HCBS Settings Final Rule 400

Community Integration










HCBS Final Rule: Where are
we going next?
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The rule identifies what is considered home
and community-based - and what is not

HCBS Settings
Final Rule:

What is it,
again?

The goal of the rule is to make sure people

o000 receiving HCBS can live, work, and spend
time in the greater community in the ways
they want, including with people who are

not involved in services

..... Each person’s experience, and their
1080 opportunity for community integration and
"""" participation is very important






What has happened?
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Community Integration: Multiple Perspectives

Community
Integration




Validating
Ongoing

Compliance

Provider alignment of policies
and procedures

Health plan credentialing and
monitoring to incorporate HCBS
settings final rule

Health plan health
coordinators/case managers to
gather personal experience
information from members















https://medquest.hawaii.gov/en/plans-providers/Provider-Management-System-Upgrade.html
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Provider Self-Assessment Survey
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Provider Self-Assessment Survey -

Residential Setting

i

Primary Caregiver Residential Survey YES | MO

CHOICE

How many clients do you currently provide services to? 1. Clients Home Does your client(s)
How many beds or clients are you licensed or certified for? ‘ a. Have an agreement in writing for where s/he lives?
If you are a certified CCFFH, did you provide care to any private-pay clients during the past ; b. Know the housing rights in regards to their
year? agreement?
Date you did this survey: c. Share a room?

d. Choose their roommate?
This survey will help us understand the services you provide in the home. We want to hear e. Get to decorate their room with their favorite things?
about your services and how they help our clients to be independent, make decisions and f. Pick the clothes s/he wants to wear?
choices. Does your client(s)

a. Go out into the community?

b. Pick how often s/he goes out?

¢. Choose what to do?

d. Pick who goes out with him/her?

Things to THINK about when you are doing this survey:

Does your client(s) pick the time s/he

Gets up and goes to bed?
Takes a bath?

Watches TV?

Talks on the phone?
Goes on the computer?

1. Think about the home your client(s) LIVE in.

2. Tell us what it is like living in your HOME.

®lalo o

3. Tell us about the CHOICES your client(s) get to make. e s i) e

a. What s/he wants to eat?

b. What time s/he wants to eat?
c. Where s/he sits to eat?

d. Who s/he eats with?

4.  Check the box to answer YES u or NO ﬂ to the questions.

OooOo] OoooOo [OooOor Oooo oo
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Provider Self-Assessment Survey -

Non-Residential Setting/Day Program

zzzzzz

Day Program Survey

How many clients do you currently provide services to?
Date you did this survey:

This survey will help us understand the services you provide at your day program. We want
to hear about your services and how they help our clients to be independent, make decisions
and choices.

Things to THINK about when you are doing this survey:
1. Think about the SETTING your client(s) go to.

2. Tell us what it is like to be at your DAY PROGRAM.

w

Tell us about the CHOICES your client(s) get to make.

Check the box to answer YES u or NO ﬂ to the questions.

...... -



Validating Ongoing Compliance
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Existing Provider &
Health Plan Re-Credentialing Process
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Provider Attestation & Evidence Tool

HCBS Final Rule Compliance: Residential Provider Attestation and Evidence Tool

Instructions: This is completed by a licensed/certified residential care setting (e.g., CCFFH, EARCH, or ALF). The setting
must be integrated, least restrictive, and affords the member to have full access to the benefits of community living.

Complete each section by providing a YES, NO, or NA answer, if applicable. The provider must demonstrate compliance
with HCBS setting rules by completing this attestation form. This form will serve as evidence of compliance to policies,
procedures, and operating practices implemented and evaluated during the credentialing and contracting process with a
health plan.

Any “Yes” response, the provider must provide evidence to demonstrate compliance. Evidence documentation includes,
but is not limited to:

e Provider policies and procedures
Member rights and responsibilities
Member residency or legal agreement (blank or redacted)
Example of member choice of activities and schedules
Example of member transportation log
Example of member visitor log
Member individualized schedules (redacted)
Member Health and Functional Assessment (redacted)
Member Health Action Plan (redacted)
Member Rights Modification Plan (redacted)
Photos and/or architectural renderings of physical space

Training curriculum and materials

Any “No” response with no health and safety risk preventing the member from exercising the right, the provider must
provide a copy of documentation that the health plan reeducated the member of their individual rights, informed
member of the intent of the HCBS final rule, and/or discussed person-centered goal setting. *** Applies to HCBS
Questions 1-26 only. ***

Any “No” response with a health and safety risk preventing the member from exercising the right, the provider must
provide a copy of the risk modification plan, section entitled ‘Member’s Rights Modification Plan’ of Health Action Plan.
FREEXXXREX¥¥ The completion of a modification plan applies to HCBS Questions 27-36 only, **¥**¥x¥¥x¥x

Instructions: This is completed by a licensed/certified

residential care setting (e.g., CCFFH, EARCH, or ALF). The
setting must be integrated, least restrictive, and affords
the member to have full access to the benefits of
community living.

