their review, they would request additional information to justify the costs, for example when a plan of care has increased in cost, fringe exceeds 25%, etc.   At that time, the provider might be asked for copies of the shared staff worksheets as a part of the review process.  Also, at the end of each plan year, the Specialist is required to do a review to verify that services were actually provided and that billing is based on what staff was actually paid.   This is the retroactive review that we told CMMS we would do on all cases. At that time, the Specialist may require full disclosure of information.  Anytime there is any indication that billing may not be accurate, the Specialist must have access to full records.  Certainly DMS and CMMS have the authority to require all support documents at any time.  If the staff patterns change during the plan of care year, clients discharged, staff resigned, etc, revisions should be done by the provider or at a minimum billing adjustments are to be made prior to plan expiration.  While adjustments can be made downward they cannot be made upward; i.e. if the provider hired additional staff, lost clients etc whereby the calculations should be higher this takes a revision with prior approval before billing can be authorized. 
January – March 2007

If a person uses shared staff, does the supported living group worksheet include community experience and transportation?   Does the total go under supported living group or just the supported living costs?  The supportive living staff and fringe worksheet should only list the supportive living staff that is shared.   In training, some providers asked if they could use form for other services such as community experience and we told them yes.  However, it should be totally separate sheet and center should have added and show community experience instead of supportive living in heading if they are using form for other community experience.   The total cost per person on the supportive living staff and fringe worksheet gets transferred to the budget spread sheet under supportive living shared staff.   If the provider uses any shared staff, they would be listed on budget spread sheet under supportive living.   The total for non shared staff for supportive living and supportive living shared staff would be added together to get amount that goes in on supportive living array worksheet under supported living.   Community experience and any other services would be handled in same way but kept separate from supportive living. 
January – March 2007

We have living situations where one staff person has more than one waiver recipient residing in the home.  On each of the waiver plans submitted, fringe amounts are calculated and added to the total amount.  Our fringe encompasses such things as FICA, WC, Unemployment taxes, training, war memorial fitness center, and leave (for full-time employees).  If the staff person is considered a foster home (for adults or children), they are not taxed, so the fringe amount is different.  We calculate the fringe based on the waiver recipient's plan not the shared staff because should the recipient disrupt in the shared staff placement, a new placement would need to be sought, and it may or may not be a shared staff situation.  So, for our purposes, a waiver recipient may only have a shared staff for the overnight service that is provided by residing in the home.  Do we also need to complete the form showing other individual staff?   If you have a plan and shared staff is used, you do need to use the shared staff form that would show the shared staff calculations as well as any individual staff the person has.    It sounds like you are saying that you are using some kind of formula for computing fringe based on if the situation might change.  If that is the case, you cannot do fringe in that way.   You need to calculate fringe based on what is in place at the time of the submission of the plan and then submit a revision if the situation changes.
SHARED STAFF FORMS (continued):  

January – March 2007
If a consumer resides in his own home and the provider agency uses shared staff when commuting the consumer to activities and the day program, will the provider use the shared staff form and include the number of consumers being transported to calculate on their worksheet and then use the other worksheet for the individual time he receives?  Transportation to a DDTCS is part of the regular Medicaid State Plan services and is not part of waiver funding so it would not be included except on outcomes page.   For transportation to other non-medical activities in the approved waiver plan, if provider is using staff at same time for more than one person, they would need to list on shared staff form unless the person is on $900 month or $400 month plan.   
January – March 2007
If a person is on a $900/month limited moderate plan and not getting any 1:1 services, are these consumers included in the number of residents in a group home when calculating shared staff hours for those that do have shared staff?  All persons who use shared staff would be included in the number on the shared staff form.    The person who is on $900 month plan does not have to submit shared staff forms but they would be included in count on bottom of shared staff form for the other persons (see note at bottom of shared staff form that states to include all residents who use shared staff). 
January – March 2007
On the supported living array-staff & fringe worksheet, does the provider indicate the direct care staff’s weekly work schedule or only the schedule when the direct care person is actually working with two or more consumers each week? The schedule should show direct care staff that is included on the shared staff form and the individual staff form.  
January – March 2007
On the complete budget spreadsheet, does the provider reflect the salary information for shared staff across the top (or the daily hours/days/hours requested) and then when the 1:1 information is entered, it will automatically calculate a daily rate?  Yes the totals from the shared staff form do need filled in on the budget page in order for the form to figure a daily rate.  

January – March 2007
Are we required to use shared staff fringe & calculation forms only when we were asking for more than 25% fringe?    Any time shared staff is used, you have to submit the first sheet showing shared staff.   The fringe breakdown is only required if exceed 25% or if there is a question on the plan for some reason.   The other shared staff pages are only required if there is a question related to the plan for some reason.
SHARED STAFF FORMS (continued):
January – March 2007
We are having some difficulty with some of our plans that have shared staff.  They are being denied due to the Shared staff and one on one staff (or any other service) overlaps.   We are being asked to back out of the Shared Staff’s time - any hours that we have one on one or even home health services.  We were under the impression that this is not necessary due to the fact that the plan is only getting a percentage of the residential staff’s time.  We are being told that we can’t have the same percentage assigned to all those at the site because they may or may not be sharing it equally.   We thought this was the reason we came up with the whole shared staff concept.  Please let me know which way we need to handle these.  Shared staff cannot be used to do one on one service outside of shared staff form.   Shared staff must be used equally by all the persons in the home.   For instance, if the shared staff works from 5 to 10 with 5 residents and they work one hour per day with each resident during the time of 5 to 10.   You would document on bottom of form or in narrative so it is clear that the shared staff are working only one hour per day with each resident and is between 5 and 10.   Your service documentation would clearly show when the one hour is with the person so it is clear that they did not get service from shared staff from 5 to 10 but rather from 5 to 6. The one on one staff that works individually in the community with the person might work with them from 7 to 8.   This would clearly be documented that is not shared staff but totally different staff working with person and that the hour of service is clearly not the same time that the shared staff worked with the person.  If this is all explained and documented on the shared staff forms and/or narrative, then there should not be a problem with DDS approval of plans.
April- June 2007 
If we have the same direct service professional serving two families is that considered as shared staff?   What are the pros and cons of serving clients as a group rather than individually?  Shared staff is where the same staff is providing services to more than one person at a time.    If you are using the same staff person and they are doing the services for three persons at one time, then you would have to use the shared staff form to figure out how much of the salary and fringe go to each person.     The advantage of using shared staff is that it reduces cost as it is spread across several persons.    The disadvantage is that the person does not get individual one on one time with the staff. The same staff can serve more than one person and not be shared staff as long as the services are delivered at totally different times and the salary is prorated for specific time they are working with each person.    

April – June 2007
If I have two clients with four hours of service a day and one of the staff members is out for that day, could one staff person serve both clients that day even though they do not have a plan with shared staff?  If shared staff is used on an occasional basis they would just divide person’s salary and fringe for the day by two and bill at lower rate for both persons.  If this became norm, they would have to do revision and do shared staff forms.
SUPPLEMENTAL SUPPORT SERVICE:
January – March 2007
  Can waiver cover the cost of a hearing aid for an adult?  Supplemental support service could be used if the hearing aid is needed to enable the continuance of community living, would make a positive difference in the life of the person, and are needed to assure continued health and safety due to acts of nature or events beyond the person’s control.   This service can only be accessed as a last resort so lack of other available generic resources must be documented and needs must be documented and identified in the program plan.

SUPPLEMENTAL SUPPORT SERVICE (continued):
January – March 2007
Can supplemental support be used to pay for up to two meals a day when a person is out of their home for things such as community experience, outings, etc?   No supplemental support is defined as emergency situation. 