Complete each section by providing a YES, NO, or NA
answer, if applicable. The provider must demonstrate
compliance with HCBS setting rules by completing this
attestation form. This form will serve as evidence of
compliance to policies, procedures, and operating
practices implemented and evaluated during the
credentialing and contracting process with a health
plan.



Provider Attestation

HCBS Final Rule Compliance: Residential Provider Attestation and Evidence Tool

Date:
Health Plan Name: AlohaCare ........cccccee O
(Check all that apply) HMSA oo @)
Kaiser Permanente....... O
Ohana....ccccovvreererineenas O

UnitedHealth Care (O

Medicaid Provider Name:
Medicaid Provider ID#:
NPI#: (if applicable)
Phone:

Email:
Servicing Address:

1, , attest to have reviewed the HCBS Settings Final Rule requirements

(Name of Authorized Person)
and understand the expectations as a Medicaid provider. The evidence presented to the health plans as part of
credentialing is true, accurate and complete and understand that any falsification or omission of information may
warrant further evaluation by the health plan.

Signature of Authorized Person




Provider Evidence Tool

HCBS Final Rule Compliance: Residential Provider Attestation and Evidence Tool

Requirement 1: The setting is integrated in the community and supports the same access Mark the answer that
for Medicaid and non-Medicaid enrollees receiving HCBS services. [42 CFR 441.301 applies

(c)(4)(i)] NA Yes No
1. Are Members able to control their own daily schedules and activities?

Are Members able to come and go (with or without supports) from the setting
at any time without restrictions?

Are Members supported to explore and pursue competitive integrated
employment in the community if Members choose to do so?

2.

Are Members supported to engage in off-site community activities based on

4. their individual preferences, such as shopping, dining, religious activities, voting,
volunteering, personal appointments?

Are Members provided (or supported to access) transportation to/from the
setting for community and social activities of their choosing?

6. Are Members supported to access and keep/carry their own money?
Are Members supported to control their own personal belongings and
resources?







What is HCBS Evidence?




Examples of HCBS Evidence

e Providers are required by licensing/certification to have
policies that comply with regulations - i.e., CCFFH Policies,
sample provided by CTA

e i.e., CCFFH Policy #12 Client Rights - Reviewed and in
Member record

e j.e., CCFFH Admissions Policy and Agreement - Signed and
in Member record




Examples of HCBS Evidence

e j.e., CCFFH Policy #12 Client Rights - Monthly
Activities List with choices

e j.e., CCFFH Policy #1 Staffing Requirements -
Transportation Log

e j.e., CCFFH Policy #12 Client Rights - Visitor Log




Examples of HCBS Evidence

e j.e., CCFFH Policy #12 Client Rights - Daily Activities Log with
choices in Member record

e j.e., Policy #14 Records and Reports - CCMA provides a copy to
recipient and provider to keep in Member record. Provider to
submit to Health Plan, as requested

e j.e., Policy #14 Records and Reports - CCMA provides a copy to
recipient and provider to keep in Member record. Provider to
submit to Health Plan, as requested




Examples of HCBS Evidence

e j.e., Policy #14 Records and Reports - CCMA provides a copy
to recipient and provider to keep in Member record. Provider
to submit to Health Plan, as requested

e Provider to submit to Health Plan, as requested

e Provider to submit to Health Plan, as requested
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Training Requirements






https://medquest.hawaii.gov/en/members-applicants/already-covered/my-choice-my-way.html
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My Choice My Way

HCBS Provider Resources e[| e

Provider Surveys

» Residential self-assessment provider survey
» Non-residential provider self-assessment survey

Provider HCBS Final Rule Trainings_

+« HCBS Final Rule 100 Overview

° /s . HCBS Final Rule 101 Choice and Balance: Important TO and FOR
Website: http://medquest.hawaii.gov HCBS Final Rulle 102 Right Choice of Settings
HCBS Final Rule 200 Right to Privacy and Visitors
({9 “ b2/ HCBS Final Rule 201 Right to Access Food
SearCh My ChO’Ce My Way HCBS Final Rule 202 Right to Legal Agreement and Accessibility
+» HCBS Final Rule 203 Dignity of Risk
(1 . 83/
SeleCt Prov’ der Tab Provider Ongoing_ Monitoring and Compliance Documents

« Residential Provider Attestation and Evidence Packet
« Non-Residential Provider Attestation and Evidence Packet
» Legal Residency Agreement — Standard Template

Se lf-AsseSS m en t S u rvey * Heightened Scrutiny Process

Person-Centered Thinking and Practices Trainings

HCBS Settings Final Rule Trainings +  Create Power WITH the People We Support

+ Risk and Choice

Attestation and Evidence Tool e oy o
+ Tips for Creating Person Centered-Support Plans
Person-Centered Practices Trainings Technical Assistance, Questions, or Comments?

Email us at mychoicemyway@dhs.hawaii.gov



http://medquest.hawaii.gov/
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