January – March 2007
Can dentures be purchased under waiver?  Supplemental support service could be used if the dentures are needed to enable the continuance of community living, would make a positive difference in the life of the person, and are needed to assure continued health and safety due to acts of nature or events beyond the person’s control.   This service can only be accessed as a last resort so lack of other available generic resources must be documented and needs must be documented and identified in the program plan. 
January – March 2007
Can supplemental supports be utilized to cover court costs for guardianship?  Yes.  It would fall under Waiver supplemental support services with guardianship as an ancillary support to assure continued health and safety in a crisis situation case by acts of nature or events beyond the persons control. Generic resources would have to be exhausted first.  
April – June 2007
Is there something in policy that limits waiver paying for camp to a certain age?  Waiver does not have an age limit regarding camps.
April – June 2007   

Can a summer program be covered by waiver when a person is already on the waiver program and is attending a day program?  Camp would be totally separate from day services and would be allowable.    They could not bill for two services at the same time so would not be receiving day services at same time as in camp.

April – June 2007
Can waiver pay for the cost of a hyperbaric treatments?   Hyperbaric treatments are not a covered state plan service.  If the doctor said it is a medical treatment that is critical to a person’s health and safety, and it is not an experimental therapy, then it could be covered under supplemental support up to maximum allowed under waiver.  
SUPPORTED EMPLOYMENT:

October- December 2006

In the event supported employment services are provided to two or three persons at the same time, what is the most appropriate service strategy?
A mobile crew is an option under supported employment although it is not generally used and is not the preferable model. Under waiver, you would need to refer the person to Rehabilitation Services and go through their process for supported employment. To meet the definition for supported employment, the person should be employed in a regular job in the community in an integrated setting (not at the center), minimum wage, and 15 hours a week. Although waiver does not address mobile crews, if person is on crew with one job coach for more than one person, you would need to prorate the billing based on the number of persons. The $3.50 per 15 minutes is based on individual services.    
SUPPORTED LIVING:
October- December 2006
How do you access “emergency waiver funding” to cover additional staff to care for a client?


There is no “emergency waiver funding” If the person is not already on waiver, they would have to apply using regular waiver application process. They would go on the waiting list. If it is determined they are eligible for waiver, they would have to wait until their slot number came up unless they met one of the priorities for waiver. The priorities are DDS Director priority (usually Act 609, Integrated Services, Civil Commitment, DCFS, etc.) or movement out of ICF facility.  Some limited funding might be accessed through the DDS Specialist but it will not meet the long term needs for staffing. 
October- December 2006
Are there any standards/information on setting up a “Waiver Host Home” (a consumer living in someone’s home with the host home as the Supportive Living direct care staff and being paid out of waiver?  The only thing that DDS has in the waiver is on pages 58-59 and relates to supportive living services. Payment can not be made to parents/step-parent/legal guardian of person less than 18 years old. Payments can not be made to a spouse. If other eligible relatives are hired, it requires DDS prior approval. Payment for services exclude room and board expenses including general maintenance, upkeep or improvement to person’s own home or that of his/her family. Other than this, you have to meet wage and hour requirements for staffing the home.
October- December 2006

Is waiver limited to persons who live in a home with no more than four (4) persons with a developmental disability regardless of how the persons are funded.
Yes, for waiver funding the number is limited to four (4) persons with a developmental disability regardless of the funding source for the persons.  There is an exception on this for group homes that were licensed by DDS prior to 7/1/95 that allows them to serve groups of no more than fourteen unrelated adults in the residential setting.
January – March 2007      Can a step-parent be paid as a caregiver?        Step-parents cannot be hired as staff of a person less than 18 years old or if they are guardian of a person over age 18. 

January – March 2007
 If a person is working with one agency with a consumer then takes on another consumer with a different agency can that worker receive payment from both agencies.  This person basically wants to work with two different people at the same time and receive payment from the two agencies.  Does DDS allow something like this?  It is okay as long is at totally different times. 

January – March 2007

 Can supported living staff accompany a waiver individual on a trip as long as the individual/family requests the staff to go and the staff agree to go with them?  The supported living worker can accompany a person who receives waiver services on a trip and be paid for the time that the employee is actively engaged in the supported living tasks for which they generally receive supported living pay as provided for in the approved waiver plan of care.  The Waiver will not pay for transportation, room or board, meals, entertainment or any spending money for the employee associated with vacation activities.  They cannot be used to “baby sit” and receive pay.

January – March 2007 
Can a person receiving waiver services also receive hospice services.   The person is currently provided waiver services (supportive living) on a daily rate basis.   If hospice is billed under Medicaid state plan services, will this create any problems?   The hospice state plan does allow a person on waiver services to also receive hospice services.   Please refer to the hospice provider manual for additional information.  Services would have to be coordinated and clearly provided at different times to prevent any appearance of duplication of services. 
SUPPORTED LIVING (Continued):
January – March 2007

Is the $102 maximum per day for shared staff still in effect?    Not as relates to the shared staff form.  The 102 rate was set up for Group rate but the shared staff was set up to actually reimburse costs when the individual needs more than the monthly rate.
January – March 2007
What service does therapeutic horseback riding come under?   It would be a part of supportive living (companion and activities therapy).    
January – March 2007
 Can a person be paid by the state to do both waiver direct services and to also be a consumers caregiver and paid by DCFS?   If the person is receiving only board payment for room and board by DCFS, then they can also work as a direct services employee under the waiver.
January – March 2007      A plan has the same alternative living caregiver for two different waiver consumers.  The consumer has two different providers.  The caregiver is getting a fulltime salary from both of the providers for her services to their individual clients—which is overnights for both and provided obviously at the same time.  Can they do this?          Yes.  The shared staff worksheet is to be used any time shared staff is used.  The rate is to be calculated using the shared staff worksheet.   

January – March 2007 Does the group rate still apply for 2 clients in the home?    No the group rate no longer applies.  The shared staff worksheet is to be used any time shared staff is used.   The rate is to be calculated using the shared staff worksheet.  
January – March 2007 
 Can waiver funds be used to pay staff for overtime or time and half?  The ACS Waiver does not allow payment for overtime.

April – June 2007
Can Waiver pay for a personal trainer?   The first thing you would have to look at is whether or not there is a medical necessity for the personal trainer.   Did the physician prescribe a personal trainer, based on what, and what exactly will the personal trainer be doing?    Also it is assumed that a personal trainer is a person who assists with physical activities in conjunction with some kind of conditioning program, and therefore a physical therapy assessment will be required.   If the physician did prescribe and is justified/approved, then the supported living staff, if they are qualified to perform personal training, could be used for one on one training as defined in the maps.   Part of the supported living staff's job is to train, prompt, coach, assist, and demonstrate how to do things.   However, generally the term “personal trainer” implies a physical workout coach by a person trained in physical education.     
 April – June 2007
If the staff changes and the new staff want different fringe benefits, can the MAPS be revised and does the cost come under salaries/fringe or overhead costs?  Fringe benefits are separate from indirect/overhead costs.   Your salary and fringe benefits should be shown under salaries on the MAPS form.   If fringe benefits are under 25%, they do not require justification.   Anything over 25% up to 32% does require justification.   Your indirect/overhead costs are separate from fringe benefits and are based on actual costs up to 20% of the total supported living array.   You must keep documentation of all indirect/overhead costs for audit purposes.   
 SUPPORTED LIVING ARRANGEMENTS (GROUP HOMES/APARTMENTS):

July 2006
If there is only one waiver now, why can’t we add in waiver coordination to all of our plans and if we have a consumer living in our group home that used to be a $900 slot, can we figure the new plan with shared staff like we do when we have a consumer that gets one on one and still lives in the group homes?
Waiver coordination was built in the $400 and $900 month rate. If persons needs have not changed, you can take the $400 or $900 month rate that person is currently at and do revision to break it up into the unbundled services but you could not get an increase in amount without justification. If the direct care staff in the home works the same hours with every person, then it would be correct to divide total salary by number of persons in the home. If the person works different hours with different persons, then you would have to figure time spent with persons to know how to allocate the salary to each person.
August 2006
If a provider sends in plans for people living in a group home who already have plans up until now for $10,800, indicating that they have been losing money on these clients as they have not been able to add the 20% admin fee and the Waiver Coordination cost to the plans prior to now, is this justification to make the plan’s dollar amount go over the $10,800?

No, the cost of admin and waiver coordination was included in the $900 or $400 monthly rate. It was already factored into the equation. They will have to show where the cost of daily care together with admin fee and waiver coordination is exceeding the established rate. It will have to hinge upon salary and fringe for staff because that is the only factor that should have grown.

October- December 2006

If a person is currently on a $900.00 or $400.00 plan and is in a group home/apartment, can you do the shared staff form and increase the cost on the plan only if the person needs a new service regardless of the costs for the shared staff?  If a person is presently at the $900.00 or $400.00 rate, you would have to justify what service needs have changed, when and why that caused the person’s individual service needs to increase. The $900.00 and $400.00 rate was set up to cover all the services a person in a group home needed so you would have to explain what changed that $900.00 or $400.00 rate is no longer sufficient.  If you want to continue using the $900.00 or $400.00 a month plan, you do not have to do the shared staff forms.   The $900.00 and $400.00 rates are already set and approved in the current waiver as a model for group homes/apartments.    
October- December 2006

If the people in our group home/apartments continue to need the $900.00 or $400.00 month plan, do we need to do the shared staff forms?      No, if the only service you are doing is supported living and the $900.00 or $400.00 rate is covering the services needed, you can continue to use the current plan.   The shared staff forms are for persons who have shared staff and have increased individual service needs requiring one on one staff that causes their plan to exceed the $900.00 or $400.00 per month.   The $900.00 and $400.00 rates are approved in the current waiver as model for group homes/apartments. 
January – March 2007
Is there a regulation against installing surveillance cameras in common areas of group homes?   According to DDS Licensure section, DDS does not have any regulations specifically related to use of surveillance cameras.   However, please coordinate and work with DDS Licensure staff on anything of this nature that you plan to do.

SUPPORTED LIVING ARRANGEMENTS (GROUP HOMES/APARTMENTS) (Continued):
January – March 2007
What is the process for filling a vacancy in a group home or apartment now?    We have always used our waiting list and need to know if we still use the same process as we want to comply with Medicaid Waiver requirements.  If we have an opening and the next individual on our waiting list has been approved for services, are we okay to move them in and will Waiver funding start upon move in? If you want to access waiver funding for a new person, DDS must use our waiting list for ACS Waiver services in date order as waiver vacancies occur.  Providers of group home/apartment services no longer have any waiver slots assigned to them based on the change directed by CMMS May 2006.  CMMS directed that the practice of having separate slots had to cease.  Any new persons you move in will not have waiver funding unless they have applied or apply for waiver using the regular process and their number comes up on the waiting list.   Any new persons you take in that are not already approved for waiver would not be able to automatically get waiver funding.

January – March 2007
One of our group home residents passed away.  The person was not Medicaid eligible, therefore I billed State funding for their services.  The next person on the waiting list for the group home is Medicaid eligible, but it will take time for her to get on Waiver.  Our question is can I bill State funding until they get on Waiver?  If you have state funding available and person is not approved for waiver services, yes you can bill state funding.   You no longer have waiver slots assigned to your center as CMMS required us to do away with process of allocating slots to a provider.   Thus person would have to apply for waiver using regular waiver process and only when their number came up on the waiting list would they be able to be processed for waiver funding.   There are quite a number on the waiting list for waiver so will not be any time soon that a new persons number would come up. 
January – March 2007
If we have a group home for nine persons but are only serving six persons in the home, do we spread costs on shared staff form to nine or six persons?   If the group home plans to fill the nine beds they will continue dividing by nine.  If they know that they cannot fill the other three beds and have made a decision that they are reducing the size of the home and reducing the staff costs down to cover six persons based on running vacancy for several months, they would divide by the six.    If they have divided by six and at any time number goes back up, they would have to do revision to plan for everyone in the home so that they are not over billing.

January – March 2007
 How is other programs with SLA apartments and group homes filling vacancies?  Check with DDS Specialist to see if they are aware of any waiver persons who have requested a change in their living situation.    Check with Waiver Application Unit, HDC’s and ICF programs to see if they have anyone who has requested to move to waiver services.    Only other option I can think of is to see if you can serve new persons using regular state plan services such as targeted case management, personal care, DDTCS, etc. 
January – March 2007      For group homes/apartments at $900/$400 rate, is 15/10 days per month required to bill for the month?         As per the current approved waiver, services must be provided minimum of 10/15 days per month.    

THERAPY SERVICES:

July 2006
If a child’s parents have chosen to send their child to Hope for Tomorrow in lieu of sending him to public school, is waiver to pay for the therapies he is receiving while at school or should Medicaid be paying?    If the attendance is “in lieu of public school,” Medicaid should be paying for the therapies. Also, if the public school he should be attending is not providing for the child’s educational needs in the proper manner, parents can request another school and his normal school would have to pay for his schooling because they are required to set aside a portion of their federal funds each year to make sure funds are available.
August 2006
If a consumer wants to have access to Speech Pathology Therapy, will this fall under Waiver’s Consultation Services? What is the procedure for requesting that service?

Speech Pathology/Speech Therapy is not a service that can be covered under ACS Waiver services. Consultation can include assessment, training of direct services staff and/or family members by a professional consult in activities to maintain speech pathology, occupational therapy or physical therapy program treatments modalities specific to the person. Consultation is not direct therapy services. Direct therapy services can be accessed through the DDTCS program if the person is receiving DDTCS services.

TRANSPORTATION:
August 2006
If a consumer (Parent is guardian) got a van lift through waiver within the last 2 years, can they show cost for mileage on the Plan?

 Transportation can only be billed if it is a service that is being provided. Transportation is used for taking persons to community activities-non medical. Transportation can apply with or without a van lift…the van lift is immaterial. Transportation is defined in ACS Waiver page 45 and ACS Program Manual section 216.00 as “service offered in order to enable individual’s served on the waiver to gain access to waiver and other community services, activities and resources specified by the plan of care…” Please note that based on the definition, the plan of care must explain what activities transportation will be used for.

October- December 2006

If a person is going into the community in a group setting with shared staff, would the transportation cost be prorated for each waiver individuals budget?  Yes, you can only bill 28 cents per mile regardless of number of persons. Waiver is an individual plan of care.  If more than one person is transported, the mileage would have to be prorated. 

October- December 2006

Can Waiver pay for the rental of a handicapped accessible van?  No, waiver funds cannot be used for purchase or rental of vans. Depending on why the van was needed, you might be able to access special needs funds for the rental of a van. 
January – March 2007  
If a consumer has a child, would the provider be held responsible if a consumer’s child is being transported and the child gets hurt in a car accident?  This would be a legal question that you should seek advice from your centers own legal counsel/attorney and insurance agent. 
TRANSPORTATION (continued):

January – March 2007
A provider is requesting transportation for community integration however the implementer does not have a driver’s license.  The grandmother takes the client out every week.  The waiver individual lives with the implementer and sometimes visits with the grandmother.  Can we pay a family member to provide transportation when they are not the paid implementer?  Transportation under the waiver pays only for mileage reimbursement.  If the family member is not a parent/legal guardian as it applies to adults and children then the provider could contract with the family member for mileage reimbursement if they are using their own vehicle to transport.  Otherwise, the family member would have to be an employee of the provider as a supported living worker performing supported living activities. 

January – March 2007
How is transportation set up for billing?   At the current time A0080 is set up on a year of service (any consecutive 12 month period).  Some provider's bill per year, some per month, and some by mile - we set up by year to give providers flexibility on billing.   The providers cannot bill over $1680 a year for transportation which is based on 28 cents per mile. The provider must have documentation on file to prove miles traveled and to show that billing does not exceed 28 cents per mile for miles traveled during the year but they do not have to submit with billing.  The Division of Medicaid Services is working with DDS and provider related to the billing system so this will probably change in the future.
January – March 2007

How is the edit set up to read on $1680 a year?   The edit is currently set up to read any given twelve month period.    The edit reads to make sure billing never exceeds $1680 in any twelve month period so it would look at past eleven months and what was billed to see amount available for the twelfth month.

January – March 2007

Where is it written that providers are reimbursed at .28/mile for transportation?  It is a promulgated rate through DMS and DDS.  For DDS, refer to the DDS Reimbursement Rates and Maximum Units for Individual and Family Services.  
April – June 2007

Do we have to use the Medicaid transportation provider for medical transportation and can waiver staff go with a person to their doctor?  Transportation is a regular state plan service and must be accessed for medical transportation.   If you have a concern or problem related to the Medicaid transportation program, you would need to notify the Division of Medical Services and work with them to resolve concern/issue. If there is a goal and objective that states why the supported living staff needs to be with the person at the doctor’s visit, such as behavior, communication, immobility, etc, then staff can be paid for assisting the client at the visit.   They cannot just drop the person off and pick them up later (cannot provide medical transportation) and bill for service nor can they just sit in a waiting room for person and bill.

April – June 2007
If a consumer does not request transportation as part of the Waiver plan of care, does the plan need to list places that they will be using transportation to?   No.  
WAIVER COORDINATION:

October – December 2006

Can waiver coordination be billed when a visit was the only thing done during the month? 
Waiver coordination is defined as responsibility for assuring the delivery of all direct care services including coordination of direct services workers, coordinating schedules, preparing direct services segments of plans, etc. If a visit is made to the consumer/family in order to perform these functions and it is documented, one month of waiver coordination could be billed.
October – December 2006

If the hiring process has not actually began for direct care staff and the wavier coordinator visits the consumer, can they bill waiver coordination and the 20%?  No, if waiver coordination is the only service being billed, indirect costs should not be billed as you have a set rate that is paid for waiver coordination.
April – June 2007
Can a mother of a consumer whom has Power of Attorney be this consumers’ waiver coordinator? Can a Waiver Coordinator be a relative of the consumer?   Can a relative of the Waiver Coordinator work as a direct support professional under their supervision?   The waiver amendment that CMS just approved on pervasive level of care, moved the direct care supervisor hired by the supported living provider (previously called waiver coordination) under supportive living.  The waiver page 58 states payments for supportive living services will not be made to the parent (or step-parent) legal guardian of a person less than 18 years old.   Payments will not be made to a spouse.   The employment of eligible relatives shall require the prior approval from DDS authority.  Thus, if person is under age 18, the parent, step parent or legal guardian could not be paid to do waiver coordination.   Any other relative must have prior DDS approval.   If the person is age 18 or older, then DDS would have to give prior approval for parent, step parent or any other relative to be paid as a waiver coordinator under waiver funding.  However, in no event can a guardian/legal representative be paid.  If the parent/step parent, etc. is guardian or even if they hold power of attorney that conveys rights as in guardianship, they cannot be paid staff.   Ultimately, the provider has to have the responsibility of supervision when it is the provider who is responsible and has liability for the staff. 

WAIVER ELIGIBILITY: 

October- December 2006
Must a person be a resident of the State in order to make application for waiver services?  No, the person could apply for waiver services.   If they qualify, they would be placed on the waiver waiting list. If their slot number comes up on the waiting list, they would have to be a resident of AR for Medicaid to approve them for waiver.
January – March 2007      If an individual is on one type Waiver and another type of Waiver (Home and Community Based Services) becomes available, can the individual choose which Waiver they prefer?        Yes, the individual may choose the one they prefer.    However, a person cannot be on both the ACS Waiver and Independent Choice Waiver at the same time. 
WAIVER WAITING LIST/APPLICATION FOR WAIVER SERVICES:

January – March 2007        Where do we send emergency requests for Waiver services?   Please send all emergency requests for waiver services to Yvette Swift, DDS Applications Unit Manager.  
January – March 2007  
How are waiver vacancies filled?  Vacancies are filled based on priorities and then off the ACS Waiting List.   
WAIVER WAITING LIST/APPLICATION FOR WAIVER SERVICES:

August 2006
Can a person who is under 18 years of age transfer from an ICF/MR to a group home if he/she is on the Waiver waiting list?    The waiver page 21 and 22 addresses that a person must be age 18 or above for waiver funding in group homes. If you wait until the person is age 18, and they move from an ICF/MR to waiver they will have priority for waiver. If they move prior to the age of 18, they would not have priority as would not qualify for group home placement under the waiver. However, if the person wants waiver services outside of a group home now, they can request now to be moved from ICF to waiver but just would not qualify to live in the group home under waiver funding.
October- December 2006
How does a person in an ICF/MR program request to move to waiver services?    If a person wants to leave an ICF/MR program and wants to transition to the ACS Waiver program, they would contact Yvette Swift at DDS Adult and Waiver Services ((501) 682-8672 and request priority consideration to move to the ACS Waiver.   As long as there is a vacant slot, DDS would begin the process to move the person.
January – March 2007

  How does a person apply for waiver services?   Contact the local DDS Waiver Specialist who will provide the person/family with a copy of the waiver application packet and explain waiver services and choices to the person/guardian.    
January – March 2007
What is the most effective way to get the necessary signatures so applications can be approved and services set-up efficiently?   Centers for Medicaid and Medicare Services (CMMS), the federal regulatory authority over the waiver, requires that only a DDS representative can offer and must sign the 102 choice form.  Incidentally, this form is a part of the Waiver document and does contain the CMMS authorized stamp of approval.  Both Adult and Children’s services have the function of intake and referral and both employ DD Specialists who can perform the function.  If unsigned forms or forms signed by providers have been accepted in the past, they should not have been.  Acceptance could lead to sanctions from CMMS.

April – June 2007

Can a provider access the waiver list to get wavier eligible clients into a group home?
 DDS can not give providers a list of clients on the waiting list.  To do so is a HIPPA violation.   
April – June 2007
Is DDS going to be releasing 20 new persons for month from the waiver waiting list?   Starting July 1, 2007, DDS estimates that we will be processing 20 persons per month from the waiting list plus any priorities that come in.    This estimate will hold true as long as turnover continues at the current rate.   
THE FOLLOWING ANSWERS ARE RESCINDED BASED ON CHANGES, DUPLICATION AND/OR CLARIFICATIONS FROM CMS/DMS/DDS.  NOTIFICATION WILL BE SHOWN ONE TIME AND THEN THEY WILL BE REMOVED FROM FUTURE WAIVER UPDATES.
BILLING:

January – March 2007
How is transportation set up for billing?   At the current time A0080 is set up on a year of service (any consecutive 12 month period).  Some provider's bill per year, some per month, and some by mile - we set up by year to give providers flexibility on billing.   The providers cannot bill over $1680 a year for transportation which is based on 28 cents per mile. The provider must have documentation on file to prove miles traveled and to show that billing does not exceed 28 cents per mile for miles traveled during the year but they do not have to submit with billing.  The Division of Medicaid Services is working with DDS and provider related to the billing system so this will probably change in the future. (duplicate answer in transportation)
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